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This article reports on qualitative research investigating key challenges and barriers towards human papil-
lomavirus (HPV) vaccine introduction in the Western Cape Province, South Africa. A total of 50 in-depth
interviews and 6 focus groups were conducted at policy, health service and community levels of enquiry.
Respondents expressed overall support for the HPV vaccine, underscored by difficulties associated with
the current cervical screening programmes and the burgeoning HIV/AIDS epidemic in South Africa. Over-
all poor community knowledge of cervical cancer and the causal relationship between HPV and cervical
cancer suggests the need for continued education around the importance of regular cervical screening.
The optimal target populations for HPV vaccination was influenced by the perceived median age of sexual
activity in South African girls (9-15 years), with an underlying concern that high levels of sexual abuse
had significantly decreased the age of sexual exposure suggesting vaccination should commence as early
as 9 years. Vaccination through schools with the involvement of other stakeholders such as sexual and
reproductive health and the advanced programme on immunization (EPI) were suggested. Opposition to
the HPV vaccine was not anticipated if the vaccine was marketed as preventing cervical cancer rather
than a sexually transmitted infection. The findings assist in identifying potential barriers and facilitating
factors towards HPV vaccines and will inform the development of policy and programs to support HPV

vaccination introduction in South Africa and other African countries.

© 2008 Elsevier Ltd. All rights reserved.

1. Introduction

Cancer of the cervix is the second most common cancer world-
wide with approximately 80% of cases occurring in developing
countries.

In South Africa, cervical cancer is the second most common can-
cer amongst women with an overall age standardized incidence rate
(ASIR) of 30 per 100,000 per year with the highest rate amongst
black women aged 66-69 years [1]. Cervical cancer mortality has
been significantly reduced through screening and early treatment
programmes in some countries, but this has been difficult to imple-
ment in low resource settings [2-4]. Until recently South Africa did
not have a national cervical cancer screening policy and cervical
screening was performed opportunistically mostly in family plan-
ning and antenatal clinics, reaching primarily younger women who
are not the optimal target group for screening because they typi-
cally experience significantly lower rates of cervical disease than
older women [3-5].

* Corresponding author. Tel.: +27 21 406 6798; fax: +27 21 406 6788.
E-mail address: Jane.Harries@uct.ac.za (J. Harries).

0264-410X/$ - see front matter © 2008 Elsevier Ltd. All rights reserved.
doi:10.1016/j.vaccine.2008.10.033

The South African National Department of Health in 2000 iden-
tified cervical cancer as a national health priority and introduced
a national cervical screening policy which states that all women
attending public sector services are entitled to three free Papanico-
laou (Pap) smears in their lifetime 10 years apart, starting at the age
of 30. However, difficulties have been identified in implementing
this policy [4].

The human papillomavirus (HPV) is the etiological agent in cer-
vical cancer and has been identified as being a necessary, but not
sufficient cause of cervical cancer [6]. HPV is a sexually transmit-
ted infection and almost all individuals become infected with HPV
within 2-5 years of initiating sexual activity. Two high-risk geno-
types of HPV (16 and 18) are responsible for most cervical cancers
whilst low-risk genotypes of HPV (6 and 11) cause a substantial
proportion of low-grade cervical dysplasia and more than 90% of
genital warts [7].

The recent development of two prophylactic HPV vaccines offers
great potential for primary prevention of cervical cancer in South
Africa. However, whilst recognizing the potential impact of the
vaccines on the incidence of HPV and cervical cancer, screening
aimed at secondary prevention of cervical cancer remains vitally
important because, for example, all women will not be vaccinated,
some cervical cancers are caused by HPV-types the vaccines do not
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protect against, and the vaccines are not effective in women who
already have HPV infection [3,8].

Currently there are two vaccines commercially available: a biva-
lent vaccine targeting HPV16 and 18 (Cervarix; GlaxoSmithKline)
and a quadrivalent vaccine targeting HPV 16, 18, 6 and 11 (Gardasil;
Merck, Sharpe & Dohme). Both vaccines show sustained efficacy
after five years with good safety profiles and are administered in
three divided doses over a six month period, which has implica-
tions for attaining effective levels of coverage and uptake [8,10].
Both have recently (March, 2008) been licensed for use in South
Africa, but are not yet available in the public health sector.

The introduction of the HPV vaccine presents several unique
challenges, for example, to obtain maximum effectiveness the vac-
cine needs to be administered prior to the onset of sexual activity,
which means vaccinating young adolescents [11]. Implementation
of an HPV vaccination programme raises several key issues related
to target populations including age, sex and uptake; the accept-
ability of the vaccine to health care providers, adolescents and
parents; and the effect of the vaccine on current cervical screening
programmes [8,12,13].

As with any new product, there are many questions about how
best to promote and deliver the vaccines to ensure optimal pop-
ulation coverage. Uptake will depend on how appropriately social
marketing reflects the socio-economic, cultural and programmatic
realities, and local knowledge and attitudes towards a vaccine that
prevents acquisition of a sexually transmitted disease and targets
young girls before they engage in sexual activity.

HPV vaccine introduction offers a unique opportunity to bring
together role players across the health spectrum including sexual
and reproductive health (SRH), adolescent health, Expanded Pro-
gramme on Immunization (EPI), and cancer control programmes.
The impact of the vaccine on existing cervical screening strategies
will also depend on the vaccine’s entry point and placement in
countries’ public health sectors.

A significant body of literature and interest has emerged over
the past 6 years around HPV vaccine acceptability issues focusing
on knowledge and attitudes towards cervical cancer, HPV and HPV
vaccination in relation to uptake and potential opposition to the
vaccine [9,13-21]. These studies, primarily undertaken in devel-
oped countries and prior to the registration of HPV vaccines, found
that most parents and potential recipients had limited knowledge
about cervical cancer, HPV and the importance of regular screen-
ing measures. However, despite poor levels of knowledge, health
care providers were willing to recommend HPV vaccination and
parents were interested in having their children vaccinated. Most
studies concluded that information and knowledge about HPV, cer-
vical cancer and the importance of regular screening needs to be
improved so as to promote informed decision making with regards
to HPV vaccination [20,21]. To date little work has been undertaken
in developing countries, where the issues may be different [13,22].

Potential opposition to the vaccine ascribed to fears that vacci-
nation will lead to increased sexual behaviour (sexual disinhibition)
have been explored [9,13]. Yet, studies to date have suggested that
the vaccine’s protective effect and ability to prevent cervical cancer
override concerns of increased sexual promiscuity [23].

One of the rationales for undertaking this research project was to
explore introduction issues before HPV vaccines became available
and it was conceptualized within the framework of the WHO strate-
gic approach to contraceptive introduction [24]. Experience with
introducing new health technologies has demonstrated the criti-
cal importance of understanding the socio-economic, political and
cultural contexts before innovations are introduced and to incor-
porate the perspectives of a broad range of stakeholders, including
those of users, providers, managers, policy makers and community
groups [25].

This article reports on a qualitative study that explored key
challenges and opinions towards HPV vaccination introduction in
South Africa. The cost-effectiveness component of this study will be
reported on separately. It is intended that this research will inform
the development of policy and programmes to support HPV vacci-
nation introduction in South Africa and findings may also facilitate
introduction efforts in other African countries as well.

2. Methods
2.1. Study sites

The study was conducted between February 2007 and March
2008 in the Western Cape Province, South Africa. Three study sites
were selected to represent the diversity of the Province: two urban
areas and one peri urban area. Interviews with health care providers
were undertaken in 6 public sector health care facilities (2 in each
of the 3 research sites) providing reproductive, maternal and child
health and cervical screening services. Interviews with policy influ-
entials were conducted at national and provincial levels.

2.2. Study design

In-depth interviews were held with health care providers, policy
makers and key policy influential’s at national and provincial lev-
els and focus group discussions were carried out with community
members. All data collection was undertaken prior to the licensing
of the HPV vaccines in South Africa.

Interview guides were semi-structured, open-ended and prob-
ing. Key issues explored included: views and experiences on current
cervical screening policy and programmes; knowledge of the HPV
vaccine; target populations and optimal age for vaccination; where
best to position and manage the HPV vaccine; cost; service deliv-
ery issues; and possible opposition to the HPV vaccine. Additional
issues explored with the community were knowledge of cervical
cancer and of the relationship between HPV and cervical cancer,
and the need for regular screening measures.

Interview guides and consent forms were piloted to check for
language appropriateness and understanding. Experienced field-
workers trained in qualitative research methods conducted the
in-depth interviews and focus group discussions. Focus group dis-
cussions were conducted in the local language of participants.
Interviews and focus group discussions were digitally recorded and
transcribed verbatim. All participants provided written informed
consent. Participants were assured that individual data would
be confidential and anonymity maintained. Ethical approval was
granted by the University of Cape Town’s Research Ethics Com-
mittee and the Western Cape Province and City of Cape Town
Health Departments granted permission to conduct the study at
the selected research sites.

2.3. Study respondents

A total of 50 in-depth interviews and 6 focus groups were con-
ducted. Study participants were selected through purposive and
snow ball sampling.

A total of 26 in-depth interviews were held with national
and provincial policy influential’s, including policy makers and
managers within non-governmental organizations, and aca-
demics/clinicians in the field of sexual and reproductive health,
virology, infectious diseases and cervical cancer. Policy makers
included high-level government managers and directors working
in reproductive and sexual health, women'’s health, maternal and
child health and education directorates at both provincial and
national level.
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Twenty four in-depth interviews were conducted with public
sector health care providers; 2 doctors, 17 primary care nurses and
5 school health nurses based at the study sites and involved in
reproductive health services including cervical screening.

The six focus group discussions consisted of 43 female commu-
nity members. The median age was 32.7 years (range 21-57), 33
(77%) had completed some secondary school education, 26 (60.5%)
were unemployed, and all had children eligible for HPV vaccination.
Providers in the six health care facilities assisted in identifying and
recruiting focus group participants. On average, there were 7 mem-
bers per focus group. Focus group discussions were conducted at
either the health care facility or at a community venue (the church
hall or public library).

A brief introduction to the HPV vaccine was provided to most
respondents prior to the interview process as the vaccine was not
yet available in South Africa, nor was it part of public discourse. Not
surprisingly, apart from academics and clinicians involved in HPV
and STI research, knowledge was limited.

2.4. Data analysis

Data analysis was conducted using content analysis. Initial cate-
gories for analyzing data were drawn from the interview guides and
themes and patterns emerged after reviewing the data within and
across the respondent groups. Over several meetings the research
team identified key themes across all three respondent categories.
Here we present data in terms of the major themes emerging
from the interviews and focus groups, and common trends across
respondent groups synthesized into key findings that can be used
to shape policy and programmatic recommendations.

3. Results

Themes emerging from perceptions and insights expressed
by respondents illustrate potential challenges facing HPV vaccine
introduction, and are highlighted below. Overall support for the
HPV vaccine was largely tempered by negative views around the
current cervical screening policy and difficulties associated with
secondary prevention, such as Pap smears and reducing cervical
cancer incidence.

3.1. Cervical cancer screening policy

Discussion of current cervical screening policy and programmes
led many policy makers and providers to speak more generally
about the structural constraints endemic to the healthcare sys-
tem as a whole. This was further underscored by the burgeoning
HIV/AIDS epidemic in South Africa and the impact this had on the
progression of cervical disease.

A policy influential suggested a re-evaluation of the national
cervical screening policy by reducing the 10 year time interval.

But now with HIV and AIDS the compromised immune system can
speed the progression of HIV and AIDS ... what would the effect
of cervical cancer also have on a patient who's already immune
compromised. So in that instance, it might necessitate reducing
the period, the 10 year interval between the patients . .. (National
Government Representative).

Respondents involved in service delivery and clinical research
similarly suggested adaptations to the cervical screening policy but
were mindful of the impact that more frequent screening would
have on an already overburdened health care system.

At the moment the HIV programme is overwhelming all our budgets
for cervical cancer, not cytology itself, but for the further man-

agement, because at the moment there’s lesions, you have to do
histology and follow up and so on and we don’t have that capacity
at the moment. So actually the screening programme is working
too well at the moment to cope with all the clients (Clinician).

Some nurses expressed concerns about high rates of teen preg-
nancies and sexual activity amongst a younger age cohort of girls
and adolescents and similarly suggested changes to the screening
policy by commencing screening as early as age 20.

Make our age group a little bit younger because our children
become sexually active early and I feel we could make it a little bit
younger, probably start in our 20’s. Then we can do it at 20, do it
at 30 - with the understanding that HIV is now included - because
there a person picks up many funny things . .. (School Nurse).

At the same time, some policy influentials acknowledged that
they were not meeting the screening policy’s coverage targets. A
clinician highlighted the difficulties in reaching adequate cover-
age coupled with the challenges of implementing cytology-based
screening programmes in low resource settings.

Half the screening programme is extremely flawed, it’s a policy,
which if it were properly implemented and had 80% coverage of the
target age group, would have an impact on cervical cancer preven-
tion, but we’re nowhere near there, we haven’t got anywhere near
the correct coverage, we're using cytology as a screening test which
is okay, but it’s got lots of problems and particularly in low resource
settings . . . (Clinician).

Both policy influentials and providers emphasized the con-
tinued importance of secondary prevention screening measures
particularly amongst older women already exposed to HPV.

3.2. HPV vaccine as a method of cervical cancer prevention

Policy influentials and providers expressed strong support for
the HPV vaccine viewing it as an important adjunct to existing
cervical cancer prevention strategies. Not withstanding this, many
acknowledged the difficulties of introducing a new technology in
an environment of limited health care capacity and resources. As
an STI specialist/academic explained:

When you find an abnormal smear, there’s nowhere to send the
lady, I mean there is no-one who sees them, there’s no colposcopy
at allin Cso - so that'’s a big problem you see. So if you can prevent
it by vaccination, to me it’s much, much better than having a system
where you have a health system that’s not working properly.

Some policy influentials and clinicians raised concerns that the
current HPV vaccines may not target HPV strains prevalent in South
Africa as little is known about the natural history of HPV and HPV-
types associated with cervical disease.

Community respondents’ understandings around cervical can-
cer, HPV and the need for regular cervical screening were explored.
Overall knowledge of cervical cancer was either poor or anecdo-
tal and the causal relationship between HPV and cervical cancer
was unknown amongst all participants. In some instances, Pap
smears were conflated with an intervention to treat and “cleanse
the womb”. However, women who attended health care facilities
with established cervical screening services were more knowledge-
able about cervical cancer and the importance of regular cervical
screening.

Community respondents were eager to learn about the vac-
cine and its role in cervical cancer prevention and made innovative
suggestions how best to disseminate vaccine information by identi-
fying a broad range of role players (church leaders, school teachers
and health care providers) best suited to provide information and
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support. A focus group participant reflected on the vaccine’s poten-
tial for a future generation of women and girls:

If it can improve the future for all our daughters then it is a good
thing. In the past we never knew about things like this and a lot
of women'’s reproductive organs were removed because they con-
tracted cancer. So I think it is a good thing.

3.3. Target populations: age and gender

The optimal target populations for HPV vaccination was
explored with all respondent categories and appeared to be influ-
enced by the perceived median age of sexual activity in South
African girls, considered between 9 and 15 years. A more “robust
immunological response” amongst a younger aged cohort was
cited as reason to vaccinate as young as 12 years, whereas, some
providers and community respondents suggested commencing
at the age of 9 due to high levels of sexual abuse and early
onset of sexual activity in many communities. A nurse provider
explained:

We need to include the 9 year old as well because they’re very
sexually active now at a very early age. At first it used to be the 19,
18 year old, but now they start in primary schools already, becoming
active and of the molestation and all those things.

A mother in one of the focus groups concurred with these sen-
timents:

I'will actually insist on it - the vaccine that you are speaking about
especially for the children of the age 9 because I, as a mother, if I
look at our community . .. the children in our community are very
sexually active because they are already starting at the age of 10
and 11, they start with boyfriends and things like that. Prevention
is better than cure.

3.4. Immunizing boys

Recognizing the high burden of cervical disease amongst women
and competing health resources, most policy makers and providers
had reservations about immunizing young males, despite the ben-
efit of protection against ano-gential warts. The main reasons cited
were the cost-effectiveness of including males at this early stage
and the practicality of reaching a difficult to reach population. A
clinic manager alluded to the difficulties that are generally associ-
ated with attracting men to health services that have historically
tended to focus more on women'’s health issues.

I don’t know how receptive they’re[boys] going to be to you know
- reproductive health has always been focused on females more,
then we have to have a whole mind set about, and reasons why,
education as to why it is necessary, because it[HPV vaccine] can
protect, you know, them. So I think it would be very difficult . ..

Community respondents’ views about immunizing boys were
largely attributed to women'’s greater vulnerability to STIs. Thus a
vaccine that could protect both women and men was of mutual
benefit.

Because men today have lots of women and maybe the girl is not
as active as the man and now he comes from a lot of women and
maybe he comes and gives that to his steady girlfriend. I think it is
something good to be given to them both for their protection.

3.5. Distribution and service delivery strategies

Potential distribution strategies were explored as the vaccine
has the possibility of bringing together a wide range of constituents;

including sexual and reproductive health, adolescent health, EPI
and cancer prevention programmes.

Whilst differing views in terms of service delivery and possi-
ble location of the vaccine programme emerged, a “multifaceted”
collaboration between different stakeholders was envisaged. The
EPI programme was considered suitable due to extensive experi-
ence with procuring, managing and monitoring vaccine delivery.
However, some policy influentials cautioned that optimal coverage
would need to reach an older cohort of children than EPI tradi-
tionally targets. Similarly, delivery through schools was considered
appropriate in terms of accessing the target population. However,
the feasibility of a school-based health system managing the HPV
vaccination programme was called into question by many policy
makers and providers. A lack of human resource capacity and expe-
rience were considered potential barriers to effective vaccine roll
out in this setting. A school nurse alluded to the difficulties of a ser-
vice managed by a “Department that did not regard HPV vaccination
as their focus” and suggested that many school nurses “would not
be very happy accepting an extra project”.

For the most part policy influentials felt that adolescent health
had been neglected in South Africa, and that distributing the HPV
vaccine at youth and adolescent clinics, which were few in number
and located only in urban areas, would result in limited coverage.

A provider highlighted the possibilities of an intersectoral
collaboration by relating to her experience with a recent polio cam-
paign.

I think ... with everyone, if they have inputs in it, it could work
... if you have the different sectors working together it could work,
because if you allocate it only to child health, okay, then there’s
goingto be like now our services are so defragmented. Like now with
our polio campaigns - it’s working excellently because everybody’s
involved, you have local authority and the provincial and everyone
is involved, you know - then it can work . . .

Similarly, a maternal and child health manager referred to the
planned introduction by the Department of Health under the EPI
of the combined diphtheria and tetanus vaccine at age 12 and sug-
gested that the HPV vaccine could be administered in tandem with
this vaccine.

Focus group participants were similar to other respondent
groups about where they thought the vaccine should be delivered.
Health care clinics were often named as the most suitable location
for the distribution of the vaccine as “most people come to the clinic
with their children to receive other immunizations”. Some partic-
ipants expressed support for delivery through schools to ensure
coverage for all and to dovetail with the life skills school curriculum.
However, some called into question the capacity of such a sys-
tem to administer the vaccine and maintain hygienic standards and
appeared unsure as to who would be responsible for vaccination.

Will the person know where to put the injection and that is why I
say the health measures and standards have to be maintained with
any type of injection and I don’t know I don’t trust the High Schools
to do that, I honestly don’t know?

3.6. Vaccine cost

Regarding user cost, many community participants due to their
socio-economic circumstances wanted the vaccine to be free (like
other childhood immunizations) or available at low cost. However,
there was a perception that something paid for would be supe-
rior in quality. Yet, experience of introducing costly vaccines, more
recently, the rotavirus vaccine into the public health sector induced
skepticism amongst policy influentials about the affordability of the
HPV vaccine to the South African public health care sector.
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The private sector’s contribution to HPV vaccine awareness and
promotion was explored with policy influentials. Some speculated
that the private sector would play a minimal role in promot-
ing the vaccine as most medical insurances due to a curative
bias do not cover vaccines, traditionally the domain of the public
sector.

The vaccine programme in general, across the private sector, is gen-
erally not funded, because most medical schemes agree generally
that that’s a public sector service which you can access and many
people then access that on an out-of-pocket basis. . . Unfortunately
the private sector is not geared towards preventative health, they're
largely curative, and so the challenge would be how that vaccine
then would be placed within the private health system, for someone
to access it (National Department of Health Representative).

General Practitioners (GPs) in the private sector were seen as
playing a role in vaccine awareness as many saw a broad range of
patients throughout the life. A physician commented that GPs with
a particular interest in women'’s health could play a role in catch-up
programmes and vaccine delivery:

The GP has a role to check, . .. checking has it happened. There will
be people that move into the country from other places, that may
not have had it when they were at school, there’ll be people who
missed it when they went to the schools, so I think GP’s obviously do
have a role, it’s a question of how they remember to do it. Because
you know, they’re busy, you come in with a swollen knee or a sore
throat, it takes a lot to suddenly think ooh this person’s 13, or this
person’s 15 or 16, have they had their vaccination, I can’t honestly
see it happening unless that GP has a really, really strong interest
in say for example cervical cancer, women'’s issues.

A policy influential reflected on the role of pharmaceutical com-
paniesindriving the process and cautioned against being “seduced”
by drug companies at the expense of continued secondary preven-
tion measures.

3.7. Possible opposition

Most policy influentials and health care providers interviewed
did not foresee opposition to the introduction of the HPV vac-
cine from parents, the wider community or religious organizations.
Many felt opposition could be avoided by providing comprehensive
counseling and information and by communicating with stakehold-
ers about the long term health benefits of the vaccine in preventing
cervical cancer.

Some policy influentials felt that opposition to the vaccine from
various religious groups including groups who generally oppose
vaccines was to be expected. However, parental and public opposi-
tion could be overcome by providing clear health messages to both
parents and recipients prior to introduction.

A number of policy influentials suggested marketing the vac-
cine as a “cancer vaccine” rather than a “STI vaccine” as a means
of minimizing opposition and referred to past experiences with
the Hepatitis B and the more recent GlaxoSmithKline (GSK) HPV
vaccine in the United Kingdom.

Hepatitis B is also sexually transmitted, nobody ever talks about
that side of it at all, they never talk about well let’s vaccinate our
kids because they might get Hepatitis Bwhen they become sexually
active, but it’s a reality, especially in South Africa with the high
carrier rates, so I think that’s a good thing to look at . . . (Academic
Virologist).

To my understanding there’s been a lot of outreach by the vari-
ous pharmaceutical companies to those groups to kind of alleviate

any concerns and I think they’ve been relatively successful in say-
ing this is a cancer vaccine, it’s not about STI’s, but protecting
young girls from cervical malignancy that’s highly prevalent, it’s
preventable now with this vaccine and I think that’s a tactic that
can be successful (Infectious Diseases Physician).

Community respondents concurred with these sentiments by
suggesting that marketing the vaccine as prevention against can-
cer rather than against an STI could help educate parents about
its health benefits. Furthermore, negative perceptions of cancer
within communities had changed over time particularly in the face
of treatment options.

Those years cancer was a sin. One couldn’t just speak about their
cancer then the other people gossiped. It was almost like they had
a big virus but today you can speak about it if there is a chance for
you to be helped.

3.8. Safety and efficacy

Some focus group participants raised concerns about vaccine
safety and efficacy; however, this did not dissuade them from sup-
porting the vaccine in principal. A few community respondents
anticipated that a South African HPV vaccine service might be inher-
ently inferior as frequently vaccines used in South Africa are “not of
the same standard as first world countries or in the private sector”.
Vaccines available in the government/public sector were consid-
ered “cheaper” and hence inferior. Concerns were raised that an
inferior vaccine could have a negative impact on fertility as this
interchange suggests:

Many a time we use vaccines that are not on the same standard
as first world countries even private vaccines and government vac-
cines in South Africa are totally different. Are they going to give us
a cheaper vaccine with more side effects which we only see in 30
years and anything to do with the womb? Is it going to affect fer-
tility later on in the child’s life? That is something [ would be a bit
conscious about, a bit scared.

Yes, maybe the women can become sterilised because of that injec-
tion and they can perhaps never have children again. These are
things that will be discovered.

4. Discussion and conclusions

This is the first study undertaken in South Africa exploring
key challenges and opinions towards HPV vaccination and pro-
vides important insights into introduction and acceptability issues
should the public health sector move forward to make one or both
of the HPV vaccines available. With the recent licensing of both
commercially available HPV vaccines in South Africa, considerable
information sharing and advocacy with all pertinent stakeholders
including civil society and non-governmental organizations work-
ing in the field of sexual, reproductive, adolescent and women'’s
health is necessary.

Despite some concerns around cost and application to local con-
text, the need for a product to prevent cervical cancer resonated
strongly with all respondent categories. Whilst there seemed to
be general support for the HPV vaccine, it is not clear whether
such support for a hypothetical product would necessarily trans-
late into practice. For many providers and policy influentials an
overriding concern was the overextended health care system with
limited capacity to provide adequate cervical screening services to
the general population of women using public sector services. This
was further compounded by the impact of the HIV/AIDS epidemic
on women’s overall health and screening for pre-cancerous cervical
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lesions, and suggested a need to create cervical screening policies
for HIV-positive women.

The HPV vaccine’s public health potential in preventing cervical
cancer will only be realised if the vaccine is introduced on a large
scale in the public health sector, where cervical screening and treat-
ment options are limited. HPV vaccines have already been endorsed
by physicians in the private sector and there has been widespread
support in the media and government, however, cost will continue
to be animportantissue to address as currently the vaccine is priced
at ZAR 700 (USD 100) per injection [26]. Not withstanding, if the
vaccine could be made available at significantly reduced cost it
would improve the chances of rapid and widespread introduction.
Toreduce costinresource constrained settings, public-private part-
nerships and access to international funding mechanisms needs to
be pursued.

Studies have shown that the HPV vaccine is a highly cost-
effective health intervention [27]. An important component to
this study was a cost-effectiveness analysis of integrating cervi-
cal cancer prevention programmes by adding the HPV vaccine
to the existing screening programme in the public sector, and
will be reported elsewhere. The findings of this analysis suggest
that adding a vaccine to the current screening programme to
prevent HPV related diseases in South Africa is a cost-effective
strategy.

Besides cost, the logistical challenges of vaccine delivery will
need to be addressed including decisions about the target pop-
ulation and partnerships between different stakeholders and
government health and other (e.g. education) programmes to
ensure optimal coverage. Given that cervical screening will need to
continue after the introduction of HPV vaccination it will be impor-
tant to re-evaluate current screening programmes and the impact
that early HPV vaccination of a younger aged cohort of women will
have on the overall burden of cervical cancer.

The optimal target population for HPV vaccination is likely to
vary from country to country because of differences in age of sexual
debut (i.e. first potential sexual exposure to HPV), epidemiology
and available vaccination infrastructure. It is likely that vaccination
will target school going girls aged 9-15 years and raises a number
of issues. Most respondents felt that age of immunization should
be prior to sexual activity (9-15 years), with an underlying concern
by many that the high levels of sexual abuse and violence in South
Africa had significantly decreased the age of sexual exposure and
so vaccination should commence at the lower end of the age range.
This is not surprising given the high levels of gender-based violence
in South Africa and has been reported in other studies in similar
settings [28,29].

Vaccinating pre adolescents and adolescents is a relatively new
phenomenon and one that poses challenges in both developed and
developing countries [9,10]. In South Africa, a regular health care
visit for immunization at age 11 or 12 is currently not well estab-
lished. This may well change with the planned introduction of the
combined diphtheria and tetanus vaccine at age 12 and would be
an ideal time for the HPV vaccine to be administered and would
form part of the EPI programme.

Although some countries for example in the European Union and
United Kingdom have successful school-based health programmes,
many, including South Africa, do not have well established school
health programmes [30]. The delivery and uptake of a three dose
vaccine has raised some concerns as continued success of an HPV
vaccination programme will depend on high levels of coverage of
all three doses and points to the need for a pilot study in advance
of a national immunization programme [10,31]. In South Africa
95.5% of school aged children are enrolled in primary schools and
thus school-based programmes would be a good way to reach
a large number of girls in the target age group relatively easily

and could facilitate ensuring uptake of all three doses. However,
other strategies would be needed to try to reach out-of-school
youth.

The ways in which a vaccine against genital HPV is promoted
will be critical to its acceptance and compliance amongst young
girls and parents. The notion that vaccinating against an STI might
encourage risky sexual behaviour has received media attention and
academic interest in other settings [9,13,31]. At present it is unclear
whether vaccination would actually encourage risky behaviour, or
if fear of sexual disinhibition or implied consent for sexual initiation
is a significant barrier to HPV vaccine acceptance [31]. However, the
general feeling amongst respondents in our study was that opposi-
tion could be overcome with adequate counselling and information
and focusing on the vaccines cervical cancer preventive properties,
as opposed to focusing on the fact that HPV is sexually transmit-
ted. Most respondents anticipated minimal opposition to the HPV
vaccine and alluded to their experiences of introducing other pro-
grammes associated with sexual and reproductive health such as
the 1996 Choice on Termination of Pregnancy legislation which
despite controversy and some opposition had been successfully
implemented in South Africa.

In common with studies from other settings, our findings sug-
gest that considerable continued health promotion efforts are
needed to improve knowledge about cervical cancer, HPV and
the need for regular cervical screening, and highlight the impor-
tance of continued prevention and treatment strategies [13,17,21].
Moreover, health care providers not directly involved in cervical
screening programmes need further training and education regard-
ing the rationale behind the current national cervical screening
policy. Significantly, there was a noticeable difference in levels
of cervical cancer knowledge noted at one research site, largely
attributed to a previous cervical health intervention aimed at devel-
oping and improving public sector cervical screening services in
selected sites in South Africa [4]. Research published to date on
knowledge about HPV and attitudes towards HPV vaccination relies
on data collected prior to the availability of HPV vaccines and this
may well change as more information about HPV and HPV vaccina-
tion is disseminated into the public domain.

National and provincial programmes will need to undertake
the following: define the primary target populations taking into
account earliest age of sexual activity and/or exposure; and develop
partnerships between the different implementing stakeholders
including Department of Education and school-based health care,
EPI, Sexual and Reproductive Health, Women'’s Health and Cancer
directorates. In addition, national cervical cancer control strate-
gies will need to be updated to incorporate the new HPV vaccines.
In planning a service delivery strategy for the introduction of the
HPV vaccine, information, education and counseling (IEC) materials
need to be developed to include a broad range of recipients, tak-
ing community members’ poor levels of knowledge about cervical
cancer, HPV and the need for prevention measures into account.
Furthermore a comprehensive approach to cervical cancer pre-
vention needs to be developed by ensuring access to secondary
prevention programmes and treatment options.
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