
EPIC  Immunization 
2023 Update

 
Improving HPV Vaccination                 

Rates in Your Practice

®

September 19, 2023

Presenter Notes
Presentation Notes
Educating Physicians In their Communities is:
A peer-to-peer immunization education program presented in the practice setting for practitioners and staff or in a classroom for students.  
Presented by a team of 2 professionals: physician or other primary care provider (nurse practitioner, physician's assistant) and a nurse or office manager. 

The first EPIC Immunization Education program was developed and implemented in Pennsylvania (a joint venture between public health and the PA chapter of the American Academy of Pediatrics).  The program has been replicated in several states - Georgia most closely resembling the Pennsylvania program.  Georgia was first to add adult vaccines to the program. In 2009 the Georgia Chapter created a separate Women’s Health Immunization Education program for obstetricians and gynecologists. Presentations are also available for students in healthcare training. Presentation on Coding are available to members of the Georgia Chapter of AAP


EPIC programs are designed to meet Standard #10 of the Standards for Child and Adolescent Immunization Practices: 
"Persons who administer vaccines and staff who manage or support vaccine administration are knowledgeable and receive on-going education"  
And
Standard #8 of the Standards for Adult Immunization Practices: “Persons who administer vaccines are properly trained."







EPIC  is presented by:

Georgia Chapter - American Academy of Pediatrics

Ga. Dept. of Public Health/Immunization Program 
In Cooperation with:

 Georgia Academy of Family Physicians

 Georgia Chapter - American College of Physicians 

 Georgia OB/Gyn Society

EPIC® (Educating Physicians & Practices In their Communities) is a registered trademark of 
the Georgia Chapter of the American Academy of Pediatrics.  All rights reserved.

®

Presenter Notes
Presentation Notes
The EPIC immunization education program is developed and updated annually, and more frequently when necessary, by the Georgia Chapter of the American Academy of Pediatrics in partnership with the Georgia Immunization Program and in cooperation with the Georgia Academy of Family Physicians, the Georgia Chapter of the American College of Physicians/American Society of Internal Medicine, and the Georgia OB/GYN Society. 

EPIC education programs utilize information from the Centers for Disease Control and Prevention, ACIP Recommendations, The Immunization Action Coalition and other reliable resources. When there is more than one vaccine manufacturer for a specific type of vaccine the presenter utilizes the generic name (ie. Tdap, hepatitis b etc.)
    




Faculty Disclosure Information

www.cdc.gov/vaccines/acip/recs/index.html

*Accreditation Council for Continuing Medical Education   *American Nurses Credentialing Center Commission on Accreditation

Presenter Notes
Presentation Notes
Presenters for the EPIC program do not discuss vaccines that are not licensed by the FDA or any pending vaccines that are still undergoing clinical trials. Sometimes an ACIP recommendation may not be listed as an indication for a specific vaccine or a specific age group on the manufacturers package insert. Therefore, the recommendation is considered “off label” use of the vaccine. The presenters will discuss the most recent ACIP recommendations during this presentation. All new ACIP Recommendations discussed have been published in MMWR.       



Objectives

CDC: HPV Home Page, https://www.cdc.gov/hpv/index.html
 Epidemiology and Prevention of Vaccine Preventable Diseases 14th Edition,  2021
 Red Book – AAP 2021 Report of the Committee on Infectious Diseases 
 Current ACIP Vaccine Recommendations: https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/hpv.html

Presenter Notes
Presentation Notes
These are the objectives for this EPIC presentation.
Content and Resources for this presentation have largely been obtained from:
. CDC: HPV Home Page, https://www.cdc.gov/hpv/index.html
 Epidemiology and Prevention of Vaccine Preventable Diseases 14th Edition,  2021
 Red Book – AAP 2021 Report of the Committee on Infectious Diseases 
 MMWR, August 29, 2014,  RR Vol. 63, No. 5 
CURRENT HPV Vaccine Recommendations
Meites E, Szilagyi PG, Chesson HW, Unger ER, Romero JR, Markowitz LE. Human Papillomavirus Vaccination for Adults: Updated Recommendations of the Advisory Committee on Immunization Practices MMWR. 2019;68(32);698-702.�Print version pdf icon[5 pages]
Meites E, Kempe A, Markowitz LE. Use of a 2-Dose Schedule for Human Papillomavirus Vaccination — Updated Recommendations of the Advisory Committee on Immunization Practices MMWR. 2016;65(49);1405-8.�Print version pdf icon[4 pages]
Petrosky E, Bocchini JA, Hariri S, Chesson H, Curtis CR, Saraiya M, et al. Use of 9-Valent Human Papillomavirus (HPV) Vaccine: Updated HPV Vaccination Recommendations of the Advisory Committee on Immunization Practices MMWR. 2015;64(11);300-304.�Print version pdf icon[5 pages]
MMWR, August 29, 2014, Vo1 63, #RR05�Human Papillomavirus Vaccination: Recommendations of the Advisory Committee on Immunization Practices (ACIP)�Print version pdf icon[36 pages]
See also:
ACIP-VFC Resolution




Disease Prevalence in the U.S.
• HPV is the most common STI in the U.S.

• Before vaccine introduction, Estimated 79 million infected in the U.S.

• 14 million new cases added each year in the U.S., half of those in persons 15-24 yrs. old.

• Every year about 43,999 HPV- associated cancers are reported in the U.S. 

• Genital warts in teenagers---approximately 2% affected

Disease Potential
• Most sexually active adults will have an HPV infection at some point during their lives, 

although they may be unaware of their infection.
• HPV vaccination can prevent over 90% of cancers caused by HPV, as well as anal, vaginal, 

cervical, and vulvar precancers

https://www.cdc.gov/cancer/hpv/statistics/ and 
https://www.cdc.gov/vaccines/pubs/pinkbook/hpv.html#hpv
 and  https://www.cdc.gov/hpv/hcp/protecting-patients.html               

https://www.cdc.gov/cancer/hpv/statistics/


Annual Estimates of HPV-related 
Diseases in the U.S.

Oncogenic
• Each year in the United States, about 43,999 HPV-associated cancers are reported
• In addition to 91% of cervical cancer, HPV is responsible for about 91% of anal cancers, 69% of 

vulvar cancers, 75% of vaginal cancers, 63% of penile cancers, and 70% of oropharyngeal 
cancers.

 On average annual reported cases: 
• Cervical---10,900 cervical cancers in women and
• Oropharyngeal--- 11,300 oropharyngeal cancers in men. 

• Non-oncogenic
• Anogenital warts---about 90% are caused by HPV strains
• Laryngeal papillomatosis

Epidemiology and Prevention of Vaccine-preventable diseases, Pink Book, 14th edition, 2021

Presenter Notes
Presentation Notes
https://www.cdc.gov/vaccines/pubs/pinkbook/hpv.html

The National Cancer Institute’s (NCI) Surveillance, Epidemiology, and End Results (SEER) program and CDC’s National Program of Cancer Registries provide data on the number of HPV cancers in the United States. On average, 43,999 HPV-associated cancers are reported annually, including 24,886 in females and 19,113 in males. By gender, the most common cancers attributed to HPV are an estimated 10,900 cervical cancers in women and 11,300 oropharyngeal cancers in men.
In addition to 91% of cervical cancer, HPV is responsible for about 91% of anal cancers, 69% of vulvar cancers, 75% of vaginal cancers, 63% of penile cancers, and 70% of oropharyngeal cancers.
On the basis of health claims data in the United States, the incidence of anogenital warts in 2004 (before vaccine introduction) was 1.2 per 1,000 females and 1.1 per 1,000 males. During 2003–2010, reductions in anogenital wart prevalence were observed among U.S. females age 15 through 24 years, the group most likely to be affected by introduction of HPV vaccine. By 2014, decreasing prevalence of anogenital warts was also identified in young men.
From 2008–2015, both CIN grade 2 or worse (CIN2+) rates and cervical cancer screening declined among women age 18 through 24 years. Significant decreases in CIN2+ rates among screened women in this age group were consistent with population-level impact of HPV vaccination.


https://www.cdc.gov/vaccines/pubs/pinkbook/hpv.html


GENITAL WARTS*

*You Are the Key: Best Practices for Cancer Prevention, Betty Lo-Blais, MD, LSU Health Sciences Center, National AHEC Organization, HPV Immunization Project



Number of New HPV-Associated Cancer Cases Each Year (2012-2016)

https://www.cdc.gov/cancer/usc
s/about/data-briefs/no10-hpv-
assoc-cancers-UnitedStates-
2012-2016.htm



Types of Human Papilloma Virus (HPV)
(More Than 200 Types Identified)  

Mucosal/Genital
~40 types

Non-mucosal/
Cutaneous 

infection site

Cervical, anal, penile, 
vaginal, vulvar and 

Oropharyngeal Cancer
High-or Low-grade lesions of 

genital tract

Anogenital Warts
Recurrent respiratory 

Papillomatosis
Low grade lesions of genital 

tract

Skin warts
Plantar and 

palmar warts

High risk types 
16, 18, 31, 33, 

45, 52, 58
(and others)

Low risk types
6, 11 and 

others

Presenter Notes
Presentation Notes
More than 200 types have now been identified. HPV consists of a family of small, double-stranded DNA viruses that infect the epithelium. More than 200 distinct types have been identified; they are differentiated by their genomic sequence. Most HPV types infect the cutaneous epithelium and can cause common skin warts. About 40 types infect the mucosal epithelium; these are categorized according to their epidemiologic association with cervical cancer.

Infection with low-risk or nononcogenic types, such as types 6 or 11, can cause benign or low-grade cervical cell abnormalities, anogenital warts, and respiratory tract papillomas. More than 90% of cases of anogenital warts are caused by low-risk HPV types 6 or 11.

High-risk or oncogenic HPV types act as carcinogens in the development of cervical cancer and other anogenital cancers. High-risk types (including types 16, 18, and others) can cause low-grade cervical cell abnormalities, high-grade cervical cell abnormalities that are precursors to cancer, and anogenital cancers. High-risk HPV types are detected in 99% of cervical precancers. Type 16 is the cause of approximately 50% of cervical cancers worldwide, and types 16 and 18 together account for about 66% of cervical cancers. An additional five high-risk types, 31, 33, 45, 52, and 58, are responsible for another 15% of cervical cancers and 11% of all HPV-associated cancers. Infection with a high-risk HPV type is considered necessary for the development of cervical cancer but, by itself, is not sufficient to cause cancer. The vast majority of women with HPV infection, even those with high-risk HPV types, do not develop cancer.
In addition to cervical cancer, high-risk HPV infection is associated with less common anogenital cancers, such as cancer of the vulva, vagina, penis, and anus. These HPV types can also cause oropharyngeal cancers.

HPV infection occurs at the basal epithelium. Although incidence of infection is high, most infections resolve spontaneously within a year or two. A small proportion of infected persons become persistently infected; persistent infection is the most important risk factor for the development of cervical cancer.
In women, squamous intraepithelial lesions (SIL) of the cervix can be detected through screening. Low-grade squamous intraepithelial lesions (LSIL) often regress. High-grade squamous intraepithelial lesions (HSIL) are considered cancer precursors. Previously, these types of cervical lesions were called cervical intraepithelial neoplasia (CIN). If left undetected and untreated, such cancer precursors can progress to cervical cancer years or decades later.
The pathogenesis of other types of HPV-related cancers may follow a similar course, although less is known about their respective precursor lesions: anal HSIL has been identified as a precursor to anal cancer, vulvar HSIL has been identified as a precursor to vulvar cancer, and vaginal HSIL has been identified as a precursor to vaginal cancer.
Infection with one type of HPV does not prevent infection with another type. Of persons infected with HPV that infects the mucosal epithelium, 5% to 30% are infected with multiple types of the virus.
�

https://www.cdc.gov/cancer/cervical/basic_info/index.htm
https://www.cdc.gov/cancer/cervical/statistics/index.htm




HPV Vaccine

Gardasil 9® (9vHPV) HPV types 6, 11, 16, 18, 31, 33, 45, 52, 58

ACIP recommends HPV vaccine starting at age 11 or 12 years for:
• All males and females through 26 years of age
• Catch-up vaccination for persons through age 26 who are not adequately 

vaccinated

Gardasil 9 is now also licensed for all persons 9 through 45 yrs. of age
• Use the 3-dose schedule for persons 15-45 years of age
• Based on shared clinical decision making, the series may be given to persons 

ages 27-45.

 4vHPV and 2vHPV are licensed but not currently distributed in the U.S. 

Current ACIP Vaccine Recommendations: https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/hpv.html

Presenter Notes
Presentation Notes

Recommendations for Use of HPV Vaccines 
ACIP recommends that routine HPV vaccination be initiated at age 11 or 12 years. The vaccination series can be started beginning at age 9 years.




, Vol 65, No. 49
3. https://www.merck.com/product/usa/pi_circulars/g/gardasil_9/gardasil_9_pi.pdf 





2 Dose Schedule:
HPV vaccine initiated between 9-14 years can be given in two doses: 0, 6-12 
months.
(If the 2nd dose is administered at least 5 months after 1st dose, it can be counted).

3 Dose Schedule:
HPV vaccine initiated after the 15th birthday or people with certain 
immunocompromising conditions should be vaccinated with the 3-dose 
schedule: 0, 1-2, 6 months 

(Dose 2 should be given at least 1 to 2 months after first dose (1 month minimum); Dose 3 
should be given at least 6 months after the first dose 
(minimum of 3 months between dose 2 and 3)

Current ACIP Vaccine Recommendations: https://www.cdc.gov/vaccines/hcp/acip-recs/vacc-specific/hpv.html

ACIP Recommendations and Schedule

Presenter Notes
Presentation Notes
The ACIP meeting October 2016, approved the recommendation for a 2 dose vaccination schedule for HPV.  The 2 dose schedule is only for adolescents that initiate the vaccine before the 15th birthday.  If one-dose of the vaccine is administered before the 15th birthday and the vaccine recipient turns 15 before receiving their 2nd dose, the two dose series can still be applied.  





Reasons to Immunize Against HPV at age 11-12 Years

Presented by Anne Schuchat, MD, RADM US Public Health Service, Asst. Surgeon General, Director NCIRD at Immunize Georgia Conference, Atlanta, GA, 9-11-14

Increasing HPV Vaccination Rates Among Adolescents: Challenges and Opportunities. PolicyLab: The Children’s Hospital of Philadelphia, 2016.
http://www.immunize.org/askexperts/experts_hpv.asp
  

Over 90% of HPV cancers are preventable through HPV vaccination.

Bottom line:  NOT receiving a healthcare provider’s recommendation for HPV vaccine was 
one of the main reasons parents reported for not vaccinating their adolescent children.

Presenter Notes
Presentation Notes
Providers are less likely to recommend the HPV vaccine to their younger adolescent patients. They may be more comfortable reserving their recommendation for older teens, rather than for 11- and 12-year-olds. Providing clinicians with information about vaccine safety and efficacy to share with parents may increase endorsement of current HPV vaccine recommendations. ​
​
HPV vaccine should be recommended the same way other vaccines (Tdap, influenza and meningococcal) are recommended.​
Provide information about giving vaccine at a young age to increase immune response and protect before sexual activity begins​.


The immunization rates for Tdap and Meningococcal vaccines that are required at 11 and 12 years of age are around 80% and higher while HPV rates remain lower for males and females.  


Cervical cancer is the only HPV-associated cancer for which screening is routinely recommended.          MMWR/August 23, 2019/Vol. 68/No. 33
​
Reference: Gable, J.,Eder, J., Noonan, K. and Feemstar, K. Increasing HPV Vaccination Rates Among Adolescents: Challenges and Opportunities. PolicyLab: The Children’s Hospital of Philadelphia, 2016.​


http://www.immunize.org/askexperts/experts_hpv.asp


Top 5 reasons for not vaccinating 
daughter, among parents with no 
intention to vaccinate their child against 
HPV

0 5 10 15 20 25

Not needed or
necessary**

Not recommended by
provider

Safety concerns/side
effects

Lack of knowledge

Not sexually active

Percent

CDC. Human papillomavirus vaccination coverage among adolescents, 2007-2013. 
Postlicensure vaccine safety monitoring, 2006-2014-U.S.

Presenter Notes
Presentation Notes
This slide shows the responses that parents gave when asked why they would not be getting the HPV vaccine for their daughter in the next year.

Three reasons that parents provided—lack of knowledge, not needed, and not sexually active—all demonstrate a lack of understanding on the part of the parent, especially why it is important to vaccinate at ages 11 or 12.  Parents need to be told that HPV vaccine is cancer prevention and that it must be given prior to exposure. 

Safety concerns can be alleviated by sharing the tremendous amount of data before and after the vaccine was licensed that demonstrate that HPV vaccine is safe. 
Some of the reasons that encouraged parents to accept HPV immunization included 1) family history of cervical cancer of HPV infection 2) family and community support 3) education on HPV vaccine 4) healthcare provider access to an immunization registry.  Healthcare provider recommendation was the strongest predictor of HPV vaccine initiation.                                                                                                               
Encourage Parents To Immunize a Pre-teen or Adolescent
Try saying:
Your child needs three shots today that will prevent tetanus, diphtheria, whooping cough, and one type of meningitis and protect him/her from many cancers caused by HPV. 
HPV vaccine produces a better immune response in preteens than it does in older teens and young women. I strongly believe in the importance of this cancer-preventing vaccine. 

Reference: 
1. Bernstein, H. DO, Bocchini, J. MD. Pediatrics: The Need to Optimize Adolescent Immunization, March 2017; Vol 139, No. 3.



Addressing Safety Concerns

Q:  “I have concerns about vaccine safety---I keep reading things online that say it isn’t safe.”
A: There may be common mild side effects like headache or fever. There can be pain, redness, 
and/or swelling where the shot was given, but no other safety issues.  No deaths have been 
attributed to HPV vaccine doses.

Q:  “Could HPV vaccine cause my child to have infertility problems later?”
A:  There is no data to suggest this.  But women who develop cervical cancer could require 
treatment that would limit their ability to have children.

Q:  “I’m worried that getting this vaccine will give my child a green light to become sexually 
active, thinking he/she is protected from STDs.”
A:  Numerous studies have shown that this vaccine does not make kids more likely to be 
sexually active or start having sex at a younger age.*

Concerns about unique risks for adolescent girls

“Science Behind HPV Vaccine Communications: Creating an Evidence-based Campaign,”  presentation by Jill  Roark, MPH, NCIRD   
https://www.cancer.org/cancer/cancer-causes/infectious-agents/hpv/hpv-vaccine-facts-and-fears.html

Presenter Notes
Presentation Notes
Possible predictors of NO vaccine intent by parent(s)
Possible predictors of NO vaccine intent by parent(s)
College-educated mothers
Parents of non-Hispanic white adolescents
Higher income
College-educated mothers
Parents of non-Hispanic white adolescents
Higher income




If a Parent Doesn’t Say Yes Right Away……..
ASK:

• Give parents a chance to ask questions and voice concerns
• Clarify and restate their concerns to make sure you understand

ACKNOWLEDGE:
• Emphasize it is the parent’s decision
• Acknowledge risks and conflicting information sources
• Applaud them for wanting what is best for their child
• Be clear that you are concerned for the health of their child---not just 

public health safety

ADVISE:
• Allow time to discuss the pros and cons of the vaccine
• Be willing to discuss parents’ ideas
• Offer written resources for parents

aap.org/hpvtoolkit



Evidence of Reduction in HPV Prevalence
 National Health and Nutrition Examination Survey (NHANES) Data (2003-

2010)

Prevalence of HPV 6,11,16,18 in U.S. girls age 14-19

              2003-2006:   11.5%
                     
         HPV Vaccine 
      Licensed in 2006 
                          

                  
                  2007-2010:   5.1%

(Decline of 56%)Markowitz et al, J Infect Dis
. 2013 Aug 1;208(3):385-93.

Presenter Notes
Presentation Notes
Even with low HPV vaccination rates in the United States at the time of this study, there was evidence of sharp reduction in the prevalence of HPV among 14-19 year old girls in a nationally representative sample after the introduction of the HPV vaccine in 2006.   
Background: Human papillomavirus (HPV) vaccination was introduced into the routine immunization schedule in the United States in late 2006 for females aged 11 or 12 years, with catch-up vaccination recommended for those aged 13-26 years. In 2010, 3-dose vaccine coverage was only 32% among 13-17 year-olds. Reduction in the prevalence of HPV types targeted by the quadrivalent vaccine (HPV-6, -11, -16, and -18) will be one of the first measures of vaccine impact.
Methods: We analyzed HPV prevalence data from the vaccine era (2007-2010) and the prevaccine era (2003-2006) that were collected during National Health and Nutrition Examination Surveys. HPV prevalence was determined by the Linear Array HPV Assay in cervicovaginal swab samples from females aged 14-59 years; 4150 provided samples in 2003-2006, and 4253 provided samples in 2007-2010.
Results: Among females aged 14-19 years, the vaccine-type HPV prevalence (HPV-6, -11, -16, or -18) decreased from 11.5% (95% confidence interval [CI], 9.2-14.4) in 2003-2006 to 5.1% (95% CI, 3.8-6.6) in 2007-2010, a decline of 56% (95% CI, 38-69). Among other age groups, the prevalence did not differ significantly between the 2 time periods (P > .05). The vaccine effectiveness of at least 1 dose was 82% (95% CI, 53-93).
Conclusions: Within 4 years of vaccine introduction, the vaccine-type HPV prevalence decreased among females aged 14-19 years despite low vaccine uptake. The estimated vaccine effectiveness was high.





HPV vaccination works!*

Within 10 years of vaccine 
introduction, infections with the four HPV types 

prevented by Gardasil decreased in the U.S.

• https://www.cdc.gov/vaccines/vpd/hpv/hcp/safety-effectiveness.html

by  86% among 14-19 
year old females
By 71 % among 20-24 
year old females

VACCINE EFFECTIVENESS= 71-86%!

Presenter Notes
Presentation Notes
The HPV vaccine works extremely well. In the 10 years after the vaccine was recommended in 2006 in the United States, quadrivalent type HPV infections decreased by 86% in female teens aged 14 to 19 years and 71% in women in their early 20s. Research has also shown that fewer teens and young adults are getting genital warts and that cervical precancers are decreasing since HPV vaccines have been in use in the United States. Decreases in vaccine-type prevalence, genital warts, and cervical precancers  have also been observed in other countries with HPV vaccination programs.
HPV vaccination prevents new HPV infections but does not treat existing HPV infections or diseases. HPV vaccine works best when given before any exposure to HPV. Most sexually active adults have already been exposed to HPV, although not necessarily all of the HPV types targeted by vaccination.
Cervical cancer screening is recommended for women beginning at age 21 years and continuing through age 65 years. Women who have received the HPV vaccine series should still be screened for cervical cancer beginning at age 21 years, in accordance with current cervical cancer screening guidelines.



https://www.ncbi.nlm.nih.gov/pubmed/30998672
https://www.ncbi.nlm.nih.gov/pubmed/30998672


HPV Disease Reduction
• No specific treatment is required or recommended for asymptomatic HPV infection.

• Medical management is recommended for treatment of specific clinical manifestations 
of HPV-related disease, including anogenital warts, laryngeal papillomas, precancers, 
and cancers.

• More than 9 of every 10 cases of cervical cancer are caused by HPV. Almost all 
cervical cancer can be prevented by HPV vaccination. Cervical cancer screening is 
also of utmost importance in addition to HPV vaccination.

• Cervical cancer is the ONLY type of HPV cancer for which there is a recommended 
screening test.  Others may not be detected until they cause health problems.

                                  

https://www.cdc.gov/hpv/parents/cancer.html
Over 90% of HPV cancers are preventable through HPV vaccination.

Presenter Notes
Presentation Notes
HPV vaccination dose not eliminate the need for cervical cancer screening. You must still screen.




• Decreases in vaccine-type prevalence, genital warts, and 
cervical precancers have been observed in more than 14 
countries with HPV vaccination programs, including 
Australia, Scotland, and others

• In Sweden and Denmark, women who had been vaccinated 
in their teens have been shown to have a lower risk of 
cervical cancer as adults.

https://www.cdc.gov/vaccines/vpd/hpv/hcp/safety-effectiveness.html
https://pubmed.ncbi.nlm.nih.gov/31255301/
Lei J, Ploner A, Elfstrom KM, Wang J, Roth A, Fang F, et al. HPV vaccination and the risk of invasive cervical cancer. N Engl J Med. 2020;383:1340-
1348.
Kjaer SK, Dehlendorff C, Belmonte F, Baandrup L. Real-world effectiveness of human papillomavirus vaccination against cervical cancer. J Natl Cancer 
Inst. 2021. djab080, https://doi.org/10.1093/jnci/djab080.

https://www.cdc.gov/vaccines/vpd/hpv/hcp/safety-effectiveness.html
https://pubmed.ncbi.nlm.nih.gov/31255301/
https://doi.org/10.1093/jnci/djab080


HPV Vaccine Coverage in GA Compared to National Rates
The Healthy People 2020 goal is 80% for 13-17 year olds

U.S. Georgia
61.7% (up from 58.6 in 

2020)
Complete HPV Series 

23.4% 2018 
Teen Vax View 2021: 
60.90% (NIS survey)

      2021 Up-to-Date HPV Estimated Vaccination coverage age 13-17 

MMWR/Sept. 2,2022/ 71(35);1101–1108 National Immunization Survey-Teen, U.S., 2021
https://www.cdc.gov/mmwr/volumes/71/wr/mm7135a1.htm#T1_down
https://www.cdc.gov/vaccines/imz-managers/coverage/teenvaxview/data-reports/index.html and 
Adolescent Immunization Study 2018 Final Report, Georgia

School systems with a requirement for HPV vaccine at 6th grade and/or above 
(2021 NIS-Teen Survey)

Rhode Island---83%       
(UTD)

Hawaii---69.3%
(UTD)

District Of Columbia---79.4%  
                          (UTD)

Presenter Notes
Presentation Notes
Hawaii, Rhode Island, Virginia, and D.C. have laws that require HPV vaccination for school entry. D.C. and Virginia require the HPV vaccine for girls to enter the sixth grade, but allow parents to opt out of the requirement due to medical, moral, or religious opposition
https://www.kff.org/womens-health-policy/fact-sheet/the-hpv-vaccine-access-and-use-in-the-u-s/#:~:text=Hawaii%2C%20Rhode%20Island%2C%20Virginia%2C,%2C%20moral%2C%20or%20religious%20opposition.
https://www.immunize.org/laws/hpv.asp

https://www.cdc.gov/mmwr/volumes/71/wr/mm7135a1.htm#T1_down
https://www.cdc.gov/vaccines/imz-managers/coverage/teenvaxview/data-reports/index.html
https://dph.georgia.gov/document/document/adolescent-immunization-study-2018-final-report-georgia/download
https://dph.georgia.gov/document/document/adolescent-immunization-study-2018-final-report-georgia/download


Why do we miss opportunities
 to immunize?

• Inappropriate clinic policies
• Reimbursement deficiencies

Presenter Notes
Presentation Notes
The CDC definition of a missed opportunity is, “A health care encounter in which a person is eligible to receive vaccination but is not vaccinated completely.” (Epidemiology and Prevention of Vaccine-Preventable Diseases, 13th edition. 2015  HHS, CDC.)
Missing an opportunity to immunize may leave you vulnerable to a lawsuit.  Patients who developed vaccine-preventable disease after failing to be immunized (missed opportunities) have filed lawsuits. [see Needletips (1), 1,1994]
To avoid missed opportunities:
Vaccination records:  Keep accurate immunization records in a prominent location in the chart so immunization status can be easily checked at each visit.  
Mild illness/injury visits/follow-up visits:  The CDC recommends immunization with all vaccines for patients even those with low-grade fever, mild diarrhea, mild ear infections, mild acute illness, or upper respiratory infections. There is no evidence of increased risk of adverse events associated with immunizations during the course of a minor illness. The decision to defer immunizations results in a missed opportunity. The procedure for assessing immunization status and giving immunizations at follow-up and sick/injury visits may require more time, necessitating change in your office practice.
Multiple vaccinations per visit:  More than one vaccine can be administered at one time. There is no limit to the number of vaccines that can be given at one visit. 
Know the schedules:  Post the current schedule and keep staff updated on any changes.
Know Contraindications:  Be aware of the true/valid contraindications, precautions and invalid contraindications. There are few truly valid contraindications to vaccine administration.  
Clinic policies: Some clinics might have the policy to not vaccinate clients at any visits except at well-visits.
Adolescents:  Adolescents are a large and healthy part of our population who seek medical care infrequently. Immunization status needs to be assessed at each visit. 
Adults: Some adults who are healthy may be seen infrequently. Other adults may have multiple medical problems. Immunization status of all adults needs to be assessed at each visit.  

Some barriers to be overcome regarding adolescents include: 
Parents may be unaware that there are now more vaccines recommended for adolescents
Infrequent medical encounters for adolescent preventive medical services leaves fewer opportunities to immunize 
Lack of awareness by both physicians and parents that VFC provides recommended vaccines free for the uninsured and underinsured  (in Georgia)  through age 18. 
Obtaining parental consent for vaccines is a challenge
Failure to vaccinate during sports physicals
Lack of reminder/recall systems for adolescents

Studies have shown that eliminating missed opportunities can help to increase vaccination coverage by 20 percent.




Strategies to Avoid Missed Opportunities

https://www.aap.org/en-us/advocacy-and-policy/aap--health-initiatives/immunizations/Practice- Management/Pages/office- strategies.aspx

•Provider Prompts
•Automatic pop-up alerts through your EHR system
•These can sometimes be pre-installed and then customized in 
your office

•Family-friendly office hours
•Occasional evening or Saturday hours
•“No-appointment-required” if needing immunizations only



Strategies to Avoid Missed Opportunities (2)

https://www.aap.org/en-us/advocacy-and-policy/aap--health-initiatives/immunizations/Practice- Management/Pages/office- strategies.aspx

• Immunization Champion in your practice
• Manage vaccine supply and schedule periodic updates
• Any member of the staff could fill this role

• Include all recommended vaccines at each visit

• Schedule periodic team meetings with all personnel to:
• Improve patient flow
• Improve quality of care
• Discuss problems within the framework of the practice



CDC: Tips to booster HPV Vaccination Rates

https://www.cdc.gov/hpv/hcp/boosting-vacc-rates.html



National HPV 
Vaccination 
Roundtable

https://hpvroundtable.org/

Presenter Notes
Presentation Notes
The American Cancer Society has set an HPV vaccine series completion goal of 80% for adolescents aged 13 by 2026. This supersedes Healthy People 2030 goals to increase the percentage of adolescents aged 13-15 years old to have received the recommended doses of HPV vaccine to 80%. We take an aggressive stance towards this endeavor because HPV vaccination is cancer prevention. Starting the HPV vaccination series at age 9 is recommended by the American Cancer Society, American Academy of Pediatrics, and the National HPV Vaccination Roundtable (HPVRT), which includes leading thought experts from clinical, public health, and academic research institutions. Previous guidance from the Centers for Disease Control and Advisory Committee on Immunization Practices recommends routine HPV vaccination at age 11 or 12 years but notes that HPV vaccination can be given starting at age 9 years old. There are many benefits to initiating the HPV vaccine series at age 9. These include: 1. Offers more time for completion of the series by age 13 2. Results in a strong immune response to the HPV vaccine 3. Increases the likelihood of vaccinating prior to first HPV exposure 4. Decreases questions about sexual activity by parents and guardians 5. Decreases requests for only vaccines that are “required” for school 6. Decreases the number of administered shots per visit 7. Increases vaccinations and therefore the number of cancers prevented 8. Has been shown by several systems to increase vaccination rates 9. Has been shown to be highly acceptable to systems, providers, and parents

The National HPV Vaccination Roundtable is a coalition of ~70 organizations working at the intersection of immunization and cancer prevention.
We were founded in 2014 by the American Cancer Society and the Centers for Disease Control and Prevention. Our funding is provided by the CDC and ACS. Supplemental funding has also been awarded from NCI and the Office of Infectious Disease and HIV Policy.
�

https://hpvroundtable.org/


https://hpvroundtable.org/action-guides/



GA HPV Healthcare Leadership Forum, American Cancer Society---7/17/18

Practical Interventions
• Generate vaccine rate awareness

• Know your data
• Increase parental knowledge

• Strengthen provider recommendations and use consistent 
messaging

• Use a team approach, including ALL staff members
• Periodically review and make systems changes as needed
• Implement evidence-based interventions

• Utilize EHR and/or GRITS to evaluate progress and process 
improvement as needed



Key Steps for Primary Care Providers

• Make sure HPV vaccination is universally accepted within your practice
• Don’t assume all clinicians in the practice fully support HPV 

vaccination
• Confidentially assess attitudes and beliefs to guide educational and 

policy discussions
• Institute an evidence-based announcement approach

• Treat HPV as you would other vaccines
• Make parents aware that Hepatitis B is also sexually transmitted and 

has been routinely administered for over 20 years.
• Use standing orders for vaccination (available at www.immunize.org)
• Measure what you are doing
• Utilize Reminder recall

GA HPV Healthcare Leadership Forum, American Cancer Society---7/17/18



Reminder/Recall Is Evidence Based

• The Community Preventative Services Task Force 
recommended reminder recall in May 2015, based on strong 
evidence of effectiveness in improving vaccination rates.

• The Community Guide recommends reminder/recall across 
different levels of scale (from individual practices to entire 
communities), using a range of intervention characteristics, as 
part of individual or multi-component intervention.

• The included studies saw a median vaccination rate increase 
of 11 percentage points.

https://www.thecommunityguide.org/findings/vaccination-programs-client-reminder-and-recall-systems

Presenter Notes
Presentation Notes

Pediatricians can use immunization reminder and recall systems to identify and notify families whose children are behind on immunizations (recall) or due soon (reminder).
About The Systematic Review
The CPSTF finding is based on evidence from a Community Guide systematic review completed in 2008 (19 studies, search period 1997-2007) combined with more recent evidence (10 studies, search period 2007-2012). The finding updates and replaces the 2008 CPSTF finding for Client Reminder and Recall Systems [PDF – 390 KB].This review was conducted on behalf of the CPSTF by a team of specialists in systematic review methods, and in research, practice, and policy related to increasing appropriate vaccination.
Summary of Results
Detailed results from the systematic review are available in the CPSTF Finding and Rationale Statement.Twenty-nine studies were included in the systematic review.
Overall vaccination rates increased by a median of 11 percentage points.
Client reminder and recall interventions used alone: median increase of 6 percentage points (14 studies).
Interventions implemented with additional components: median increase of 12 percentage points (15 studies).




AAP: Reminder Recall strategies
• Social Media is one way you can provide general reminders 

that your families should come in for immunizations and well 
visits.

• Reminder postcards and letters can be printed and 
mailed. You can pull a list from your EHR. Another approach 
is to have the family fill out the reminder card for the next 
visit (eg, dose 2 or 3 of HPV vaccine) when in your office. 
See the new customizable postcards!

• Patient portals are a common feature of most EHR 
systems. Use the patient portal to send messages to prompt 
patients or parents to check their patient portal for reminders 
about vaccinations that are due.​

https://www.aap.org/en/patient-care/immunizations/implementing-immunization-administration-in-your-
practice/reminder-and-recall-strategies/

https://www.aap.org/en/patient-care/immunizations/implementing-immunization-administration-in-your-practice/reminder-and-recall-strategies/#resources


AAP: Reminder Recall strategies (2)
• Text messages are a great way to remind parents or 

adolescents about vaccinations. Note that they will need to 
“opt in.” Obtain permission from families during office visits.

• Phone calls from office staff tend to be more effective than 
auto-dialer calls, but often cost more in staff time.

• Auto-dialers automatically dial phone numbers and either 
play a recorded message or connect the call to a 
person. These systems also can be used for appointment 
reminders.

https://www.aap.org/en/patient-care/immunizations/implementing-immunization-administration-in-your-
practice/reminder-and-recall-strategies/



AAP: Download customizable social media 
graphics, postcards

https://www.aap.org/en/patient-care/immunizations/implementing-
immunization-administration-in-your-practice/reminder-and-recall-
strategies/#resources



HPV Vaccine: Same Way, Same Day App



Post-licensure safety data (9vPHV)
• VAERS (data from December 2014 through December 2017)(1)

• Approximately 28 million doses of Gardasil 9 distributed in the United 
States

• 7,244 reports of adverse events (AEs)
• 97% of AEs classified as non-serious and 3% classified as serious*

• VSD (data from October 2015 and October 2017)(2)
• Weekly analyses to detect associations between Gardasil 9 

administration and pre-specified adverse events (anaphylaxis, allergic 
reaction, appendicitis, Guillain-Barré syndrome, chronic inflammatory 
demyelinating polyneuropathy, injection site reaction, pancreatitis, 
seizure, stroke, syncope, and venous thromboembolism) among males 
and females age 9–26 years from seven VSD sites

• >838,991 doses of Gardasil 9
• No statistically significant risk was detected for any of the pre-

specified AEs following Gardasil 9 vaccination.

https://www.cdc.gov/hpv/hcp/vaccine-safety-data.html

Presenter Notes
Presentation Notes
Safety monitoring data on Gardasil 9 have provided reassuring evidence on safety of the vaccine. 

https://www.ncbi.nlm.nih.gov/pubmed/31740500
https://www.ncbi.nlm.nih.gov/pubmed/31740498


Vaccine Safety Monitory Data – HPV 
vaccine

• With more than 135 million doses of HPV vaccines distributed in the 
United States, there are robust data showing that HPV vaccines are safe.

• Like any vaccine or medicine, HPV vaccines can cause side effects. The most 
common side effects reported through CDC’s Vaccine Adverse Event Reporting 
System (VAERS) are pain, redness, or swelling in the arm where the vaccine 
was given, dizziness, syncope (fainting), nausea, and headache.

• Except syncope, which is more common among adolescents after receiving 
any vaccine, there have been no confirmed adverse events occurring at higher 
than expected rates following HPV vaccination.

• On very rare occasions, a person may have a serious allergic reaction 
(anaphylaxis) to any vaccine, including HPV vaccines. In the United States, 
anaphylaxis following vaccination has a reported rate of 3 cases per 1 million 
doses administered. People with severe allergies to any component of a 
vaccine should not receive that vaccine.

https://www.cdc.gov/hpv/hcp/vaccine-safety-data.html

https://www.cdc.gov/hpv/hcp/vaccine-safety-data.html#adverse-events
https://www.cdc.gov/vaccines/vpd/should-not-vacc.html


Summary

• HPV is a very common virus---over 200 types

• HPV can persist for decades in persons

• HPV represents a broad threat for cancer in ALL mucosal tissues. 

• HPV is a key contributor to oral cancer as well as cervical cancer.

• Over 270 million doses have been distributed worldwide and data 

continues to show the vaccine safe and effective.

How HPV Causes Cancer & Why It Still Matters : AHEC webinar---viewed 2/15/18  www.cdc.gov/hpv 



THE STRONGEST 
PREDICTOR OF HPV 
VACCINE RECEIPT 

IS…. 

A STRONG PROVIDER 
RECOMMENDATION & 

STAFF SUPPORT !

*https://www.Medscape.com/viewarticle/882522_print



Thank you!!

QUESTIONS?



Q. 1 ---What is the approximate percentage of HPV cancers that could be prevented  
by HPV vaccination?
A.---90%

Q. 2 ---Give 3 examples of missed opportunities to vaccinate.
A.---Physician or patient unaware of the need
       Visits for mild illness, injury, or follow-up
       Need for multiple vaccines
       Invalid contraindications 
       Inappropriate clinic policies
       Reimbursement deficiencies

Q. 3 ---What are the 3 “A’s” that can be used to guide a discussion between the 
provider and vaccine-reluctant parents?
A.---Ask, Acknowledge, and Advise.

Do You Know………….



A 12-year-old accompanied by her mother has an appointment scheduled because of 

complaints of a sore throat that has persisted for a couple of days.  Review of her 

history reveals the need for Tdap and MCV4 as recommended by ACIP and required 

by the State for entry into the 7th grade.  Further, it is found that the recommended 

HPV vaccine has not been given. 

A quick assessment is made.  All vital signs are normal except a slight oral 

temperature of 100°F.  An in office strep test is negative.

Can the required/recommended immunizations be given during this visit?

How would you communicate the need for these immunizations?

HPV Case Study



The mother agrees to the required vaccines, but is hesitant 
about the HPV vaccination.  She feels her daughter is too 
young to get a vaccine associated with sexual contact. 
 
What would you say to facilitate the 12-year-old getting this 
vaccine?

The mother agrees to allow her daughter to receive all three 
vaccines.  

When should the second HPV vaccination be given and how 
will you facilitate receipt of that vaccination?

HPV Case Study (cont’d)



Resources for Factual & Responsible
 Vaccine Information

www.vaccinesafetynet.org

Presenter Notes
Presentation Notes
These are sources for scientific and credible information
See information sheet in participant packet

https://www.cdc.gov/vaccinesafety/index.html
www.idsociety.org/Immunization/
www.who.int
www.gaaap.org 
www.aap.org     
www.cispimmunize.org
www.aafp.org
www.acponline.org
www.immunize.org/resources This site is a good resource for healthcare providers and for information written specifically for patient and parents.  
www.nfid.org Great resources for immunization for healthcare professionals; Webinars
www.pkids.org (support and counseling for children with infectious diseases)
www.vaccine.org  
 

http://health.state.ga.us/index.asp


Vaccine Information Statements (VISs) –
www.cdc.gov/vaccines/hcp/vis/current-vis.html

Refusal to Vaccinate Form –
https://www.aap.org/en-
us/documents/immunization_refusaltovaccinate.pdf

Standing Orders (Explanation and Templates) – 
www.immunize.org/standing-orders/

Ask the Experts – www.immunize.org/askexperts/

General Best Practice Guidelines for Immunization – 
https://www.cdc.gov/vaccines/hcp/acip-recs/general-recs/index.html

*Course Resource—Epidemiology & Prevention of Vaccine-Preventable Diseases—C296544-E



Online Resources

Current Childhood and Adult Immunization Schedules – 
www.cdc.gov/vaccines/schedules/index.html

Parent’s Guide to Childhood Immunizations – 
www.cdc.gov/vaccines/parents/tools/parents-guide/index.html

Order Information for Free CDC Immunization Materials for Providers 
and Patients – wwwn.cdc.gov/pubs/CDCInfoOnDemand.aspx

Vaccine Labels to Organize a Storage Unit – 
www.cdc.gov/vaccines/hcp/admin/storage/guide/vaccine-storage-
labels.pdf

Course Resource—Epidemiology & Prevention of Vaccine-Preventable Diseases—C296544-E





https://www.cdc.gov/vaccines/partners/downloads/teens/vaccine-safety.pdf



Vaccine Administration Best practices 
– Route, Dose, Site, Needle Size

https://www.immunize.org/catg.d/p3085.pdf

Presenter Notes
Presentation Notes
Always verify the dose, route, site and needle size.



How to administer IM and SC 
vaccine injections

https://www.immunize.org/catg.d/p2020.pdf



Training Tools: Skills Checklist for 
Vaccine Administration

https://www.immunize.or
g/catg.d/p7010.pdf



Questions?

    
National Center for Immunization and Respiratory Diseases, CDC
E-mail        ► NIPInfo@cdc.gov 
Hotline              800.CDC.INFO
Website              http://www.cdc.gov/vaccines

Georgia Immunization Program
E-mail            DPH-Immunization@dph.ga.gov
Hotline              404-657-3158
Website  http://dph.georgia.gov/immunization-section 

Immunization Action Coalition
E-mail              admin@immunize.org
Phone              651.647.9009 
Website              www.immunize.org

Presenter Notes
Presentation Notes
Email site that can provide answers to specific questions about immunizations. Experts from the CDC will respond to questions Monday through Fridays in 24 to 48 hours or sooner. It is not a practical source of information if the practitioner has a patient in an exam room waiting for an immunization. However, it a great source for information you can not find in the Pink Book or on the CDC web site.  
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