
The HPV vaccine:
Understanding and addressing
barriers to vaccination
I n this issue, Drs. Vegunta and Long pre-

sent an excellent review of conditions re-
lated to human papilloma virus (HPV), in-
cluding cervical, vaginal, anal, oropharyngeal, 
and penile cancers.1 

See related article, page 541

 Cancers related to HPV have a ma-
jor impact on a patient’s life; even for those 
lucky enough to be cured, the morbidity as-
sociated with treatment can be considerable. 
Anatomic changes due to surgery may cause 
chronic pain and body image concerns, che-
motherapy often leads to symptomatic prema-
ture menopause, and radiation treatment can 
cause anatomic changes to the genital tract, 
contributing to painful intercourse and sexual 
dysfunction. Treatment not only affects the 
patient physically, but impacts both the pa-
tient and partner psychologically, including  
plans for future childbearing.
 It is not surprising that a clinician who 
cares for patients affected by HPV-related 
disease will be passionate about preventive 
efforts, especially encouraging HPV vacci-
nation to healthy individuals during routine 
visits. We know that the HPV vaccine works. 
In 2018, a meta-analysis of 26 randomized 
controlled trials (including more than 70,000 
women and girls) showed that the vaccine not 
only is well tolerated but signifi cantly decreas-
es the risk of preinvasive cervical disease in 
young women.2,3 Additionally, there has been 
an 86% decrease in infection with the HPV 
subtypes causing cancers and genital warts 

among teenage girls and a 40% decrease in 
cervical precancers among vaccinated wom-
en.4

 By decreasing infection with carcinogenic 
HPV strains, the hope is that the HPV vac-
cine may decrease the incidence of other 
HPV-related cancers, although there is not 
yet suffi cient evidence to show this possible 
benefi t.
 We have a safe and effective cancer-pre-
vention vaccine, but widespread vaccination 
remains a challenge in the United States. Pa-
tients may have concerns about vaccine safety 
and effi cacy due to mixed messages from the 
media and other sources, but other common 
reasons for not vaccinating are provider dis-
comfort in discussing sexuality, not receiving 
a strong recommendation from the clinician, 
and the belief by both the patient and provid-
er that the patient is not at high risk.5

 Similarly, a survey of guardians in a Texas 
school district (a state where the vaccination 
rate is < 50%) identifi ed scheduling confl icts 
and the lack of vaccine recommendation from 
a healthcare provider as signifi cant hurdles 
to vaccination.6 Even in a New York school 
district that permitted adolescent vaccine self-
consent, scheduling and returning for the ap-
pointment were signifi cant challenges affect-
ing the vaccination rate.7

 Key steps to implementing successful HPV 
vaccination in practice include understanding 
the individual patient’s risk, following recom-
mended vaccination timelines (which allow 
some fl exibility with scheduling), and opti-
mizing clinician-patient communication.
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 ■ UNDERSTANDING HPV RISKS

Any patient who is sexually active is at risk 
for HPV-related cancer. Approximately 80% 
of individuals will become infected with HPV 
at some point in their life,4 and HPV is the 
most common sexually transmitted disease in 
the United States.8 
 Yet despite how common HPV infection 
is, many women do not think that they are at 
risk. According to a survey of more than 900 
unvaccinated females age 15 to 24, this belief 
was a main reason for forgoing vaccination 
(both in women who were and were not sexu-
ally active).9

 For women who have sex with women, 
HPV can live on sexual devices for more than 
24 hours. In addition to discussing the impor-
tance of vaccination, they should be coun-
seled to use a barrier method over any shared 
sexual devices and clean the devices appropri-
ately after each use.10

 ■ WHO SHOULD RECEIVE THE VACCINE?

In the United States, HPV vaccination is 
routinely recommended to all adults until age 
26, although the vaccine can be offered until 
age 45 in select patients who are not immu-
nized. However, the vaccine is most likely to 
be benefi cial when the series is completed be-
fore sexual debut; thus, guidelines recommend 
starting vaccination at age 11 to 12, with the 
option to start as early as age 9.11

 ■ COMMUNICATING EFFECTIVELY

Clinicians may not feel comfortable discuss-
ing topics related to sexuality, especially in the 
fi eld of pediatrics. A survey of members within 
4 California chapters of the American Acade-
my of Pediatrics showed that 71% of pediatri-
cians would feel more comfortable discussing 
vaccination if the conversation also included 
education about HPV-related head and neck 
cancers.12

 California Chapter 3 of the American 
Academy of Pediatrics created a 22-minute 
clinician training video that includes clinical 
vignettes of pediatricians counseling families 
who had concerns about vaccination (avail-
able at: https://aapca3.org/hpv-videos-edu-
cation-promotion-project/). After watching 

this video, surveyed clinicians were shown to 
have improved their knowledge of vaccine 
safety, HPV disease burden (especially for 
males), and the importance of not delaying 
vaccination beyond preadolescence.13 This 
brief video intervention also led to more 
providers feeling “very comfortable” advising 
families.13

 Another study looked at the most effec-
tive way to educate patients. A randomized 
controlled trial of 3 patient counseling strat-
egies—an 8-minute educational video (n = 
87), an educational handout with the same 
information written at an eighth-grade read-
ing level (n = 84), and usual care (n = 85)—
was performed to assess vaccine acceptance. 
More patients in the educational video arm 
agreed to have the HPV vaccine (51.7%) 
than in the handout or control arms (33.3% 
and 28.2%, respectively, P < .01). Interest-
ingly, both the video and handout helped 
increase knowledge similarly, although the 
video helped most for the patient’s decision 
to be vaccinated.14

 In my practice, I start by notifying the pa-
tient that they are due for their HPV vaccine, 
just as I would do with any other preventive 
recommendation (eg, need for blood testing, 
cancer screening). Many patients will agree to 
this simple approach without a need for a long 
discussion about risks vs benefi ts, which may, 
paradoxically, lead to a greater hesitation to 
be vaccinated.15,16 
 Next, I clarify that the goal of HPV vac-
cination is to prevent cancer, and I remind the 
patient that everyone who engages in sexual 
activity is at risk. For those who have more 
concerns, it is important to fi rst understand 
what the specifi c barriers are before trying to 
address them.
 Despite our best efforts to educate, some 
patients may decline vaccination. It is impor-
tant to avoid thinking of this as “losing a bat-
tle,” as respecting patient autonomy ensures 
not only a trusted partnership in the patient’s 
future healthcare, but also helps to minimize 
clinician frustration. Patients may opt to go 
against our recommendations in multiple situ-
ations, and they will make their own life deci-
sions no matter how hard we try to provide 
optimal care.
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 ■ COMPLETING THE VACCINATION SERIES

Given that scheduling confl icts seem to play a 
prominent role in nonadherence to vaccina-
tion schedules, some fl exibility with appoint-
ments is key. Anyone age 15 or older will need 
3 doses of the HPV vaccine, typically with 
the second dose given 1 to 2 months after the 
fi rst, and the third within 6 months of the fi rst 
(at 0, 1–2, and 6 months). To accommodate 
a patient’s schedule, the second HPV vacci-
nation can be scheduled at 4 weeks after the 
fi rst dose, and the third dose 12 weeks after the 
second.17 There should be at least 5 months 
between the fi rst and third dose (referred to as 
the “minimal interval”). 
 If repeat vaccination has occurred any ear-
lier than these minimal intervals, then the 
patient will need another dose after the ap-
propriate minimal interval has passed. Cau-
tion with interval dates is needed only when 
patients wish to come in earlier than recom-
mended; if the vaccine schedule is interrupted 
or delayed, then a patient can continue with 
the remainder of the routine recommended 
schedule; no additional boosters or schedule 
adjustments are required (no maximum inter-
val).

 ■ SHOULD VACCINATION BE MANDATED?

In Australia, where the HPV vaccine was made 
available for free in a national school program, 
vaccination rates of more than 70% have been 
achieved nationally in girls ages 12 to 13, with 
resultant clinical benefi ts in preventing both 
warts and precancerous lesions.18 A meta-anal-
ysis of 9 high-income countries suggested that 
HPV infections decreased most when there 
is at least 50% coverage of the female popu-
lation.19 In addition to Australia, Denmark, 
Canada (Quebec province), and New Zealand 
have offered widespread vaccination to mul-
tiple age cohorts, leading to optimized popula-
tion immunity and the maximum impact on 
clinical outcomes.19,20

 Vaccination rates vary greatly among US 
states. In contrast to the 78% vaccination rate 
in Washington, DC, which has a mandate 
for school entry, the Mississippi rate is only 
29%.20 As of 2019, only 3 states provide free 
HPV vaccination through their health depart-
ments, although 25 states have laws requiring 
some funding for HPV education and vaccina-
tion.20 
 Of note, in the United States, there has 
been a higher uptake of the HPV vaccine 
among minority patients (higher in Hispanic 
and Black vs White populations) and also in 
those within a lower socioeconomic status 
group (income below federal poverty level, 
and having Medicaid coverage as opposed to 
private insurance). Because these populations 
of women historically have been at higher risk 
for HPV-related disease and cancer, it is hoped 
that this may lead to reversing some of these 
healthcare disparities.20

 In the United States, signifi cant contro-
versy surrounds the idea of mandating vacci-
nation prior to starting school, limiting vac-
cine exemptions, and the perceived loss of 
an individual’s autonomy. Although a rise in 
vaccine-preventable illnesses has been seen 
primarily in communities with lower rates of 
vaccination, asking school administrators and 
nurses to “police” who is allowed to return to 
school adds an extra layer of complexity to 
this heated debate. 
 Although many may disagree with me, I 
suspect the best path to improving vaccina-
tion rates will not be achieved by adding more 
laws and rules, but by improving the educa-
tion of both patients and caregivers, estab-
lishing a trusting patient-doctor relationship, 
simplifying offi ce workfl ows (empowering 
nursing teams to educate patients, and then 
prompting clinicians that the vaccine order 
is needed), and by lifting fi nancial barriers to 
vaccination, including copays, prior authori-
zation, and coverage ambiguity. ■
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