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Abstract

Background: In April 2018, Tanzania introduced the human papillomavirus (HPV) vaccine 

nationally to 14-year-old girls, utilizing routine delivery strategies (i.e. vaccinating girls at health 

facilities and community outreach, including schools). We sought to assess awareness, feasibility, 

and acceptability of the HPV vaccination program among health workers and community-level 

stakeholders.
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Methods: We conducted cross-sectional in-person surveys among health workers, school 

personnel, community leaders, and council leaders in 18 council areas across six regions of 

Tanzania in October–November 2019. Regions were purposively selected to provide demographic, 

geographic, and vaccination coverage variability; sub-regional levels used random or stratified 

random sampling. Surveys included questions on HPV vaccine training and knowledge, delivery 

strategy, target population, and vaccine and program acceptability. Descriptive analysis was 

completed for all variables stratified by respondent groups.

Results: Across the 18 councils, there were 461 respondents, including health workers (165), 

school personnel (135), community leaders (143), and council leaders (18). Over half of each 

respondent group (50–78%) attended a training or orientation on HPV vaccine. Almost 75% 

of the health workers and school personnel respondent groups, and less than half (45%) of 

community leaders correctly identified the target age group for HPV vaccine. Most (80%) of the 

health workers indicated HPV vaccination was available at health facilities and schools; most 

(79%) indicated that the majority of girls receive HPV vaccine in school. Approximately half 

(52%) of all respondents reported hearing misinformation about HPV vaccine, but 97% of all 

respondents indicated that HPV vaccine was either “very accepted” or “somewhat accepted” in 

their community.

Conclusion: The HPV vaccination program in Tanzania was well accepted by community 

stakeholders in 18 councils; adequate knowledge of HPV vaccine and the HPV vaccination 

program was demonstrated by health workers and school personnel. However, continued technical 

support for integration of HPV vaccination as a routine immunization activity and reinforcement 

of basic knowledge about HPV vaccine in specific community groups is needed. The Tanzania 

experience provides an example of how this vaccine can be integrated into routine immunization 

delivery strategies and can be a useful resource for countries planning to introduce HPV vaccine 

as well as informing global partners on how to best support to countries in operationalizing their 

HPV vaccine introduction plans.
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1. Background

Cervical cancer is the fourth most common cancer among women worldwide with an 

estimated 570,000 new cases and over 310,000 deaths annually [1,2]. The World Health 

Organization (WHO) recommends human papillomavirus (HPV) vaccination for girls aged 

9–14 years for primary prevention of cervical cancer, in addition to increasing strategies 

for screening and treatment [3]. WHO recommends all countries proceed with nationwide 

HPV vaccine introduction, irrespective of the status of cervical cancer screening and 

treatment programs in-country [3]. Girls aged 9–14 years should receive two doses of HPV 

vaccine, separated by a minimum of six months; while there is no maximum interval, it is 

recommended the second dose should be no later than 12–15 months following the first dose 

in order to complete the series before becoming sexually active [3].
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The Tanzania Ministry of Health, Community Development, Gender, Elderly and Children 

(MoHCDGEC) first introduced HPV vaccine with Gavi, the Vaccine Alliance (Gavi) support 

through a 2-year HPV vaccine demonstration program in the Kilimanjaro region in 2014, 

to identify the best delivery and communication strategies to reach this new target age 

group for routine vaccination [4–6]. The target age group for the demonstration program 

was in-school girls enrolled in Standard 4 (aged 9-years or older) and out-of-school girls 

aged 9 years, residing in the Kilimanjaro region [4,6]. Two doses of the quadrivalent HPV 

vaccine were administered to each eligible girl with at least a six-month interval between 

doses. The Kilimanjaro region was selected due to its high levels of literacy and school 

attendance, well-performing Expanded Programme on Immunization (EPI) program, and 

robust and stable community infrastructure [7]. Its geographic and socioeconomic diversity 

among councils was another reason for this selection to learn from different conditions for 

implementation, such as urban vs. rural environments and mountainous vs. pastoral terrain, 

and to ultimately inform the national introduction [7]. The Kilimanjaro region implemented 

a campaign delivery strategy during the first year of the HPV vaccine demonstration 

program, delivering HPV vaccine at primary schools during a fixed time. During the second 

year of the demonstration program, they utilized routine delivery strategies, offering HPV 

vaccine at both fixed health facility and outreach sites (community, community mobile (>10 

km from the health facility), and school sites) [8]. Administrative vaccination coverage for 

both the first (HPV1) and second dose (HPV2) of HPV vaccine was 93% during the first 

year and 89% for HPV1 and 78% for HPV2 during the second year [8].

Following a successful demonstration program, Tanzania decided to introduce HPV vaccine 

into the national immunization program as primary prevention to address high cervical 

cancer burden. Tanzania had planned for a multiple-age cohort introduction to 9–14-year-old 

girls [3]. However, due to the limited global HPV vaccine supply since 2017, Tanzania was 

only able to receive enough HPV vaccine for a single-age cohort of girls. Tanzania selected 

the older age cohort of 14-year-old girls to ensure protection to the greatest number of girls 

because those girls would not be age-eligible in subsequent years (≥15 years old) [9,42]. 

The multiple-age cohort of 9–14-year-old girls would be vaccinated when sufficient HPV 

vaccine supplies became available; then Tanzania would continue routinely vaccinating 9-

year-old girls each year thereafter. Following the conclusion of the demonstration program at 

the end of 2016, the Kilimanjaro region continued vaccinating 9-year-old girls, to maintain 

continuity of their program.

The HPV vaccine was introduced into Tanzania’s national immunization schedule using a 

routine immunization delivery strategy with a two-dose, six-month interval schedule in April 

2018. HPV vaccine is available at health facilities and through outreach vaccination services 

at community sites, community mobile sites, and primary and secondary schools. Outreach 

occurs continuously throughout the year and frequency is determined by the health facility. 

Administrative vaccination coverage for HPV1 at the end of 2019 was 78% and 49% for 

HPV2.

As of January 2020, 104 (54%) of 194 countries had introduced HPV vaccine into their 

national immunization program globally, including 18 of the 27 countries approved for 

HPV vaccine support from Gavi [10,11]. While low- and lower-middle-income countries 
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(LMICs) have the greatest burden of cervical cancer, HPV vaccine introduction has lagged 

in these countries due to the cost of the vaccine and implementation and programmatic 

challenges, particularly in reaching this new target age group for routine vaccination [12–

14]. As more LMICs begin scale-up to nationwide vaccination, there are still many gaps 

in our understanding of the factors that underpin successful national HPV vaccine program 

implementation. Tanzania was among the first Gavi-supported countries to introduce HPV 

vaccine into their national immunization program, administering the vaccine to 14-year-old 

girls, through a routine delivery strategy [15–17,42]. We aimed to better understand the 

feasibility of Tanzania’s delivery strategy and the ability to reach the target population, key 

stakeholder awareness and acceptability of the HPV vaccine and program.

2. Methods

2.1. Evaluation Design

We conducted in-person cross-sectional surveys to assess the awareness, feasibility, and 

acceptability of the HPV vaccine and the vaccination program among health workers, school 

personnel (including teachers, school health teachers, and administrators), community 

leaders, and council leaders in selected areas of Tanzania.

2.2. Sampling strategy

Tanzania has 31 administrative regions, which can be grouped into seven zones [18]. We 

combined the Central and Western zone of Tanzania and purposively selected one region 

within each of the six zones: 1) North, 2) Coastal, 3) Lake, 4) Southern Highlands, and 

5) Central/Western and 6) Zanzibar [18]. Regions were selected in collaboration with 

in-county partners, based on administrative coverage of HPV1 in 2018, population size 

and demographics, including ethnic or religious minority groups, and urban and rural 

geography to ensure variability across all sampling considerations. We selected Dar es 

Salaam, Kilimanjaro, Iringa, Tabora, and Geita regions, and the entirety of Zanzibar (Pemba 

and Unguja Island) due to its small geographic size (Fig. 1) [19].

Each selected region and Zanzibar have between 5 and 11 council areas. We conducted 

a stratified random sampling of three councils per selected region and Zanzibar (Fig. 2). 

Council and health facility-level sampling frames were provided by the MoHCDGEC and 

Ministry of Health Zanzibar. In each selected region and Zanzibar, we randomly selected 

one urban (Municipal Council, Town Council, or City Council) and two rural (District 

Council) councils. In Dar es Salaam and Zanzibar with no rural council designations, we 

randomly selected 3 councils from a list of all councils.

To identify health facilities, we conducted a stratified random sampling of health facilities 

from a list of all operating public health facilities (median = 22.5; range = 10–60 health 

facilities in each selected council). In each council area, we included the district hospital 

(one per council in selected councils) and randomly selected one health center, and two 

dispensaries (primary health units or 1st line clinics in Zanzibar). If one type of health 

facility was not present in the council, we randomly selected another health facility (of any 

type) from the full listing. We also randomly selected two additional health facilities (of any 
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type) as replacement facilities in case the surveys could not be administered in the selected 

facilities due to any reason including logistical challenges or refusals.

In Dar es Salaam and Kilimanjaro regions, we also randomly selected two private health 

facilities per council from a list of all operating private health facilities because there were 

anecdotal reports that some private health facilities were also offering HPV vaccine. Because 

this was not part of our original sampling frame, we elected to only include private health 

facilities in two regions, Dar es Salaam and Kilimanjaro region, due to budgetary constraints 

and because these regions have the largest concentration of private health facilities.

One primary and one secondary school associated with the selected health facilities were 

selected at random from a full listing of schools within the health facility’s catchment area 

provided by the health facility.

2.3. Survey population

In each region, teams of data collectors sought to conduct 1 council-level, eight health 

worker (12 health worker in Dar es Salaam and Kilimanjaro region due to the addition of 

two private health facilities), eight school personnel (four primary school and four secondary 

school personnel), and eight community leader surveys (Fig. 2).

Data collectors administered the surveys to the individuals most involved with the HPV 

vaccine introduction at all levels – council, health facilities, and schools. The council-level 

survey was administered to either the Council Immunization or Assistant Immunization 

Officer. The health worker survey was administered to the two health workers most closely 

involved with HPV vaccination in each selected health facility. In schools, the primary 

contact for the HPV vaccination program was interviewed (e.g., school health teacher, head 

teacher of the target population’s grade-level). We also interviewed one school personnel 

each at the selected primary and secondary schools per health facility catchment area.

Within each health facility catchment area, two community-level surveys were administered 

to respondents from any two different categories: 1) Political community leader (e.g., ward 

executive officer, village executive officer, village chairperson); 2) Religious community 

leader (e.g., village imam); 3) Administrative representative (e.g., councilor); 4) Traditional 

healer; 5) Community health volunteer; 6) Influential community member (e.g., lead mother 

in women’s group, health facility governing committee member). Health facility staff 

assisted in identifying the most appropriate community leaders in their catchment area, 

given the context of the community and council.

2.4. Surveys and data collection

We developed surveys for each respondent group in English and translated them 

to Kiswahili. The questions included demographics, training and knowledge on HPV 

infection and HPV vaccine, delivery strategy, target population, and vaccine and program 

acceptability. Some questions were asked of all respondent groups, while other questions 

were tailored for specific respondent groups. Surveys were adapted to the country-context 

and piloted and field-tested in the country outside the selected regions before data collection.
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Surveys were administered in Kiswahili in October–November 2019 after recruiting and 

training the data collectors. Data collectors administered all surveys in-person and entered 

responses into android-based password-protected tablets via Open Data Kit (ODK) software 

(https://getodk.org/) [20]. Data collectors obtained written informed consent from all 

participants prior to administering the survey.

2.5. Data analysis

We analyzed data using SAS software Version 9.4 (Cary, North Carolina, USA) and 

completed descriptive analysis for all variables, including demographics, training and 

knowledge, delivery strategy, target population, and vaccine and program acceptability 

stratified by respondent groups.

Ethical approval—The evaluation protocol was reviewed by the U.S. Centers for Disease 

Control and Prevention Human Subjects Office and received a non-research determination. 

The protocol was also granted Institutional Ethics Clearance from the IHI Institutional 

Review Board (IRB) and approval from the Tanzanian National Health Research Ethics 

Review Committee and Zanzibar Medical Research Committee. Prior to data collection, 

we also obtained written permission from the Office of the President of the Regional 

Administration and Local Government (PORALG) to visit the selected regions and councils.

3. Results

A total of 461 surveys were completed from health workers (165), school personnel (135), 

community leaders (143), and council leaders (18) (Table 1). The data reflects survey 

responses collected from 18 councils, 72 public health facilities, 12 private health facilities, 

and 135 schools. There were no notable differences in responses between health workers at 

public vs. private health facilities; therefore, responses from health workers at public and 

private health facilities are presented together. Of the 135 schools visited, 93 (69%) were 

primary schools and 42 (31%) were secondary schools; 97% of all schools were public 

schools (data not shown). Table 1 and Table 2 show the demographics and professions of 

the health workers, school personnel, community leaders, and council leaders interviewed, 

respectively.

3.1. HPV vaccine delivery and program feasibility

Health workers reported that girls could receive HPV vaccine at the health facility (80%), 

primary school (88%), secondary school (51%), and community outreach or community 

mobile outreach (12% each) (Table 3). Among school personnel, 99% indicated that girls 

could receive HPV vaccine at the health facility, 60% at primary school, and 43% at 

secondary school. Overall, 79% of health workers indicated that the majority of girls receive 

HPV vaccination at school (primary or secondary).

Most (88%) health workers indicated that their health facility added outreach vaccination 

efforts specifically for HPV vaccine (Table 3). Additional outreach efforts included the 

addition of a location (e.g., school) or increased frequency to existing outreach locations. 

Health workers most frequently reported additional outreach efforts at primary (77%) and 
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secondary schools (51%). Although 30% of the health workers and 43% of the school 

personnel indicated their workload had “greatly increased” or “somewhat increased” as 

a result of HPV vaccine introduction, all reported that the workload was manageable. 

However, the majority of health workers (69%) and school personnel (57%) indicated that 

there was “no difference” in their workload with HPV vaccine introduction.

When asked about the integration of HPV vaccine into the routine immunization program 

in the Kilimanjaro region (HPV vaccination since 2014), approximately one-third of the 

health workers (31–39%) felt that HPV vaccine was either “very integrated”, “somewhat 

integrated”, or “not very integrated” with existing routine immunization activities in the 

region (Table 3). Among school personnel, almost half (48%) indicated that they felt HPV 

vaccine introduction was not well integrated with routine immunization.

3.2. Reaching the target population – In-school and Out-of-school girls

Excluding the Kilimanjaro region, 39% (51/129) of the health workers and 31% (35/112) of 

the school personnel reported that > 80% of the 14-year-old girls in their community were 

attending school, and 38% (49/129) of the health workers and 35% (39/12) of the school 

personnel indicated 50–80% of girls in the target age group were in school (Table 4). In 

the Kilimanjaro region, higher percentages of health workers and school personnel indicated 

>80% of the 9-year-old girls were in school (53% (19/36) and 57% (13/23), respectively). 

Half (50%) of the school personnel reported telling girls to visit the health facility to be 

vaccinated if they were absent on the day of HPV vaccination at the school, and 19% 

reported that they let the absent girl know she can be vaccinated during the next health 

worker visit to the school.

Regarding out-of-school girls, 45% of the health workers said that they utilize community 

leaders to identify out-of-school girls in the target age group and 32% said they utilize 

village health workers, while 17% said that there were no additional efforts made to find 

these girls (Table 4). Almost half (43%) of the school personnel indicated that they knew 

out-of-school girls in their communities who were in the target age group for HPV vaccine. 

When asked what they do with these girls regarding HPV vaccination, 40% indicated that 

they “do nothing.”

3.3. Training and knowledge about HPV vaccine

Among health workers, school personnel, and council leaders, over two-thirds attended a 

training or orientation on HPV vaccine, though only 50% of community leaders reported to 

have attended a training. All respondents who attended a training or orientation indicated 

that they understood the content of the training either “well” or “very well” (Table 5).

Most health workers (88%) and school personnel (76%), and half (52%) of community 

leaders correctly identified that HPV infection can cause cervical cancer (Table 5). 

However, community leaders reported that HPV infection causes death (71%) and infertility, 

miscarriage, or complications during birth (67%).

Three-quarters of the health workers (73%) and school personnel (74%) correctly identified 

the target age group for which HPV vaccine was recommended in Tanzania in 2019 
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(14-year-old girls nationally and 9-year-old girls in the Kilimanjaro region); however, less 

than half (45%) of the community leaders correctly identified the target age groups for 

HPV vaccine (Table 5). Most (88%) health workers identified the correct HPV vaccine 

dosing schedule for non-immunocompromised girls (2 doses); 87% identified the minimum 

six-month interval between the two doses of HPV vaccine (Table 5).

3.4. Acceptability of the HPV vaccination program

Overall, among all respondents (N = 461) 98% felt it was very important for girls to 

receive HPV vaccine and 100% felt confident about recommending the vaccine to girls and 

caregivers (Fig. 3). When asked how serious a disease cervical cancer is, 88% indicated 

that it was either “very serious” or “somewhat serious.” When asked about the community 

perspective, 97% of all respondents indicated that HPV vaccine was either “very accepted” 

or “somewhat accepted”. There were no large differences in responses by respondent group.

However, approximately half of all respondents reported having heard misinformation about 

HPV vaccine (Table 6). Of those, the most common misinformation was “HPV vaccine will 

affect girl’s fertility”; ≥91% of respondents across all respondent groups reported hearing 

this misinformation. Other commonly reported misinformation stated that HPV vaccine will 

cause cervical cancer and that the vaccine is not safe. All respondent groups indicated a 

limited supply of social mobilization and communication materials on HPV vaccine (e.g. 

flyers and posters).

4. Discussion

The experience of introducing HPV vaccine nationally in Tanzania (2018–2019) illustrates 

how to operationalize the routine delivery of this vaccine in a LMIC setting. In Tanzania, 

HPV vaccine is available at health facilities and community outreach sites, including the 

traditional routine immunization outreach locations, as well as primary and secondary 

schools. Because HPV vaccine targets a previously untargeted age group for vaccination, 

integrating HPV vaccine into the routine delivery strategy required some adaptation. 

Most health workers reported that their health facility increased outreach efforts with the 

HPV vaccine introduction. Tanzania integrated school-based vaccination into the existing 

routine immunization infrastructure, adding schools as routinely visited outreach sites, 

minimizing the additional resources and reallocation of resources needed for campaigns 

and underscoring the importance of schools to deliver HPV vaccine, even within a routine 

delivery strategy.

Interviewed health workers and school personnel reported high percentages of 14-year-old 

girls being out-of-school. Health facilities, traditional community, and community mobile 

outreach are the necessary channels to reach out-of-school girls and other girls missed 

during school outreach vaccinations [16,17,21,22]. This comprehensive approach of utilizing 

all routine delivery strategies is needed to achieve equitable high HPV vaccination coverage. 

School personnel also reported that they knew out-of-school girls in the target age groups in 

their community, but they did not educate them regarding HPV vaccine. Additional efforts 

to educate and involve school personnel and other community stakeholders are needed to 

ensure they are advocating for HPV vaccination to all girls within the target age groups, 
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regardless of school attendance. This is also critical to ensure girls receive the second dose 

of HPV vaccine as they may be out-of-school when the second dose is needed. To further 

promote equity and increase HPV vaccination coverage, targeted messaging and social 

media strategies to increase community engagement are also needed.

Because HPV vaccination involves a broad range of stakeholders, continued multisectoral 

collaboration for the HPV vaccination program is key to its success [22–26]. Results 

from this evaluation specific to the Kilimanjaro region, which has been providing HPV 

vaccination since 2014, demonstrate the difficulty in integrating HPV vaccine into a health 

facility’s routine immunization workplan. While additional program evaluation may be 

needed to determine the exact bottlenecks to HPV vaccine integration, this illustrates the 

need for continued technical assistance to health facilities, as it can take many years for 

HPV vaccine to be fully integrated into a health facility’s workplan with ongoing school, 

community, and community mobile outreach. All levels of the health and education systems 

should continue to strengthen the partnership between these sectors. Tanzania may also 

consider a reallocation of funds within the immunization budget to account for the increased 

effort to deliver HPV vaccine in schools. Additional support to the health facilities with their 

budget planning will also be beneficial to assure the sustainability of the routine delivery 

approach, including school-based vaccination [14].

While knowledge of HPV vaccine among health workers and school personnel was 

adequate, there were some areas in need of reinforcement for health workers, particularly 

around target age-eligibility and contraindications. Considering high staff turnover, 

sustained provision of supportive supervision and supplementary learning materials for 

the health workers and school personnel will be necessary to enhance knowledge [26–

28]. Additionally, community leaders showed low basic knowledge of HPV vaccination, 

including the target age groups for HPV vaccine and the dosing schedule. Community 

leaders are a potential underutilized resource to reach girls and caregivers with information 

about HPV vaccination [29–32]. Empowering community leaders through established 

community meetings may help increase knowledge and awareness and equip them to be 

advocates for the HPV vaccination program.

HPV vaccine was well-accepted by all groups, which has likely contributed to the higher 

coverage of the first dose of HPV vaccine. However, additional efforts are still needed to 

raise and sustain awareness within the community, particularly regarding the second dose 

of HPV vaccine, and to mitigate misinformation. Although the reported misinformation did 

not appear to have a large impact on the acceptance of HPV vaccine in the council areas 

surveyed, this misinformation was reported to be circulating in the community; thus, it still 

has the potential to negatively impact vaccine acceptance or even cause broad loss of trust 

in immunizations or other government-led public health initiatives. As a new immunization 

program, continuous awareness raising around the HPV vaccination program is necessary 

[25,33–37,43]. Health workers, school personnel, and community leaders need to be 

equipped with tools to address potential misinformation in their community continuously as 

part of routine delivery of the vaccine. The print materials provided during the introduction 

should be updated to address any new gaps and misinformation, and particularly emphasize 

second dose vaccination, and reprinted and redistributed to ensure key stakeholders have up-
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to-date written information for dissemination within their communities. Additional training 

to key stakeholder groups around how to best discuss full HPV vaccination with the 

community, paired with these print materials, may also increase community understanding. 

Continuing to raise community awareness and fighting misinformation from spreading in the 

community is necessary for program success; these strategies will also help to sustain the 

high demand and acceptance of HPV vaccine reported across all stakeholders interviewed 

[25,32,33,35,37–39,43].

Since the nationwide HPV vaccine introduction in April 2018, Tanzania has made efforts 

to address misunderstandings of the delivery strategy, the difficulties of integrating school 

outreach into health facility workplans, and identifying girls in the target age groups. 

In 2019, Tanzania MoHCDGEC conducted supportive supervision visits to every region 

and utilized regional Immunization Performance Review meetings to address performance 

issues. Tanzania also developed a 2020 HPV vaccination coverage improvement plan aimed 

at increasing and maintaining at least 80% 2-dose coverage among target 14-year-old girls 

by the end of the year. However, due to the COVID-19 pandemic, HPV vaccination was 

interrupted because of school closures for several months. In response, Tanzania has begun 

implementing an HPV vaccine-specific recovery plan. Key action items include formal 

communications with the Ministry of Education (MoE) regarding HPV vaccination in 

schools and involvement of the MoE in the EPI technical working group; printing and 

disseminating additional HPV vaccine social mobilization materials to communities and 

schools; and the production and dissemination of TV and radio spots.

Tanzania has shown that it is possible to introduce HPV vaccine nationally, using routine 

delivery strategies, with the inclusion of school-based vaccination, targeting the older age-

cohort of 14-year-old girls. Although reaching 14-year-old girls has been more resource-

intensive than a younger target age group due to the need to conduct outreach across both 

primary and secondary schools and intensified outreach to out-of-school girls, this effort has 

been feasible for Tanzania. The delivery strategies and target age group for HPV vaccine in 

Tanzania may be a consideration for other countries planning to introduce HPV vaccine if 

this level of effort is achievable. Equipping all individuals with correct information about 

HPV vaccine, supporting health facilities in outreach planning, and continuing to raise 

awareness will be essential to sustain Tanzania’s HPV vaccination program beyond the 

1–2-year introduction phase.

4.1. Limitations

This program evaluation aimed to better understand the diversity of experience with the 

HPV vaccination program introduction in Tanzania and identify areas of improvement from 

purposively selected geographical areas. It was not meant to be nationally representative; 

thus, the results cannot be extrapolated to the entire country. However, these findings 

provide a snapshot of the current situation of the HPV vaccine program in selected areas 

to help inform needs for modifications and future program decision-making. Data were also 

collected over a year after the national HPV vaccine introduction and there may have been 

some information loss due to staff turnover since the introduction as not all staff involved 

during the introduction were available for interview.
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The surveys were piloted and adapted to the country-context; however, there were still areas 

in which they could have been improved. For example, a multiple-response option would 

have been more appropriate for certain questions indicating a single-response. Furthermore, 

some questions and response choices lacked clarity leading to potential misinterpretation.

5. Conclusion

In 2018, WHO issued a call to action toward global cervical cancer elimination with a global 

target of 90% of girls being vaccinated with HPV vaccine by 15 years of age [40]. There 

are 11 additional Gavi-eligible countries projected to introduce HPV vaccine nationally by 

2022 [41]. As countries plan their national introductions, the Tanzania experience provides 

useful insight into using and adapting routine immunization delivery strategies to deliver 

HPV vaccine to an older-age cohort, and the feasibility and challenges of this approach. 

Tanzania’s experience also provides insight to global partners on how to improve their tools 

for countries around programmatic decision-making regarding delivery and communication 

strategies, and how best to support countries in operationalizing their plans.
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Fig. 1. 
Map of Tanzania by zone and region—The HPV vaccine program community awareness, 

feasibility, and acceptability surveys, October–November 2019 [19].
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Fig. 2. 
Sampling approach for the HPV vaccine program community awareness, feasibility, and 

acceptability surveys, Tanzania, October – November 2019. This sampling approach was 

replicated for each region (Kilimanjaro, Iringa, Tabora, and Geita) and Zanzibar.
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Fig. 3. 
Acceptability of the human papillomavirus vaccination program—Responses from the health 

workers, school personnel, community leaders, and council leaders interviewed for the HPV 

vaccine program community awareness, feasibility, and acceptability surveys, Tanzania, 

October–November 2019, N = 461.
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Table 2

Profession or role of the health workers, school personnel, community leaders, and council leaders interviewed 

for the HPV vaccine program community awareness, feasibility, and acceptability surveys, Tanzania, October–

November 2019.

Profession or Role n (%)

Health Workers, N = 165

Health Facility In-Charge 13 (8)

Nursing Assistant 39 (24)

Nurse 70 (43)

Midwife 22 (13)

Clinician 7 (4)

Other 14 (8)

School Personnel, N = 135

Teacher 35 (26)

School Health Teacher 85 (63)

School Administrator 10 (7)

Other 5 (4)

Community Leaders, N = 143

Political Leader 25 (17)

Religious Leader 10 (7)

Administrative Representative 1 (1)

Community Health Worker or Volunteer 54 (38)

Influential Community Member 48 (34)

Other 5 (3)

Council Leaders, N = 18

Council Immunization or Vaccination Officer 14 (78)

Council Assistant Immunization or Vaccination Officer 4 (22)
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