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Abstract: We surveyed selected public sexually transmitted disease
clinics in the United States regarding human papillomavirus vaccine
availability, target populations, funding sources, and barriers. Although
nearly all had experience offering other vaccines, only 7 of 42 clinics
(17%) offered human papillomavirus vaccine. Vaccine cost, staff time,
and follow-up issues were commonly reported barriers.

H uman papillomavirus (HPV), the most common sexually
transmitted infection in the United States, can cause
warts and certain types of cancers.!»> Approximately,
340,000 people every year learn they have genital warts,? a
common diagnosis in sexually transmitted disease (STD)
clinics.* In addition, about 12,000 women are diagnosed
with cervical cancer,® and >4000 men and women learn they
have anal cancer every year.® Since 2006, when vaccines
against HPV were first licensed in this country, a large
proportion of these HPV-related diseases have been consid-
ered preventable.”

A quadrivalent vaccine is effective against HPV types 6,
11, 16, and 18, whereas a bivalent vaccine is effective against
HPV types 16 and 18.7 Both vaccines are given as a 3-dose
series. Although both vaccines are licensed for use in females
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for the prevention of cervical cancer, only the quadrivalent
vaccine has been licensed for use in males, and its labeled
indications also include prevention of anal cancer and genital
warts.® In June 2006, the Advisory Committee on Immuniza-
tion Practices (ACIP) made a routine recommendation for
either HPV vaccine for females who are 11 or 12 years of age
(or as young as 9 years of age), with catch-up vaccination
through age 26 years.” In October 2009, ACIP provided
additional guidance stating that quadrivalent HPV vaccine
can be given to males in the same age range to prevent
genital warts.3 As of 2010, in the United States, overall
coverage rates with 1 dose or 3 doses of HPV vaccine were
49% and 32%, respectively, among adolescent females aged
13 through 17 years; corresponding coverage rates among
males were <2%.° To date, HPV vaccine distribution has
occurred mainly through primary care providers.!?

Although HPV vaccine is known to be most effective
when administered before sexual debut, administration in STD
clinics may improve vaccine uptake and disease prevention,
especially among young people who may be at increased risk of
HPV-related disease due to sexual exposures. Many STD clin-
ics already offer vaccines such as hepatitis B vaccine, based on
a specific recommendation from the Centers for Disease Con-
trol and Prevention (CDC) to do so.!!'-'2 However, there is
currently no national guidance around HPV vaccination in
STD clinic settings, due to the lack of published data on the
programmatic requirements, effectiveness, and cost-effec-
tiveness of administering HPV vaccine in STD clinic set-
tings.!?> Our objective was to assess current HPV vaccine
practices and barriers to implementation among STD clinics
in the United States.

We conducted a survey at all 42 STD clinics participat-
ing in the CDC STD Surveillance Network (SSuN). Established
by CDC in 2005, SSuN is a sentinel surveillance system com-
prising local, enhanced STD surveillance systems that follow
common protocols. Its purpose is to improve the capacity of
national, state, and local STD programs to detect, monitor,
and respond rapidly to trends in STDs through enhanced
collection, reporting, analysis, visualization, and interpreta-
tion of clinical, behavioral, and geographic information ob-
tained from individuals diagnosed with STDs.!3 The 42
clinics are all publicly funded urban STD clinics located in
11 geographically diverse states.

A survey was distributed electronically to SSuN collab-
orators during January 2011. Survey questions assessed HPV
vaccine availability, target populations, funding sources, and
barriers. Responses were tabulated and descriptive frequencies
were calculated at CDC.
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We received completed surveys from representatives at
42 STD clinics, with a response rate of 100%. The median
reported number of annual visits at each clinic was 6111 (range,
862-27,205), and the median reported number of unique pa-
tients per clinic was 3816 (range, 642-21,186) in the past year.
Overall, 40 clinics (95%) offered any vaccine, most commonly
hepatitis B vaccine at 40 clinics (95%), hepatitis A vaccine at
37 clinics (88%), and influenza vaccine at 8 clinics (19%).
Also, 2 clinics offered pneumococcal vaccine and 1 offered all
recommended vaccines for children and adolescents.

Regarding HPV vaccine availability, a total of 7 clinics
(17%) were currently offering HPV vaccine, at a median of 201
doses (range, 10—1614 doses) per clinic per year. All 7 clinics
offered the quadrivalent vaccine. Among the 35 STD clinics
that did not offer HPV vaccine, staff at 22 clinics (63%)
routinely referred elsewhere for HPV vaccination and at 13
clinics (37%) did not refer. All clinics offering HPV vaccine
also offered at least one other type of vaccine.

As for target populations, 6 clinics offered HPV vaccine
to both females and males, whereas 1 provided vaccine only to
females. The earliest that HPV vaccine was offered to females
was April 2007, whereas for males the earliest was January
2010. In addition, 2 clinics specifically offered HPV vaccine to
men who have sex with men. In response to questions of
consent, the routine at 6 clinics was to vaccinate only patients
over the legal age of consent (which varied according to clinic
location), whereas the policy at the other clinic was to obtain
parental consent for patients <18 years of age. One clinic
representative reported that HPV vaccine was never offered to
patients aged <18 years because of consent requirements,
whereas another clinic representative reported that HPV vac-
cine was never offered to patients aged >18 years because of
funding limitations. No clinics offered HPV vaccine to adults
>26 years of age. However, all 7 clinics did provide HPV
vaccine to any person eligible for vaccine that could be paid for
by a federal program.

The main source of funding for HPV vaccine was re-
portedly at least one type of federal grant (e.g., funding from
the Vaccines for Children program, Section 317 vaccine pur-
chase funding) at 6 clinics, and the remaining clinic represen-
tative was unsure. In addition, 1 clinic had received a donation
of vaccine from the manufacturer. All 7 clinics offered HPV
vaccine at no cost to patients.

Clinic representatives reported all applicable barriers to
offering HPV vaccine. The most common barrier to offering
HPV vaccine was vaccine cost, reported at 23 clinics (55%)
overall. Among the 35 clinics not currently offering vaccine,
barriers to offering any HPV vaccine included cost for 20
clinics (57%), staff time for 18 clinics (51%), and follow-up
issues (difficulty coordinating additional visits at appropriate
time intervals in order to deliver the full 3-dose series) for 15
clinics (43%). Less common barriers included vaccine supply
and consent issues, each reported at 3 clinics. Lack of interest
was not reported as a barrier among these clinics (Fig. 1).
Similarly, among the 7 clinics currently offering vaccine, com-
mon barriers to offering more HPV vaccine included follow-up
issues for 4 clinics, and cost for 3 clinics. Less common barriers
were staff time and lack of interest, each reported at 1 clinic.

Of clinics offering HPV vaccine, 4 clinics used a paper-
based reminder system to notify patients that they should receive
their second or third doses of HPV vaccine, even if they missed an
appointment, whereas 3 clinics had no such reminder system.

In summary, nearly all STD clinics in this survey had
experience offering vaccines, yet HPV vaccine was being of-
fered at relatively few STD clinics. Federal grants were the
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Figure 1. Reported barriers to offering HPV vaccine,
among 35 STD clinics not currently offering HPV vac-
cine—STD Surveillance Network, 2010. Percentages total
more than 100% because of multiple responses.

most common source of funding to support offering HPV
vaccine at no cost to patients at these clinics, who are consid-
ered at high risk for sexually transmitted infections. Vaccine
cost was seen as a major barrier to expanding HPV vaccine
programs, but lack of interest was not. The dates of first HPV
vaccine introduction for both female and male patients fol-
lowed national recommendations.

As with many other STD prevention activities, barriers
to effective HPV vaccine delivery, such as cost, staff time, and
follow-up, are challenging issues. Other prevention programs
in STD clinics, such as those involving hepatitis B vaccine,
have successfully addressed similar issues after implementation
in order to increase vaccine coverage over time.!* Various
federal programs do exist to alleviate the cost burden of the
HPV vaccine at the clinic level, and some programs, such as the
Vaccines for Children program, may be underused.!> Of note,
at least one study has suggested that a savings in staff time at
STD clinics would result if HPV vaccine were more widely
administered, due to a decrease in patients visiting for HPV-
related concerns such as genital warts.*

This analysis was subject to at least 2 important limita-
tions. First, each clinic survey was completed by a single
representative and could have contained inaccuracies. Also,
STD clinics participating in SSuN are a convenience sample
that might not be representative of all clinics where STD
treatment is offered, and thus could overestimate or underesti-
mate HPV vaccine availability at such clinics in general.

While various studies have measured HPV infections
among patients visiting STD clinics, future research assessing
current and past HPV exposure by using both HPV DNA and
serologic test results could provide more useful information on
the potential benefit of HPV vaccine for this population. In
addition, evaluations of feasibility of administering HPV vac-
cine (including cost, staff time, and follow-up requirements)
are needed in this setting. Based on evidence of benefits and
feasibility, national guidance could be helpful to provide direc-
tion about HPV vaccination in the STD clinic setting.
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