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A B S T R A C T

Since 2007, low and middle-income countries (LMICs) have gained experience delivering HPV vaccines through
HPV vaccination pilots, demonstration projects and national programmes. This commentary summarises
lessons from HPV vaccination experiences in 45 LMICs and what works for HPV vaccination introduction.
Methods included a systematic literature review, unpublished document review, and key informant interviews.
Data were extracted from 61 peer-reviewed articles, 11 conference abstracts, 188 technical reports, and 56
interviews, with quantitative data analysed descriptively and qualitative data analysed thematically. Key lessons
are described under five themes of preparation, communications, delivery, coverage achievements, and
sustainability. Lessons learnt were generally consistent across countries and projects and sufficient lessons
have been learnt for countries to deliver HPV vaccine through phased national rollout rather than
demonstration projects. However, challenges remain in securing the political will and financial resources
necessary to implement successful national programmes.

1. Introduction

Cervical cancer, caused by human papillomavirus (HPV), is a
leading cause of morbidity and mortality among women in low and
middle-income countries (LMICs), with approximately half a million
new cases and 266,000 deaths annually [1]. Screening programmes,
which have helped reduce mortality rates in high-income countries, are
more challenging to establish in low-resource settings [2,3]. HPV
vaccination has emerged as a cost-effective means of preventing over
70% of cervical cancer cases in all resource settings, and the World
Health Organization recommends HPV vaccination for girls 9–13 years
old [4,5].

Since 2007, many LMICs have gained experience delivering HPV
vaccines through HPV vaccination pilots, demonstration projects and
national programmes. Valuable implementation lessons learnt include
how to achieve community acceptance, obtain parental consent, and
reach adolescent girls for vaccination. Lessons learnt from these
country experiences can inform global and national decision-makers
how best to implement HPV vaccination, whether through phased

introduction or simultaneous national rollout. This commentary sum-
marises major lessons from HPV vaccination experiences in 45 LMICs,
which highlight factors that appear crucial for successful HPV vaccina-
tion introduction [6–8].

2. Methods

The study involved a systematic literature review, unpublished
document review, and key informant interviews [6]. We identified
LMICs that had completed at least six months of HPV vaccine delivery
through pilot/demonstration projects or national introduction by 30
April 2016. Five peer-reviewed article databases (Medline, Embase,
Global Health, Africa-wide Information, ADOLEC) and two unpub-
lished document databases (Open Grey, ProQuest) were searched
systematically. Websites of national Ministries of Health, WHO
Global Immunisation News, Pan-American Health Organization news-
letters, and HPV scientific conference abstracts were searched purpo-
sively for unpublished literature and interviewees were asked for
national and sub-national technical reports. We conducted semi-
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structured key informant interviews with purposively sampled techni-
cal representatives identified through partners and document searches
(e.g. national immunisation programme managers and HPV coordina-
tors).

We extracted document and transcript data to a standardised
matrix developed for new vaccine introduction [6,8]. Topics included
national decision-making and planning, service delivery, health work-
force, monitoring and evaluation, financial support, sustainability, and
scale-up. Qualitative data were analysed thematically, using deductive
and inductive coding. Quantitative data (e.g. coverage, adverse events)
were analysed descriptively to obtain frequencies, proportions, and
scores. The London School of Hygiene & Tropical Medicine Research
Ethics Committee provided study approval.

3. Results

We gathered data from 61 peer-reviewed articles, 11 conference
abstracts, 188 technical reports, and 56 key informant interviews ( >
90% response rate). Forty-six countries were included, as we added one
high-income country (Chile) with a novel, one-dose annually, delivery
system. Countries provided information from 66 demonstration pro-
jects or pilots and 12 national introductions, i.e. 92 distinct HPV
delivery experiences (Fig. 1). We present key findings below under five
themes of preparation, communications, delivery, coverage achieve-
ments, and sustainability (Table 1). Further detailed outputs are
available at http://www.rho.org/HPVlessons/ [6–8].

3.1. Preparation

Three key preparation lessons emerged. First, high-level political
commitment contributed to project and national programme effective-
ness, e.g. by increasing HPV vaccine prioritisation and interest,
galvanising collaboration between partners, and strengthening com-

mitments to financing and delivery. Second, early inter-ministerial
collaboration was crucial. Collaboration between health and education
ministries enabled cooperation between teaching and healthcare staff.
Engaging private schools early in the planning process encouraged
their participation. Collaboration between health and finance minis-
tries helped ensure timely funds release. Third, the new target
population and delivery strategies required substantial microplanning
and development of new collaborations between institutions that may
not have worked together previously. Insufficient microplanning led to
considerable problems, particularly for school-based delivery, which
was often new, and where target population numbers needed enumera-
tion.

3.2. Communication

Five key communication lessons emerged [7]. First, effective
community mobilisation activities required implementation at least
one month prior to vaccination and used multiple channels. Second,
the most effective messages emphasised cancer prevention, vaccine
safety, and national and global endorsement (e.g. HPV vaccination
prevents cervical cancer, is safe, will not harm future fertility, and is
endorsed by the government and the World Health Organization),
while explaining clearly where and when girls could be vaccinated.
Third, face-to-face communication between credible influencers (e.g.
teachers, health-workers, community leaders), parents, and commu-
nities enhanced support and mitigated rumours. Fourth, rumours and
negative publicity were best addressed quickly and comprehensively,
e.g. using several communication channels (celebrity champions, WHO
and government endorsement). Fifth, successful consent procedures
were consistent with those used for routine immunisation. While opt-
out consent was easier logistically, opt-in consent could generate
misunderstanding and mistrust in communities.

Fig. 1. Map of participating countries by project/programme and donor type (as of May 2016). NB: ‘GAP’ is the Gardasil Access Program.
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