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Synopsis
In 1999, the Florida State Legislature established and funded the statewide
Hepatitis Prevention Program (HPP) to address growing concern about hepatitis C virus (HCV) and its potential public health burden. HPP supports county
health departments’ (CHDs’) provision of viral hepatitis prevention services to
at-risk adults through free hepatitis A and B vaccine in most CHDs and hepatitis serologic testing and statewide viral hepatitis-related education, consultation, and referral services. Some CHDs are directly funded by HPP.
In 2001–2005, HPP support helped CHDs provide 59,228 hepatitis A and
74,039 hepatitis B vaccinations statewide. In 2005, HPP supported almost
17,000 hepatitis B and C tests. From January to June 2005, 1,603 positive HCV
tests were reported, a 9.5% seropositivity rate.
With $24 million from the Florida State Legislature through 2006, HPP has
helped CHDs statewide provide substantial viral hepatitis prevention services
to at-risk adults.
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Because of concerns about hepatitis C virus (HCV)
infection in Florida, in 1998, the Florida State Legislature and the Florida Department of Health (FDOH)
considered possible hepatitis prevention programs.
This consideration, along with the perceived need for
a dedicated hepatitis prevention program and the availability of funds, resulted in an appropriation of $2.5
million by the Legislature to establish the Florida Hepatitis and Liver Failure Prevention and Control Program
(Hepatitis Prevention Program [HPP] hereafter). HPP
was designed to support county health departments’
(CHDs’) provision of viral hepatitis prevention services
to at-risk adults1 through hepatitis A and B vaccine;
hepatitis serologic testing; and statewide viral hepatitisrelated education efforts, consultation, and referral
services (e.g., drug treatment, social support, medical
evaluation). HPP does not pay for medical evaluation
or treatment. The Legislature has continued to support
HPP by appropriating $3.5 million in fiscal years (FY)
2000 and 2001 and $3.4 million annually thereafter,
for a total of $24 million through FY 2006.
HPP directly funds 13 Florida CHDs to support
hepatitis prevention activities in those counties. Since
HPP started in 1999, six populous counties (Broward,
Collier, Miami-Dade, Monroe, Pinellas, and Polk) have
received substantial annual funding to support dedicated HPP staff—including a hepatitis program coordinator, nurse, and clerk—and to purchase hepatitis A
and B vaccine and serologic testing for hepatitis A, B,
and C. In 2005, the six high-funded counties received
$150,000 to $338,000 in direct HPP funding for a total
of $1.5 million, approximately half of the annual HPP
appropriation (Table 1). The high-funded counties
included about one-third of Florida’s adult population
aged 18 and older in 2005 (4.7 of 13.9 million).2
Table 1. Florida counties, by 2005 adult population
(aged 18 and older) and direct funding amount
County (city)
Broward (Ft. Lauderdale)
Collier (Naples)
Miami/Dade (Miami)
Monroe (Key West)
Pinellas (St. Petersburg)
Polk (Bartow)

2005 adult
population (percent)

2005 HPP
funding

1,342,379
260,246
1,821,799
67,811
770,813
411,371

$306,491
$186,012
$338,468
$150,000
$284,000
$262,768

Total: high-funded counties

4,674,419 (34)

Total: all other counties

9,255,879 (66)

N/A

State total

13,930,298

N/A

HPP 5 Hepatitis Prevention Program
N/A 5 not applicable

$1,527,739
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The seven other directly funded CHDs have received
substantially less supplemental funding than the six
high-funded CHDs, and for the purposes of this article,
have been combined with the remaining 54 counties
that do not receive direct HPP funding (hereafter “lowfunded counties”). The low-funded counties receive
free hepatitis A and B vaccine and hepatitis A, B, and
C serologic testing from HPP and can use general
revenue funds to support other hepatitis services. To
receive these free HPP services, CHDs are required
to submit a completed individual risk assessment for
each vaccination or serologic test performed. A map
showing Florida’s 67 counties by HPP funding level is
shown in the Figure.
program activities
The Florida Viral Hepatitis Council, with 20 community, academic, and health department members,
was established in 2004 to advise HPP.3 The Council
developed a statewide strategic plan for 2005–2007
that sets specific goals and objectives to guide viral
hepatitis prevention and control in Florida. The plan
is updated every year.
Hepatitis A and B vaccination
HPP allocates adult hepatitis A and B vaccine to CHDs
based on the counties’ past use of vaccine as recorded
in the Florida Health Clinic Management System,
an integrated statewide clinic management system
designed to provide service delivery and operational
support to the CHDs through specific modules (e.g.,
billing, immunization, laboratory). The vaccine allocations are updated annually and are used to estimate
vaccine orders for the state and prevent the accumulation of vaccine nearing expiration. Monthly, CHDs
must account for every dose of vaccine they receive
from HPP.
Many CHDs draw blood for serologic testing when
they administer the first vaccine dose. Because the
FDOH program purchasing policy is to procure
hepatitis A and hepatitis B vaccine evenly from the
two U.S. manufacturers, and because of cost considerations, almost all CHDs use monovalent hepatitis A
or B vaccine rather than combined hepatitis A and B
vaccine.
From 2001 to 2005, the statewide annual mean number of hepatitis A vaccinations was 8,726 (range: 4,416
to 16,386) (Table 2). Based on 2005 population data,
the annual average rate of hepatitis A vaccination per
100,000 population was 99.9 in high-funded counties
and 77.5 in low-funded counties, although the average
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Figure. Florida Hepatitis Prevention Program, funded counties

      LEGEND
Funded CHDs (6)
Supplemental funded CHDs (7)

CHD 5 county health department

estimated completion rate for the two-dose series was
higher in low-funded counties (29.4% vs. 19.2%).
From 2001 to 2005, the statewide annual average
number of hepatitis B vaccinations was 15,828 (range:
5,100 to 20,613) (Table 3). Based on 2005 population
data, the annual average rate of hepatitis B vaccination per 100,000 population was about three times
higher in high-funded counties (206.1, 48,164/4.67
million population) than in low-funded counties (66.9,
38,263/9.26 million), although the mean estimated

completion rate for the three-dose series was similar
(27% and 30%).
Hepatitis A, B, and C serologic testing
Beginning in March 2001, free hepatitis serologic testing through the FDOH state laboratory was offered to
the 61 low-funded counties (the six high-funded counties were required to use HPP funds for testing). The
initial testing panel included markers for hepatitis B
virus (HBV) infection (hepatitis B core antibody [anti-
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Table 2. Number of monovalent hepatitis A vaccinations, by funding category and dose number, 2001–2005
High-funded counties (n56)
Year

Total

Dose 1

2001
2002
2003
2004
2005b

2,237
9,028
4,902
4,189
2,987

1,909
7,747
4,453
3,213
2,264

Total

23,343

19,586

Low-funded counties (n561)

Dose 2
(percent)a

Total

Dose 1

(17.2)
(16.5)
(10.1)
(30.4)
(31.9)

2,179
7,358
9,006
9,145
8,197

1,627
5,919
7,633
6,556
5,987

3,757 (19.2)

35,885

27,722

328
1,281
449
976
723

Dose 2
(percent)a
552
1,439
1,373
2,589
2,210

State total

(33.9)
(24.3)
(18.0)
(39.5)
(36.9)

4,416
16,386
13,908
13,334
11,184

8,163 (29.4)

43,628

Percentage is the ratio of the vaccine series, which is equal to the number of second doses divided by the number of first doses multiplied by
100.
a

Clinic services in many county health departments were impacted by four hurricanes in 2005.

b

HBc], hepatitis B surface antibody [anti-HBs], and
hepatitis B surface antigen [HBsAg]) and HCV infection (antibodies to HCV, or anti-HCV). Beginning in
late 2003, based on Centers for Disease Control and
Prevention (CDC) guidelines for HCV testing and
reporting, positive anti-HCV screening tests with a high
signal-to-cutoff ratio were reported as positive without
supplemental testing (e.g., recombinant immunoblot
assay, polymerase chain reaction).4 In 2004, testing for
hepatitis A virus (HAV) infection (anti-HAV) was added
to the panel to allow serologic testing for immunity
when the first dose of hepatitis A vaccine was given.
Serologic data are maintained in a database that links
data from client-completed risk assessments with
laboratory testing results for the low-funded counties.
Serologic testing data are not available for the six
high-funded counties.
The 61 low-funded counties conducted 13,429 tests
for anti-HAV in 2004 and 16,806 tests from January

to June 2005. During this 18-month period, 7,873
of 30,235 (26%) anti-HAV tests were positive. There
was a large increase in the number of anti-HBc tests
conducted from 2002 (9,058), the first full year in
which free hepatitis B testing was available to CHDs,
to the first six months of 2005 (16,873); however, the
proportion of positive anti-HBc tests varied little over
this period (11.1% to 13.9%) (Table 4). The proportion of people testing positive for anti-HBc who also
tested positive for HBsAg ranged from 7.6% to 10.0%
(or 0.9% to 1.1% of all people tested for anti-HBc).
The total number of HCV tests in low-funded counties increased from 9,219 in 2002 to 16,871 in the first
six months of 2005, but the proportion of positive tests
decreased from 12.5% (1,149 positive tests) to 9.5%
(1,603 positive tests) (Table 5). The percentage of
all HCV tests that were among self-reported injection
drug users (IDUs) ranged from 7.5% (2004) to 9.4%
(2003), and the anti-HCV prevalence among IDUs

Table 3. Number of monovalent hepatitis B vaccinations, by funding category and dose number, 2001–2005
High-funded counties (n56)
Year

Total

Dose 1

Dose 2

2001
2002
2003
2004
2005b

3,656
12,486
12,536
12,028
7,458

1,989
6,631
7,173
7,168
4,653

1,021
3,699
3,453
3,178
1,807

Total

48,164

27,614

13,158

Low-funded counties (n561)

Dose 3
(percent)a

Total

Dose 1

Dose 2

(32.5)
(32.5)
(26.6)
(23.5)
(21.4)

3,710
16,900
17,803
15,873
14,952

2,266
9,911
9,726
8,217
8,143

1,024
4,673
5,091
4,693
4,204

7,392 (26.8)

69,238

38,263

19,685

646
2,156
1,910
1,682
998

Dose 3
(percent)a
420
2,316
2,986
2,963
2,605

State
total

(18.5)
(23.4)
(30.7)
(36.1)
(32.0)

5,100
19,475
20,613
19,684
14,267

11,290 (29.5)

79,139

Percentage is the ratio of third doses (i.e., rate of completion) relative to the number of first doses, which is equal to the number of third doses
divided by the number of first doses multiplied by 100.
a

Clinic services in many county health departments were impacted by four hurricanes in 2005.

b
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Table 4. Hepatitis B testing and outcomes in low-funded counties, 2001–2005a
Year
2001
2002
2003
2004
2005d

Total number
anti-HBc tests

Total number
anti-HBc1 (percent)

3,427
9,058
12,423
15,319
16,873

476
1,239
1,495
1,708
2,063

Total number
HBsAg testsb

(13.9)
(13.7)
(12.0)
(11.1)
(12.2)

Total number
HBsAg1 (percent)c

473
1,235
1,487
1,707
2,057

36
102
118
170
187

(7.6)
(8.3)
(7.9)
(10.0)
(9.1)

Hepatitis Prevention Program does not track serologic testing in the six high-funded counties.

a

b

Among those with positive core antibody tests.

Among those with positive core antibody tests who were tested for surface antigen.

c

d

Through June 30, 2005.

anti-HBc 5 hepatitis B core antibody
HBsAg 5 hepatitis B surface antigen

tested was similar each year, for a mean of 49.3%. In
contrast, the anti-HCV positivity rate among people who
did not disclose injection drug use ranged from 5.5%
(633/11,388 tests in 2003) to 10.7% (364/3,417 tests
in 2001) during this time period (data not shown).
Referrals and follow-up of people
with positive anti-HCV tests
Clients with positive anti-HCV tests were counseled on
risk reduction, reduction of alcohol intake, available
treatments, the need for medical evaluation, and the
benefits of receiving hepatitis A and B vaccinations.
Clients in very few counties were reported to have
access to clinicians who provide medical evaluation on
a sliding fee, and many clients with positive anti-HCV
tests seen in CHDs were reported to have limited or
no health insurance. Therefore, many of these clients
are unlikely to be able to access medical evaluation

or treatment. To help address this gap, in 2004, HPP
helped establish the Florida Hepatitis Collaboration,
Assessment, Resources and Education (HEP-CARE)
project—a partnership between FDOH, the University
of Florida, and pharmaceutical companies—to provide
hepatitis care and treatment to indigent clients who
are medically qualified. The pilot site for Florida HEPCARE is Alachua County (Gainesville, Florida).
Since the program began in February 2005, 47 clients with positive anti-HCV tests have been referred for
medical evaluation and possible treatment. Of these,
21 clients were started on treatment with long-acting
interferon and ribavirin. As of September 2006, six
clients have completed treatment. One achieved a
sustained virologic response (undetectable virus six
months after the end of treatment) and one relapsed.
Four others had undetectable levels of virus at the end
of treatment, and follow-up to determine whether they

Table 5. Hepatitis C testing and outcomes in low-funded counties, 2001–2005a
All clients
Year
2001
2002
2003
2004
2005b

Total number
tests

IDU clients

Total number
anti-HCV1 (percent)

3,727
9,219
12,570
15,502
16,871

521
1,149
1,214
1,478
1,603

(14.0)
(12.5)
(9.7)
(9.5)
(9.5)

Number IDU tests
(percent of total number tests)
1310 (8.3)
821 (8.9)
1,182 (9.4)
1,158 (7.5)
N/A

Number IDU anti-HCV1
(percent)
157 (50.6)
409 (49.8)
581 (49.2)
564 (48.7)
N/A

Hepatitis Prevention Program does not track serologic testing in the six high-funded counties.

a

b

Through June 30, 2005.

IDU 5 injection drug user
anti-HCV 5 antibody to hepatitis C virus
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are sustained responders is underway. If this pilot is
successful, Florida HEP-CARE may be expanded to
other counties.
Training initiatives
HPP has sponsored two distance-learning opportunities to help ensure that CHD staff is trained to provide
comprehensive viral hepatitis prevention services. Since
November 2003, HPP has offered a quarterly Web-based
training, “Hepatitis 101 for Counselors and Outreach
Workers.” Each session trains 40 to 50 participants, and
approximately 450 staff members have been trained to
date. Since 2004, HPP has conducted eight sessions of a
“Viral Hepatitis Serology Workshop” teleconference on
serologic testing and interpretation of test results with
a total of 225 participants, including CHD physicians,
nurses, and epidemiologists, and clinical laboratory
and emergency medical staff members.
Quality improvement
HPP provides assistance for some of FDOH’s quality
improvement (QI) site visits to help build local capacity
for viral hepatitis integration. Large counties, including the six high-funded ones, usually receive annual
QI site visits, and smaller counties may receive a site
visit every two to three years. QI site visits are used to
review program activities and identify technical assistance and training needs. For example, QI identified
a client flow problem in a sexually transmitted disease
(STD) clinic for clients who returned specifically for
second or third doses of vaccine. These clients had to
wait a long time to be seen, so a vaccine cooler was
provided in the STD clinic so nurses could vaccinate
on-site. In addition, HPP learned through QI site visits
that, because resources for medical evaluation and
treatment are nonexistent, many CHDs are concerned
about HCV testing.
DISCUSSION
HPP was created in 1999 to address growing concern
about viral hepatitis and its potential public health burden in Florida. Funded and managed at the state level,
HPP has been able to expand services largely because
of its close collaboration with the CHDs, whose staff
are state employees, and various state entities, including the Bureaus of HIV/AIDS (within which HPP is
now located), Epidemiology, Immunization, and the
Tuberculosis and Refugee Health programs. Since
1999, Florida has been one of three states that have
received substantial legislative appropriations to support viral hepatitis prevention services. California had
a one-time appropriation of $1.5 million for hepatitis C
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activities, which was expended by the end of 2003; in
1999, approximately $6 million was appropriated in
Texas for hepatitis C education and services for 2000
to 2005.5,6 Only the Florida State Legislature has continued appropriations into 2006.
Viral hepatitis prevention services are offered in
most of Florida’s 67 CHDs through programs serving
at-risk adults (e.g., human immunodeficiency virus
[HIV], STD, immunization) and other programs serving a mixture of low- and at-risk adults (e.g., Family
Health Services). Direct HPP funding for personnel
was associated with greater hepatitis B vaccination in
high-funded counties compared with other counties,
although completion rates were comparable. In the
61 low-funded counties, partial data from 2005 show
that, by year’s end, the numbers of hepatitis A and B
tests performed will be approximately twice the number performed in 2004. Florida is fortunate in that a
low-cost hepatitis serology panel is available through
the state public health laboratory, making it feasible to
conduct widespread testing in CHDs. In other settings,
however, it may not be economically feasible to conduct
pre-vaccination testing for HAV and HBV. CDC recommends that the decision to conduct pre-vaccination
testing be based on cost-effectiveness or a decision to
identify individuals with chronic HBV infection.7
The decreasing anti-HCV positivity suggests that
(1) increasing numbers of lower-risk people are
being tested and/or (2) anti-HCV positivity among
IDUs could be decreasing. If funds are limited and
to minimize false positive results, CDC recommends
targeting high-risk groups for HCV testing.8 However,
because Florida has access to a low-cost testing panel
that includes anti-HCV, the additional cost of anti-HCV
testing is negligible. In addition, given that 5.5% to
10.7% of people tested who do not disclose injection
drug use have positive anti-HCV results, CHD staff
believe that continuing testing of some clients who do
not disclose injecting drugs is valuable because some
clients who do inject drugs do not want to disclose
this risk factor.
There were three limitations to this assessment of
viral hepatitis service delivery in Florida. First, serologic
testing data were unavailable for the six high-funded
counties and were not linked with vaccination data in
the low-funded counties; therefore, it is unknown how
many people who started the hepatitis A or B vaccine
series discontinued it because they were later found to
be immune. Second, data on the number of client visits
to venues serving at-risk adults (e.g., STD clinics) or the
number of at-risk client visits to more general public
clinics (e.g., Family Health Services) were unavailable;
thus, 2005 population data were used to calculate
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vaccination rates, which may not be representative
of the population seeking services at CHDs. Third,
because vaccine doses were not tracked for individuals,
completion rates of each series are estimated based on
numbers of first, second, and (for hepatitis B vaccine)
third doses reported each calendar year.
Although the common barriers to viral hepatitis integration in existing public health programs—inability of
health-care providers to deliver vaccine, lack of public
health infrastructure, and insufficient provider knowledge—have largely been overcome, challenges remain.
First, the absence of state or federal programs for
medical evaluation and treatment for people living with
chronic HCV infection means that many of the antiHCV-positive adults identified in these public health
settings were unlikely to obtain these services. Expansion of Florida HEP-CARE may help to address this gap.
Second, although QI visits have helped improve HPP
services in directly funded counties and other larger
CHDs, lack of funding has meant that many CHDs
have infrequent or no QI visits. Third, rural counties
that do not have funded STD, HIV/acquired immunodeficiency syndrome (AIDS), or other integrated staff
may benefit from viral hepatitis prevention services
training. HPP has developed training on viral hepatitis
and interpretation of serologic test results, and CHDs
and outreach venues are encouraged to participate.
Another challenge identified through QI site visits was
that some CHD staff view providing hepatitis prevention
services as an additional burden to the other services
they are providing because of the extra time needed
to explain viral hepatitis to clients and to complete the
risk assessment. This is particularly true in small CHDs
where there are limited staffing resources.

Florida’s HPP provides a good model of an almost
entirely state-funded program that has been able to
provide substantial viral hepatitis prevention services
in clinical public health settings statewide. Principally
provided in STD, HIV, and immunization settings,
statewide services include hepatitis vaccination and
serologic testing for at-risk adults. The Florida HPP
illustrates how state resources can be mobilized to
provide viral hepatitis services to at-risk adults.
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