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As of June 2020, 107 (55%) of the 194 WHO 

Member States are considered to have 

introduced HPV vaccination nationwide or 

partially

the extent of the introduction is not equally 

distributed geographically.

The Americas(85%) and Europe(77%) are the 

most introductions, 

Countries introduced HPV 

vaccination:



 annual rate of new introductions peaked in 2019 with 16 

countries, compared with previous years, the average 

was 7–8 introductions per year



so they still lag 

far behind….



 It took less than a decade for 80% of HICs to introduce the HPV 

vaccine. 

 LMICs :started introducing later,& at lower pace, they are also more 

than twice as many LMICs than HICs,

 so they still lag far behind (only 41% of LMICs have introduced by 

the end of 2019)



 trend has shifted: new introductions in 2019, 87% were in LMICs:

 6 in sub-Saharan Africa (The Gambia, Liberia, Cote ˆ d’Ivoire, 

Kenya, Malawi and Zambia), 

 5 in Latin America and the Caribbean (Costa Rica, Dominica, 

Grenada, Saint Kitts and Nevis, and Saint Lucia)

 3 in Asia and the Pacific (Uzbekistan, Maldives, and Solomon 

Islands). 

 To date 19 LMICs received Gavi support, that represents 35% of 

LMICs. 



gender neutral

 By 2019, almost one third of the programs (33 out of 107) 

were (GN) 

 In 2019, four programs started as GN (Dominica, Niue, 

Saint Kitts and Nevis, and Saint Lucia) and 10 more 

expanded vaccination to males (Belgium, Belize, Chile, 

Denmark, Germany, Guyana, Ireland, Luxembourg, 

United Kingdom, and Uruguay).

 GN programs are from HICs (79%) or upper-middle-

income countries (21%)



M/F ratios were close to or below 1 in most of the 

countries , indicating good acceptation of male 

vaccination in most of the countries offering GN 

vaccination. 





age

 Most programs (47%) included age 12 years as the main age target 

(single or in combination with other ages)

 Usually, LMICs targeted younger girls (9–10 years) than HICs (11–13 
years).

 at least 35 million girls aged 9–14 were targeted in 2019 either under 

a single or a multiple cohort strategy, 10 million from HICs and 25 

million from LMICs



programs

 59% of programs delivered HPV vaccines through schools, either as 

the main strategy or in combination with facility-based delivery.

 in HICs programs were similarly distributed between school-based 

and facility-based (39% and 48% respectively), 

 in lower-middle- and low-income countries almost all programs were 

school-based or mixed (90%). 



Changing in programs…

 In 2019, 76% of programs used a single cohort approach (either 

age-based or school-grade based, 60% and 40%). 

 At least 18 programs have changed from a multiple-cohort strategy 

to a single cohort one, while nine have done the other way around.

 Most countries (87%) have changed the eligibility criteria at least 

once (between single and multi-cohort or between age and school 

grade approach), 61% of them during the first two years of the 

Program. 



In low-resource settings, 

adolescents use health 

services to a much lesser 

extent

service delivery in 

schools is more common 

in LMICs (Ladner et al., 2014; 

Howard et al., 2016).

Rwanda is an example 

where high HPV vaccine 

coverage rates (94% by 

2019)

achieved through a school-

based strategy with a 

campaign style approach 

to vaccine delivery 
(Binagwaho et al., 2012). 

many LMICS do not 

have funded school 

health programs 

making HPV vaccination 

in schools often 

expensive and hard to 

sustain



LMICs :combination of 
several vaccine 

delivery methods 
including schools, 

health-centers and 
the use of campaign 
approaches, (Wigle et 

al., 2016). 

Analysis of the 2019 
data show that LMICs 

have been 
outperforming HICs 

with first-dose 
coverage.( However, 
many of them have 
used campaign style 

delivery..,if it can 
continue??)



Vaccine schedule

 Most countries used a two-dose HPV vaccination schedule with a 6-

month interval,

 number of countries (seven) already report using a 12-month 

interval between the first and second dose (Chile, The Gambia, 

Indonesia, Malawi, Solomon Islands, Zambia and Zimbabwe). 

 Only three countries (Bahamas, Japan , Singapore) still recommend 

the three-dose schedule for ages below 15 years.



HPV coverage indicators definitions

Two indicators were defined:

i) HPV vaccination Program performance 
coverage

ii) HPV vaccination coverage by age 15



Globally, estimated 
that in 2019 about 
15% of girls and 4% 

of boys were 
vaccinated with the 

full course of 
vaccine and 20% 

and 5%received at 
least one dose 
respectively.





 at SDG regions(Australia and New Zealand) and Latin America 

achieved the highest HPVc coverages (77% and 61% respectively), 

followed by Europe and North America (35%). 

 In contrast, Northern Africa, Oceania (excluding Australia and New 

Zealand), and Asia all had very low coverage rates.

 Despite that only a third of Sub-Saharan African countries have 

included HPV vaccination in the national schedule, this region 

already achieved nearly 20% coverage due to overall good 

program performance 



 Although more than half of countries (55%) globally have 

introduced the HPV vaccine, due to different population sizes, 

 70% of girls globally still live in countries that have not yet 

introduced.( 7 of the 10 top most populous countries have not yet 

introduced - or only at sub-national level, including China, India, 

Nigeria, Pakistan, Indonesia, Bangladesh, and Russia.)



This dramatically affects 

global coverage estimates 

which reached only 15% in 

2019



 shows a gradual upward trend of global coverages , this 

increase is linked more to the growing number of 

countries introducing the vaccine than to improvement 

in program performance. 



It is important:

 of the 30% of the world’s population of girls aged 9 to 15 

years, the ones who live in countries with a HPV vaccine 

program, just over half (53% average performance 

coverage) received the final dose of HPV.



country-specific HPV 

vaccination program 

coverage estimates for 

99 countries in 2019 

83 countries both for HPV1 and 

HPVc,

12 for HPV1 only

4 for HPVc only

8 countries did not report data 

and estimates could not be 

produced



HPV vaccine program performance coverage averaged 
67% for the first dose and 53% for the final dose. 

LMICs performed better than HICs with a higher median 
coverage for HPV1 coverage (80% versus 72%)

but the mean dropout rates in LMICs were higher (18% vs 
11%).



only five 
(6%) 

countries 
achieved 
coverage 
with the 

final dose 
over 90%,

22 
countries 

(21%) 
achieved 
coverage 
over 75% 

35 (40%) 
had a 
HPVc 

coverage 
50% or 

less,

14 (16%) 
even 

below 20% 
coverage.

the target coverage by 2030 for the global cervical cancer 

elimination strategy…..final dose coverage 90% 

Out of the 87 countries with an 

available HPVc estimate: 



HPVc Program coverage:

School-based delivery 
strategies and single-cohort 

approaches(HPVc 56%, 

58%) 

facility-base programs    

38%



compares, 53 countries, the first two years of the 

program with the following years , coverage for the 

first dose.

No significant qualitative nor statistical differences 

were found between the two periods (60% vs 65% 

mean coverage of HPV1).



When initial coverages were lower 

than 50%, underperforming countries 

gained on average 15 percentage 

points during the following years, 

although most remained below 50% 

first two years of the HPV 

vaccination program seems to 

be a strong predictor of the 

level of vaccine coverage in 

the subsequent years



COVID-19 pandemic

The 2020 COVID-19 pandemic is affecting HPV programs in a variety of ways. 

School closures and interruption of routine vaccination programs have halted 
HPV delivery in the majority of countries (World Health Organization, 2020e).

In August 2020, around 70 countries had reportedly interrupted their 
immunization programs due to the global pandemic (World Health 
Organization, 2020e; Organizacion ´ Panamericana de la Salud, 2020) .

Several of the planned HPV introductions in 2020 are expected to be delayed.



While the flexibility of the HPV vaccine schedule (age and 
interval) may help to mitigate the negative impact of these 
interruptions in the short term due to the possibility to catch 
up any missed cohorts and doses later in 2020 or in 2021,

the longer term effects of the predicted economic downturn 
on the plans to introduce in the nearly 70% of global cohort 
of girls could be far reaching



Results:

Of the 53 countries in 

WHO/ER, 38 (72%) had an 

HPVv NIP.

29 (76%) had a monitored HPVv
VCR reported for girls' primary 
cohort 

28 (74%) did not have a 

defined VCR target.

VCR targets ranged from 60%-
95%. 

Only one country reported 

VCR that exceeded its target 

(Portugal, VCR >85%).

Of the 9 countries with VCR 

less than their target, the 

difference between the 

target and the monitored 

VCR ranged from 6%-71%. 

The lowest monitored VCR 

was reported in Bulgaria (4%), 

the highest VCR was 

reported in Portugal (90%-

94%).

Conclusions:

Lack of common definition of 
VCR limits the ability to directly 
compare VCRs across 
countries.

Establishing a target and 

monitoring progress 

towards achieving it may 

help countries improve 

protection of populations 

against HPV diseases

Results:



A national school-based free-of-charge HPV vaccination program was implemented in Sweden 

starting in 2012, targeting girls at ages around 11 years. 

The 3-dose schedule during 2012-2014, and the 2-dose schedule started in2015. 

The quadrivalent HPV vaccine was used up to mid-2019, later followed by the nonavalent.

Dosing interval for 3-dose and 2-dose regimens are 0, 2, 6 months; and 0, 6 months,



Results:

 The vaccine coverage with at least 1 dose was 79%-83% in birth 

cohorts 2001-2006, 

 The 3-dose completion proportions in birth cohorts 2001 and 2002 

were 59% and 56% respectively, 

 The 2-dose completion proportions in birth cohorts 2004 and 2005 

were 73% and 74%, respectively, by the end of study follow-up.

Conclusions: Sweden's 2-dose school-based HPV vaccination program 

achieves high uptake and has strong adherence to recommended 

dosing interval



 Since 2007 HPV vaccination in Germany has been recommended 
and funded for girls. 

 In June 2018 (STIKO) published a gender-neutral recommendation 

for HPV vaccination for girls and boys 9-14 years old (with catch up 

to 17). 

 Since January 2019 it is part of mandatory funding by health insurers. 

 The aim of this study was to monitor the monthly uptake of HPV 

vaccination in boys in Germany and to provide an estimation of the 
vaccination rate after the first year of funding for boys.



Results:

 The number of boys 9 to 17 years old vaccinated before the 

gender-neutral recommendation varied from 98 to 950 per month 

(first dose January 2018 to May 2018).

 That number increased from June 2018 (832) to December 2018 

(9,670) and further increased sharply with fully implemented 

reimbursement to 28,691 in January 2019. 

 A further steady increase was observed until May 2019 (52,092)

 The number of girls 9 to 17 years old vaccinated (first dose) per 

month between 27,287 and 50,788. 



 One year after the fully implemented reimbursement, the share of 

boys with at least one dose of HPV vaccination reached 13.8% in 

the German population of 9- to 17-year-old boys. 

 Conclusions: Shortly after the reimbursement of HPV vaccination for 

boys the number receiving their first dose per month reached the 

level of girls.

This points towards a good acceptance of the gender-neutral 

recommendation by physicians and parents in the first year, resulting in an 

estimated vaccination rate for boys (9-17 years) of 13.8% for at least one 

dose in 2019




