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Synopsis 

Hepatitis B vaccination is recommended for all clients of sexually transmitted 
disease (STD) clinics. Hepatitis A vaccination and hepatitis C testing are recom-
mended for STD clinic clients who report specific risks for those viruses. In 
1999, the Illinois Department of Public Health began working with local health 
departments in Illinois (excluding Chicago) to introduce hepatitis B testing and 
vaccination in public STD clinics. Hepatitis A vaccination and hepatitis C coun-
seling and testing were introduced in 2001. Illinois state funding has covered 
more than one-third of the costs of offering these integrated viral hepatitis 
services to STD clients. Hepatitis A and B vaccination and hepatitis C counsel-
ing and testing are now the standard of care in almost all (35 of 41) Illinois 
public STD clinics (excluding Chicago). In 2005, 29.4% of STD client visits 
included a hepatitis B vaccination. In public STD clinics in Illinois, hepatitis A 
and B vaccinations and hepatitis C counseling and testing have increased from 
essentially no activity in 1999 to substantial levels of service in 2005. 
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In 1999, the Illinois Department of Public Health 
(IDPH) launched what became a statewide initiative 
to provide hepatitis B vaccination and testing in public 
sexually transmitted disease (STD) clinics. Because the 
City of Chicago receives separate federal public health 
funding, it was not part of this initiative. This IDPH 
initiative was a close collaboration of the IDPH STD and 
Immunization Programs. State funds and discretionary 
federal Vaccination Assistance Act funds paid for the 
hepatitis B vaccine used in the initiative.

The initiative began in April 1999, with a pilot pro-
gram in the STD clinics in Decatur and Peoria, Illinois. 
In six months, 47% of STD clinic client visits at these 
two pilot sites included a hepatitis B vaccination (926 
doses/1,973 client visits). Because of the success of 
the pilot program, IDPH offered state support to add 
hepatitis B vaccination in the other Illinois public STD 
clinics. The STD clinics in Illinois are locally operated, 
usually by county health departments (CHDs). IDPH 
primarily supports the local STD clinics with in-kind 
provision of medications, pamphlets and educational 
materials, and laboratory testing. The number of Illi-
nois STD clinics offering viral hepatitis services nearly 
doubled from 2000 (19) to 2005 (35) (Table 1). Six 
relatively small STD clinics, with a range of four to 48 
(mean 21.4) STD clients per month, have not added 
viral hepatitis services as of 2005. 

In 2000, as part of the hepatitis B vaccination initia-
tive, participating STD clinics agreed to use a standard 
STD, human immunodeficiency virus (HIV), hepatitis 
behavioral risk assessment survey. STD clinic clients 
complete the risk assessment when they register, and 
completed surveys are submitted to IDPH for data 
entry and analysis. IDPH developed a Microsoft® Access 
database linking client-completed risk assessment data, 
laboratory results, and vaccinations performed. The 
database is used to generate clinic-specific and state-
wide reports and helps monitor STD clinic activities. 
Although CHDs do not have access to the database, 
IDPH provides quarterly reports to each STD clinic. 
The reports track a variety of program activities, such 
as hepatitis A and B vaccine acceptance and comple-
tion, and behavioral data such as clients who report 
injecting drugs. This data system allows analyses of 
individual factors such as prior history of an STD, drug 
and condom usage, and HIV testing history. 

Adding Hepatitis A Vaccination and 
Hepatitis C Counseling and Testing

In October 2000, the Centers for Disease Control and 
Prevention (CDC) awarded IDPH funds to expand 
viral hepatitis integration in Illinois STD clinics. IDPH 

Table 1. STD clinic client visits in Illinois  
(excluding Chicago),a by year, 2000–2005

	 Number of 	 Number of participating	
Year 	 client visitsb	 STD clinics

2000c	 12,190	 19
2001	 25,488	 28
2002	 28,013	 29
2003	 32,076	 30
2004	 34,795	 32
2005	 32,771	 35

aExcluding Chicago, a separately funded Centers for Disease Control 
and Prevention project area.
bDefinition: all client visits including repeat visits by some clients 
during the calendar year.
cClient visit data for 2000 were incomplete because of delays in 
setting up the reporting system.

STD 5 sexually transmitted disease

staff selected six large STD clinics to use this funding 
to add hepatitis A vaccination and hepatitis C counsel-
ing and testing. The six clinics had high rates of STD 
morbidity and local leadership that supported hepatitis 
integration.

Hepatitis A and B vaccinations
Beginning in early 2001, in the six clinics that received 
additional funding, clients who reported injection 
drug use and/or self-identified as men who have sex 
with men (MSM) were offered hepatitis A vaccina-
tion. In 2001, the first full year in which hepatitis A 
vaccination was offered in the six funded clinics, 941 
vaccinations were administered during 11,385 client 
visits for a rate of 8.2 hepatitis A vaccinations per 100 
client visits (Table 2). 

During 2000 and 2001, the six funded clinics and the 
other participating STD clinics offered hepatitis B vacci-
nation to all clients at least 18 years of age who had not 
been previously infected or completed the three-dose 
series. In January 2002, the six funded clinics began 
using combined hepatitis A and B vaccine (hereafter 
referred to as “combined vaccine”) for all STD clinic 
clients regardless of risk factors. IDPH began primarily 
using combined vaccine for two reasons: (1) the belief 
that hepatitis A vaccination was indicated for many 
STD clients who were non-injecting drug users and 
(2) having one vaccine simplified clinic procedures. 
In October 2002, combined vaccine was made avail-
able to the other participating STD clinics. Currently, 
most clients who receive hepatitis vaccinations receive 
combined vaccine. Monovalent hepatitis A and B vac-
cines are available for people who are already known 
to be immune to either hepatitis A or B. 
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From 2001 to 2005, the total number of hepati-
tis B vaccinations per year (combining monovalent 
hepatitis B and combined vaccine doses) reported by 
participating STD clinics ranged from 8,736 (2001) to 
10,812 (2004) (Table 3). In that period, the number 
of hepatitis B vaccinations per 100 client visits (data 
not shown) dropped from 34.3 (2001) to 29.4 (2005). 
Two STD clinics (DuPage and Winnebago counties) 
reported peak rates of 56 and 55.8 vaccine doses per 
100 client visits in 2002 (data not shown). 

Even though STD clinics used a combination of 
appointment cards, reminder letters, and chart reviews 
to promote completion of the three-dose hepatitis B 
vaccination series, there were steep declines from 
first to second and second to third vaccine doses. For 
example, in 2004, 6,275 first doses of hepatitis B vac-
cine, 2,946 second doses, and 1,591 third doses were 
reported, and third doses were 25.3% (1,591/6,275) 
(Table 3) of first doses. 

Table 2. Monovalent hepatitis A vaccinations at STD clinics in Illinois,a by year, 2000–2005

Year	 Total number of dosesb	 Number of first doses 	 Number of second doses

2001	 941	 831	 110
2002c	 687	 474	 213
2003	 802	 617	 185
2004	 1,064	 786	 278
2005	 1,039	 776	 263

aExcluding Chicago.
bIncludes first and second doses of monovalent hepatitis A vaccine. 
cSix STD clinics supported in part by Centers for Disease Control and Prevention funding began using combined hepatitis A and B vaccine in 
January 2002. The other participating clinics began using combined vaccine in October 2002.

STD 5 sexually transmitted disease

Table 3. Monovalent hepatitis B and combined hepatitis A and B vaccinations  
in STD clinics in Illinois,a by year, 2000–2005

	  	 Total number of	
	 Total number of 	 combined A and B	
	 hepatitis B vaccine 	 vaccine doses 	 Total number	 Total number	 Total number	
Year	 doses administeredb	 (percent of total doses)	 of first dosesc	 of second dosesc	 of third dosesc

2000	 4,822	 0 (0)	 3,253	 1,237	 332
2001	 8,736	 1 (0.01)	 5,215	 2,327	 1,193
2002d	 9,664	 2,621 (27.1)	 5,570	 2,736	 1,358
2003	 10,409	 7,169 (68.9)	 6,227	 2,867	 1,315
2004	 10,812	 9,447 (87.4)	 6,275	 2,946	 1,591
2005	 9,620	 8,654 (90)	 5,638	 2,614	 1,368

aExcluding Chicago.
bIncludes first, second, and third doses of monovalent hepatitis B and combined hepatitis A and B vaccines.
cIncludes monovalent hepatitis B and combined hepatitis A and B vaccines.
dSix STD clinics supported in part by Centers for Disease Control and Prevention funding began using combined hepatitis A and B vaccine in 
January 2002. The other participating clinics began using combined vaccine in October 2002.

STD 5 sexually transmitted disease

As part of the risk assessment, STD clinic clients were 
asked if they had ever been vaccinated against hepati-
tis B. The percentage of clients who reported having 
already received at least one vaccination increased each 
year, from 27% in 2000 to 44% in 2005.

Hepatitis B and C counseling, testing,  
and referral services
In 2001, STD clinic clients who reported snorting or 
injecting drugs were eligible for hepatitis B and C test-
ing. Serologic testing was done by the IDPH laboratory. 
Because of concern about possible chronic hepatitis B 
virus (HBV) infection, IDPH tested for HBV surface 
antigen (HBsAg). Initially in 2001, hepatitis C testing 
used an enzyme immunoassay (EIA) test for antibody 
to hepatitis C virus (HCV) (anti-HCV). Only four of 
1,113 (0.36%) clients tested positive for HBsAg, and 
116 of 1,113 clients (10.4%) had positive anti-HCV test 
results. More than 95% of the 116 clients with positive 
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anti-HCV tests reported injecting drugs. As a result, 
in 2002, serologic testing procedures were changed: 
hepatitis B serologic testing was discontinued, and 
anti-HCV testing was limited to clients who reported 
injecting drugs. 

After early 2002, when HCV screening was limited to 
clients reporting injecting drugs, the number of anti-
HCV tests decreased to 381 (2002) and then gradually 
increased to 664 (2005) (Table 4). The proportion of 
anti-HCV positive tests ranged from 32.7% (2003) to 
22% (2005). 

Local health departments send blood for anti-HCV 
testing to the IDPH state laboratory. The IDPH STD 
Program pays the state laboratory from $5,000 to 
$10,000 a year for anti-HCV testing.

Services for Clients with  
Positive Hepatitis C Tests

Because of limited funding, the IDPH STD Program 
does not monitor referrals and follow-up for clients 
with positive anti-HCV tests. However, STD clinic 
staff reported substantial difficulties finding follow-
up medical evaluation and care for STD clients with 
positive anti-HCV tests who had limited or no health 
insurance.

Funding for Viral Hepatitis Integration

Partial funding data, including expenditures for vac-
cine and some hepatitis personnel, were available 
for 1999–2005 (Table 5). The total funding for these 
viral hepatitis components from 1999 to 2005 was 
$4,245,927. Of the total funds, $3,321,641 (78.2%) 

Table 4. HCV testing and outcomes in STD clinics  
in Illinois,a by year, 2001–2005

	 Total number 	 Number of positive HCV	
Year	 of tests	 tests (percent)

2001	 1,113	 116	 (10.4)b

2002c	 381	 116	 (30.4)d

2003	 440	 144	 (32.7)
2004	 444	 124	 (27.9)e

2005	 664	 146	 (22)

aExcluding Chicago.
bAn HCV test was defined as anti-HCV positive if it was reactive to 
both an enzyme immunoassay (EIA) and a recombinant immunoblot 
assay (RIBA). 
cIn 2002, new screening criteria was introduced: only injecting drug 
users are eligible for HCV testing. 
dIn July 2002, the Illinois Department of Public Health (IDPH) began 
using anti-HCV antibody signal-to-cutoff (S/CO) ratio to reduce 
testing costs. The new definitions of anti-HCV positive were (1) EIA 
reactive with a S/CO ratio .3.8 or (2) EIA reactive with a S/CO ratio 
#3.8 and RIBA reactive.
eIn 2004, IDPH began using an Ortho Vitros assay. The new 
definitions of anti-HCV positive were (1) EIA reactive with a S/CO 
ratio .8.0 or (2) EIA reactive with a S/CO ratio #8.0 and RIBA 
reactive.

HCV 5 hepatitis C virus

STD 5 sexually transmitted disease

Table 5. Funding of viral hepatitis prevention services in STD clinics in Illinois,a 1999–2005

	 1999	 2000	 2001	 2002	 2003	 2004	 2005	 Total

CDC funds
  Hepatitis			   $122,500	 $188,150	 $238,728	 $175,000	 $100,000	 $824,378
  Section 317	 $26,748	 $348,750			   $102,700	 $485,520	 $837,139	 $1,800,85
  CDC total	 $26,748	 $348,750	 $122,500	 $188,150	 $341,428	 $660,520	 $937,139	 $2,625,235

Illinois funds	
  STD		  $23,886	 $43,478			   $32,544		  $99,908
  IMM			   $681,250	 $562,528	 $96,206	 $180,800		  $1,520,784
  Illinois State  
    total		  $23,886	 $724,728	 $562,528	 $96,206	 $213,344		  $1,620,692

Total	 $26,748	 $372,636	 $847,228	 $750,678	 $437,634	 $873,864	 $937,139	 $4,245,927

aExcluding Chicago.

STD 5 sexually transmitted disease

CDC 5 Centers for Disease Control and Prevention

IMM 5 immunizations

was used for vaccine purchases and $265,922 (6.3%) 
for personnel costs. Overall, Illinois state funding 
($1,620,692) covered 38% of these costs. The IDPH 
Immunization Program contributed 45.8% of the funds 
for vaccine purchase ($1,800,857 of $3,321,641).

The local health departments pay for the staff time 
needed to manage hepatitis activities, screen and vac-



22    State and Local Integration Practices

Public Health Reports  /  2007 Supplement 2  /  Volume 122

cinate clients, and provide pre- and post-test counseling 
for HCV testing.

Discussion

In STD clinics, hepatitis B vaccination is recommended 
for all clients,1 and hepatitis A vaccination is recom-
mended for all MSM, illegal drug users (both injecting 
and non-injecting drugs), and people with chronic 
liver disease.2 Hepatitis B vaccination at STD clinics is 
a cost-effective public health strategy when long-term 
consequences of these diseases are considered.3–5 
Providing integrated viral hepatitis services to all STD 
clients could contribute to expanding viral hepatitis 
prevention.6 However, the introduction of hepatitis B 
vaccination into STD clinics in the United States has 
been slow.4,7,8

In Illinois, state and local public health departments 
and staff have worked together to integrate viral hepa-
titis services into the majority of public STD clinics. 
Viral hepatitis integration efforts began in 1999, when 
IDPH introduced hepatitis B testing and vaccination 
in STD clinics as an IDPH initiative. CDC funding 
and technical assistance for viral hepatitis integration 
helped catalyze the addition of hepatitis A vaccination 
and HCV counseling and testing in IDPH-supported 
local STD clinics.

Hepatitis A and B vaccination and HCV counseling 
and testing are now the standard of care in almost all 
(in 2005, 35 of 41) Illinois public STD clinics. Illinois 
state funding has covered more than one-third of the 
costs of offering these integrated viral hepatitis services 
to STD clinic clients.

The findings of this report are subject to the limita-
tion that they are from a single state and may not be 
generalizable to other states. 

From 2000 to 2005, between 28.4 (2005) and 49.8 
(2000) of every 100 client visits to participating Illinois 
public STD clinics included a hepatitis B vaccination 
(data not shown). These vaccinations contributed to 
the increasing proportion of STD clients who reported 
receiving at least one prior hepatitis B vaccination (44% 
in 2005) and will help protect adults at risk of hepati-
tis B who have not been previously vaccinated.9

Several factors contributed to the successful integra-
tion of viral hepatitis services into Illinois STD clinics, 
including: (1) availability of vaccine that was free of 
charge to the local health department-operated STD 
clinics; (2) commitment and involvement of local STD 
clinic staff and supervisors; (3) close collaboration 
between the IDPH Immunization and STD Programs; 
and (4) existence of a statewide data system that 
included information on client characteristics and 

risk behaviors, vaccinations performed, and serology 
test results. 

The Illinois experience identified three problems 
associated with integrating viral hepatitis services into 
STD clinics: (1) inadequate resources available to 
support the evaluation and follow-up of STD clients 
who have positive anti-HCV screening tests; (2) the 
low rates of completing the recommended vaccination 
series; and (3) limited funding to cover the additional 
staff time needed for viral hepatitis activities, which has 
limited the ability of some Illinois STD clinics to offer 
all clients the full range of viral hepatitis services. 

Our experience in Illinois indicates that it is possible 
to provide substantial levels of viral hepatitis services 
for clients in the majority of locally operated STD 
clinics throughout the state (excluding Chicago). Our 
experience supports the feasibility of implementing the 
recommendation that all STD clients receive hepatitis B 
vaccination.2 We believe that federal support is needed 
to help provide states and local governments with vac-
cines for adults at high risk of viral hepatitis. A system 
for adult vaccines modeled on the excellent Vaccines 
for Children program10 would help STD clinics achieve 
and maintain high levels of vaccination of STD clients. 
In addition, financial support for the evaluation and 
treatment of clients who have positive anti-HCV test 
results, perhaps modeled on the Ryan White CARE 
Act11 for human immunodeficiency virus (HIV) care, 
is urgently needed.
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