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Introduction Despite India having the highest burden of cervical
cancer globally, the HPV vaccine is not part of the routine
immunisation programme. The decision process on HPV vaccine
was put-off in 2010 shortly after a high profile vaccine demon-
stration trial was suspended when five girls died. Although the
evidence that the deaths were linked to the vaccine is highly con-
tested, nonetheless a political decision on HPV vaccine introduc-
tion differed. The purpose of the current study is to explore the
political, socio-economic and cultural factors influencing the
HPV policy decision in India. Evidence from the study may have
implications for future vaccines targeting STIs in contested pol-
icy environments.
Methods We used qualitative methods for policy analysis based
on primary data collection supplemented with in-depth docu-
mentary review. Semi-structured interviews were conducted with
46 participants including policy makers, health system actors and
community based organisations at State and National level. We
used the Gilson and Walt Health policy triangle framework to
analyse the data.
Results Interim results have highlighted a number of features of
the policy process in India, which may have influenced vaccine
policy decision-making. These include: lack of adequate policy
space for transparent discussion of concerns; strong suspicion of
conflict of interest among researchers and international donors;
mistrust of Government officials by civil society members; Gov-
ernment concerns around sustainable funding options; and a
dearth of Government initiatives to promote culturally sensitive
sexual health issues.
Conclusion The [non]-introduction of the HPV vaccine into the
Indian policy landscape was influenced by a variety of factors
including contested empirical evidence of safety and perceptions
of institutional (particularly commercial) interests outweighing
public health evidence. This study provides important lessons
not only for the future introduction of HPV vaccine in India,
but also for any other vaccines targeting STIs.
Disclosure of interest statement The study is funded by Well-
come Trust and the Public Health Foundation of India. No phar-
maceutical grants were received for this research study.
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Introduction Cervical cancer is the second most common cancer
in Thai women. Since HPV vaccination would be a complemen-
tary measure to the current cervical screening program, the
Advisory Committee on Immunisation Practices in Thailand rec-
ommended HPV vaccination to school age girls. This study is
the first report of school-based HPV vaccine introduction in
Thailand which aimed to assess feasibility of including HPV vac-
cine into the national immunisation program.
Methods Two doses of bivalent HPV vaccine were given to 5th

grade girls in Phra Nakhon Si Ayutthaya province at 0 and 6
months. To assess HPV vaccine acceptability, we interviewed
public health staffs in 114 immunisation clinics, teachers in 93
primary schools and reviewed 1,736 parent consent forms. We
surveyed 1,736 school girls to assess HPV vaccine coverage and
established the Adverse Event Following Immunisation (AEFIs)
Surveillance for HPV vaccine to monitor any AEFIs related to
HPV vaccination. Cervical screening records were also explored
to determine the effect of HPV program on the existing cervical
screening program.
Results HPV vaccine acceptability among public health staffs,
teachers and parents was 97.8%, 95.7% and 91.2%, respectively.
The HPV vaccine coverage was 91.0% and 87.4% for the first
and the second dose. There was no severe AEFIs reported, but
most common AEFIs were “pain at injection site” (18.3%–

22.0%), “fever” (2.1–2.6%), and “swelling and redness” (2.1%–

2.5%). There was no evidence that declining number of cervical
screening was due to HPV program and 91.7% of public health
staffs thought HPV vaccination did not interfere cervical screen-
ing program performance.
Conclusion HPV vaccine introduction is well accepted and well
integrated into the immunisation program. The vaccine is well
tolerated and there is no evidence that the vaccination program
had negative impact on the current cervical screening scheme.
Disclosure of interest statement This study was supported by the
Department of Disease Control, Ministry of Public Health of
Thailand. No pharmaceutical grants were received in the devel-
opment of this study.
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NONAVALENT HPV VACCINATION IN THE UNITED
STATES

HW Chesson*, LE Markowitz, S Hariri, DU Ekwueme, M Saraiya. Centers for Disease
Control and Prevention, USA

10.1136/sextrans-2015-052270.168

Introduction The objective of this study was to assess the health
impact and cost-effectiveness of human papillomavirus (HPV)
vaccination strategies in the United States. Specifically, we exam-
ined the incremental costs and benefits of the 9-valent HPV vac-
cine (9vHPV) compared to the quadrivalent HPV vaccine
(4vHPV). Like 4vHPV, 9vHPV protects against HPV types 6, 11,
16, and 18. 9vHPV also protects against 5 additional HPV types
31, 33, 45, 52, and 58.
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Methods We adapted a previously published model of the
impact and cost-effectiveness of 4vHPV to include the five addi-
tional HPV types in 9vHPV. The vaccine strategies we examined
were (1) 4vHPV for males and females; (2) 9vHPV for females
and 4vHPV for males; and (3) 9vHPV for males and females. In
the base case, we assumed 9vHPV cost $13 more per dose than
4vHPV. Our model included a wide range of HPV-associated
health outcomes that could potentially be averted by vaccination:
cervical intraepithelial neoplasia; genital warts; juvenile-onset
recurrent respiratory papillomatosis; and cervical, vaginal, vul-
var, anal, oropharyngeal, and penile cancers
Results Compared to no vaccination, 4vHPV for both sexes cost
$5,100 to $22,300 (in 2013 US dollars) per quality-adjusted life
year (QALY) depending on assumptions regarding vaccine cover-
age and 4vHPV cross-protection against HPV 31, 33, 45, 52,
and 58. Providing 9vHPV for females instead of 4vHPV was
cost-saving in most scenarios we examined. The cost per QALY
gained by providing 9vHPV to males instead of 4vHPV varied
substantially depending on assumptions such as vaccine coverage
and cross-protection of 4vHPV. However, the strategy of 9vHPV
for both sexes (compared to the strategy of 4vHPV for both
sexes) was cost-saving under most scenarios.
Conclusion A vaccination program of 9vHPV for both sexes can
save money and improve health outcomes compared to a vacci-
nation program of 4vHPV for both sexes.
Disclosure of interest statement The authors have no conflicts to
declare. No pharmaceutical grants were received in the develop-
ment of this study.
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Introduction A national school-based HPV vaccination program
for 12–13 year olds was introduced in Australia in 2007 for
females, and 2013 for males, with about 70% coverage achieved
for 3-doses. However lower coverage has been reported in some
states. In the context of an Aboriginal Sexual and Reproductive
Health Program (2010–2014), we examined health care attend-
ance among Aboriginal adolescents and young Aboriginal people
attending Aboriginal Medical Services (AMSs) to determine clini-
cal opportunities to offer HPV vaccination and HPV vaccination
uptake.
Methods We extracted de-identified clinical data from 15–24
year old Aboriginal clients attending six AMSs between mid-
2013 and mid-2014, and calculated total individuals attending,
the median number of medical consultations per person and
HPV vaccinations recorded. We used ranksum tests to compare
medians.
Results Over 12 months, 1814 15–19 year old Aboriginal people
attended (715 males, 1099 females), with similar proportions
aged 15, 16, 17, 18 and 19 years in males and females. Among
15–19 year olds, there was a median of 4 consultations per per-
son, higher in females (5, IQR: 2–11) than males (3, IQR: 1–5),
p < 0.001. A similar number of 20–24 year olds attended (n =
1785), with a median of 5 consultations, higher in females (6,
IQR: 3–13) than males (3, IQR: 1–6), p < 0.001. HPV

vaccination was documented in the records of only three people,
all 15 years old females (<2% all 15–19 yos).
Conclusion Despite concerns that many teenagers have poor
health seeking behaviour, at six participating AMSs, we found
that 15–19 year olds attend at a similar rate to 20–24 year olds,
with females in both age groups attending more frequently.
However, very few HPV vaccination doses were reported as
given. Considering HPV vaccination is provided free at AMSs in
NSW, these data highlight the need for better systems to support
AMSs to identify incompletely vaccinated Aboriginal adolescents
in addition to clinic-based prompts, reminders and feedback
reports to raise clinician awareness.
Disclosure of interest statement The Aboriginal Sexual and
Reproductive Health Program was funded by the New South
Wales Ministry of Health.
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Background General practitioners (GPs) can improve HIV and
sexually transmitted infection (STI) screening and advice for gay,
bisexual and other men who have sex with men (GBM) if they
are aware of a patient’s sexual orientation. We aimed to estimate
GP awareness of their GBM patients’ sexual orientation and
examine whether HIV and STI screening was associated with
this. These data will also inform policy debates about targeted
catch-up HPV vaccination strategies for adult GBM.
Methods We analysed anonymous self-completed data from
3168 GBM who participated in the community-based Gay Auck-
land Periodic Sex Survey (GAPSS) and internet-based Gay men’s
Online Sex Survey (GOSS) undertaken in New Zealand in 2014.
Participants were asked if their usual GP was aware of their sex-
ual orientation or that they had sex with men.
Results Half (50.5%) believed their usual GP was aware of their
sexual orientation/behaviour, 17.0% were unsure, and 32.6%
believed he/she was unaware. In multivariate analysis, GP aware-
ness was significantly lower if the respondent was younger, Asian
or an “other” ethnicity, bisexual-identified, had never had anal
intercourse or had first done so very recently or later in life, and
had fewer recent male sexual partners. GBM whose GP was
aware of their sexual orientation were more likely to have ever
had an HIV test (91.5% vs 57.9%; AOR 6.6), specific STI tests
(91.7% vs 68.9%; AOR 4.6), and were twice as likely to have
had an STI diagnosed.
Conclusions Lack of sexual orientation disclosure is resulting in
missed opportunities to reduce sexual health inequalities for
GBM. This is despite over 20 years of anti-discrimination law
and near complete legal equality. To address this, general practi-
ces should provide more proactive, inclusive and safe environ-
ments for sexual orientation minorities. Uptake of HPV
vaccination among sexually-active GBM will be suboptimal
unless communication about sexual orientation with GPs
improves.
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