Prevention Is Now a Reality:

Reducing the Burden of Cervical Cancer

and Other HPV-Related Diseases

What We Know About HPV

= Human papillomavirus (HPV) is the most common
sexually transmitted infection in the United States

= |Infection with high-risk (ie, oncogenic) HPV types
(16, 18) is associated with the development of cervi-
cal, anogenital, and oropharyngeal cancers as well as
high-grade cervical change, whereas infection with
low-risk types (6, 11) is associated with the develop-
ment of genital warts, low-grade cervical change,
and recurrent respiratory papillomatosis

= Two vaccines have been developed that protect against
infection caused by the most common high-risk HPV
types and thus prevent HPV-related disease. The cur-
rently available quadrivalent vaccine also protects
against the 2 most common low-risk HPV types

Learning Objectives

After completing this activity, participants should be

better able to:

= Describe the epidemiology and health consequences of
HPV infection

= Review the latest clinical data on HPV vaccines

= Summarize the benefits of HPV vaccination for discus-
sion with patients and their parents

= Implement practical strategies to overcome barriers to
HPV vaccination

Prevalence of HPV
IVI ore than 20 million Americans are infected with human

papillomavirus (HPV), currently the most common sexu-

ally transmitted infection (STI) in the United States. It is

HPV vaccination
offers an
opportunity to
prevent HPV
infection and
the health
consequences of
HPV-associated
diseases

Should risk-
based strategies
be used to
identify candi-
dates for HPV
Immunization?
See page 73
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estimated that 75% of all sexually active individuals will be exposed to HPV at some point
in their lives,1 with about 6.2 million people becoming infected each year.2 HPV places a
large economic burden on the healthcare system—at $1.6 billion annually, HPV ranks sec-
ond only to HIV in direct medical costs incurred from STls.3

Human papillomavirus infection is most commonly found among young, sexually
active females. Persons between the ages of 15 and 24 years constitute 74% of all new HPV
infections.4 Although prevalence peaks between the ages of 20 and 24 years, the Centers for
Disease Control and Prevention (CDC) reported that 24.5% of adolescent females between
14 and 19 years of age are infected with HPV. However, HPV infection is also prevalent
among adult 25- to 59-year-old women, at a rate of 20% to 28%.5.6 Furthermore, recent
studies have demonstrated that up to 73% (depending on the anatomic site tested) of the
male population is also infected with HPV.7 Clearly, HPV infection is a problem not only
for sexually active young women, but also for all sexually active adults.

HPV Types and Associated Risks

There are more than 100 different types of HPV, which are classified into 2 broad
groups based on oncogenic potential: high-risk and low-risk types.8 High-risk HPV
types can lead to high-grade cervical dysplasias and cancer. The high-risk types are
also implicated in many anal, penile, and head and neck cancers, whereas infection
with low-risk HPV types can lead to low-grade cervical dysplasias, genital warts, and
recurrent respiratory papillomatosis (RRP), a rare but potentially fatal disease. In
women, HPV infection has been identified in >99% of all cervical cancers, with HPV
types 16 and 18 being responsible for about 70% of cases (Figure 1). HPV infection
can also cause adenocarcinoma in situ (AlS), cervical intraepithelial neoplasia (CIN)
grades 1 to 3, vulvar intraepithelial neoplasia (VIN), and vaginal intraepithelial neo-
plasia (VaIN) grades 2 and 3.9 HPV types 6 and 11 are responsible for >90% of genital
warts and the majority of cases of RRP.10,11
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Figure 1. Relative contribution of HPV types to cervical cancer: all world regions combined.
Mufioz N et al.16
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HPV Types Manifestations
» Low-grade cervical changes?
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Clinical Manifestations of HPV Infection

High-Risk HPV Infection in Women

In women, infection with high-risk HPV types can have many adverse outcomes, includ-
ing abnormal cytology or cancer of the cervix, as well as head and oropharyngeal, vulvar/
vaginal, and anal cancers (Figure 2). Cervical cancer, the most common HPV-related can-
cer, is the second most common cancer in women worldwide—an estimated 400,000 to
500,000 cases are diagnosed annually..12 In the United States, the estimated incidence of
cervical cancer is 8.4 cases per 100,000 women.13 While Pap screening has reduced the
incidence and morbidity, approximately 11,070 new cases of cervical cancer and 3870
related deaths are still expected in the United States during 2008.14 In addition, an esti-
mated 2 million cases of abnormal cervical cytology occur each year due to infection
with low- and high-risk HPV types, including 1.25 million low-grade and 330,000 high-
grade cases of squamous intraepithelial lesions.15 Although cervical cytologic change and
cancer can be caused by many of the high-risk HPV types, >80% of cases can be attrib-
uted to only 4 types: 16, 18, 31, and 45.16 It is also thought that HPV will be responsible
for 60% to 90% of the 5670 cases of vulvar/vaginal cancers expected to occur in
2008.14.17 Furthermore, HPV is implicated in approximately 90% of anal cancers and
12% to 76% of oropharyngeal cancers, which affect both men and women.9.18

High-Risk HPV Infection in Men

Recent studies have demonstrated that up to 73% of the male population is infected with
HPV DNA at many different anatomic sites, including the glans, urethra, corona, shaft,
scrotum, foreskin, anus, rectum, and perianal areas, and in semen and urine specimens.”
In men, debilitating conditions associated with infection by high-risk HPV types include
penile, anal, and oropharyngeal cancers. Approximately 1250 cases of penile cancer are
expected in 2008, 40% of which will be attributed to HPV.9.14

Infection With Low-Risk HPV Types in Men and Women

The many strains of low-risk HPV can cause genital warts, low-grade cervical dysplasia,
and RRP. HPV types 6 or 11 are responsible for approximately 90% of cases of genital
warts, which affect about 1 million sexually active Americans (1% of the population) per
year, causing emotional distress and significant treatment burden.19 About two-thirds of
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women exposed to HPV type 6 or |
11 develop genital warts within 3 i
years,20 with the risk of infection |
rising as the number of sexual i
partners increases (Figure 3).10.21
The majority of genital warts cases |
are asymptomatic, although many i

Odds Ratio?

patients report painless bumps,
pruritus, and discharge. The pres-
entation of genital warts is fre-
quently associated with
cauliflower-like lesions and single
or multiple pearly, filiform, or
plague-like papules.22 Figure 3. Number of sexual partners and risk of genital
Recurrent respiratory papillo— vyarts. aAdjusted for years since first sgxual intercoqrse, life-
matosis is also caused by HPV time number of regular partners, smoking, chlamydia, and

. L even Pap smear. Munk C et al.21

infection in about 80% of all

cases, usually by HPV types 6 and 11.23 The condition is characterized by recurring papil-
lomas in the respiratory tract that require multiple surgical interventions. Although RRP
is rare (incidence of 3.96 per 100,000 children), fatalities can result from severe airway
obstruction, pulmonary failure, or malignant transformation. RRP is thought to occur as
a result of vertical transmission of HPV infection from a mother to her infant, although
infection via sexual contact is also possible.11 RRP can also manifest several years after
infection as juvenile- or adult-onset cases.24 All types of RRP are associated with high
treatment costs and significant morbidity.25
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____________________________________________

Transmission and Natural History of HPV Infection
HPV can be transmitted by almost any type of sexual activity, and having a large number
of lifetime sexual partners is the leading risk factor.26 HPV infection is often acquired
soon after the onset of sexual activity—within 24 months in approximately one-third
of women.27 Additional risk factors for HPV infection in women are sexual behavior
(eg, earlier age at first intercourse), the presence of vulvar warts, infection with herpes
simplex virus, having an older sex partner, having a new sex partner, and using illegal
drugs within the last year.28.29
Risk factors for HPV infection for men include having a high number of sexual partners
and having sex with men.30.31 Condoms offer partial protection against HPV transmission.32
In women, most HPV infections are transient and become undetectable 1 to 2 years
after infection, even with highly sensitive diagnostic tests. Persistent infection, however, is a
serious health concern, since it is more likely to lead to cervical cancer (Figure 4).15
Persistence of HPV infection and the development of cervical cancer are especially com-
mon with infections caused by HPV type 16.33 The median duration of HPV infection is
approximately 8 months; approximately 70% of infected young women become HPV
seronegative after 24 months.34.35 However, even with only transient HPV infection, HPV-
related disease is still a significant cause of morbidity in the majority of these women.
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Primary Prevention
of HPV Infection
Two vaccines have been
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Quadrivalent HPV Vaccine

Clinical Results
The Females United to Unilaterally Reduce Endo/Ectocervical Disease (FUTURE) trials were
large-scale, phase 3, randomized, double-blind, placebo-controlled studies that examined the
immune response produced by, as well as the clinical efficacy and safety of, the quadrivalent
HPV vaccine in females 15 to 26 years of age. The average duration of follow-up was 3 years.

FUTURE | enrolled 5455 females aged 16 to 23 years who were followed up for an aver-
age of 3 years after receipt of 3 doses of either vaccine or placebo. Pap tests were performed
regularly. In the per-protocol analysis, the quadrivalent HPV vaccine was 100% effective
compared with placebo (0 vs 65 cases, respectively) in preventing CIN 1 to 3 or AlS associ-
ated with vaccine-related HPV types. The vaccine was also 100% effective compared with
placebo (0 vs 60 cases, respectively) in preventing HPV vaccine-type-related genital warts,
VIN/ValIN, and perianal intraepithelial lesions. An analysis of the intention-to-treat popula-
tion, which included women with prevalent infection or disease caused by vaccine- and
nonvaccine-type HPVs, showed a reduction in the incidence of cervical and vulvar/vaginal
lesions, regardless of the causative HPV type, by 20% and 34%, respectively.36

FUTURE Il enrolled 12,167 females aged 15 to 26 years who received 3 doses of
either vaccine or placebo, followed by periodic Pap and HPV tests during an average
3-year follow-up. In this study, quadrivalent HPV vaccine efficacy was 98% against CIN
2/3 and AlIS in the per-protocol population (Figure 5). In the placebo group, 42 females
were diagnosed with CIN 2/3, cervical cancer, or AlS associated with HPV type 16, 18, or
both, compared with only 1 female in the vaccine group. In this single case, the subject
tested positive for HPV 52 at baseline and in 5 histology specimens collected thereafter.37

Further analysis of data from a combined enrollment of 20,583 females aged 16 to 26
years from FUTURE |, FUTURE II, and 2 earlier-phase trials provided additional
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Figure 5. Quadrivalent
HPV 6/11/16/18 vaccine:
3-year results.
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evidence for the efficacy of the quadrivalent HPV vaccine. The primary end point in this
analysis at the mean 3-year follow-up was HPV 16/18-related CIN 2/3, AlS, or cervical
cancer. In the 17,129 women who were HPV 16/18 negative at the start of the study, vac-
cine efficacy was a statistically significant 99% for the primary end point. In the intent-
to-treat analysis of all randomized women (including those who were positive for HPV
type 16 or 18 at the start of the study), vaccine efficacy was 44%, with all but 1 case
occurring in vaccine recipients who were previously HPV type 16 or 18 positive.38

In the FUTURE studies, adverse events among recipients of the quadrivalent HPV vac-
cine included pain, swelling, erythema, and fever. With the exception of fever, all were injec-
tion-site reactions that occurred within 1 to 5 days postvaccination (Table 1). Few subjects

(0.1%) discontinued due
to adverse events.36.37
Although the quadri-
Adverse Events Postvaccination With Quadrivalent valent HP\? .q h
— : — demonstrated consistent
Injection Site (1 to 5 days postvaccination) efficacy in large clinical
Quadrivalent Placebo Placebo trials, duration of protec-
HPV Vaccine (%) (aluminum) (%) (saline) (%)  tion is equally important
(n = 5088) (n=3470) | (n=320) toward reducing the bur-
Pain 83.9 54 relld den of HPV-related dis-
Swelling 254 158 7.3 ease. In a study in which
Erythema 24.6 18.4 12.1 241 females aged 16 to 23

Systemic Adverse Events (1 to 15 days postvaccination) years were followed up
Quadrivalent for <5 years with regu-
HPV Vaccine (%) larly scheduled gynecol-

Placebo (%0)
(n = 3790)

(n =5088) ogical screening and Pap
Fever 10.3 8.6 testing, the quadrivalent
Few subjects (0.1%0) discontinued due to adverse experiences. HPV vaccine was associ-
Gardasil [package insert].41 ated with 96% reduction
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in the combined incidence of HPV type 6/11/16/18-related persistent infection or disease.
At 5 years postenrollment, the vaccine also reduced HPV type 6/11/16/18-related CIN and
genital warts by 100%, providing encouraging information regarding long-term vaccine
efficacy in protection against clinically relevant disease.39 In addition, a challenge dose of
quadrivalent HPV vaccine administered at month 61 induced immune memory, further
confirming the long-lasting immunogenicity of the vaccine.40

Based on results from the FUTURE | and |1 studies, in June 2006 the quadrivalent
HPV vaccine was approved by the FDA for the prevention of HPV 6/11/16/18-associated
cervical cancer, AlS, CIN grades 1 to 3, VIN and ValN grades 2 and 3, and genital warts in
girls and women aged 9 to 26 years.41 Subsequently, the CDC added the quadrivalent
HPV vaccine to its list of recommended vaccines for administration to all 11- to 12-year-
old girls, girls and women aged 13 to 26 years who have not yet been vaccinated or com-
pleted the vaccination series, as well as girls as young as 9 years of age at the clinician’s
discretion. The availability of the quadrivalent HPV vaccine has not changed recommen-
dations for cervical cancer screening.42

Bivalent HPV Vaccine

Clinical Results
The Papilloma Trial Against Cancer in Young Adults (PATRICIA) was a large, phase 3,
randomized, placebo-controlled trial designed to assess the efficacy of the bivalent HPV
16/18 vaccine in preventing CIN 2/3 lesions associated with HPV type 16 or 18 in 18,644
females aged 15 to 25 years who were sero- and DNA-negative for the vaccine HPV types
at baseline. Median follow-up was 14.8 months. In an interim analysis of the trial data,
the bivalent HPV vaccine demonstrated 90% efficacy in preventing CIN 2/3 lesions and
89% efficacy against CIN 1-3 lesions in women uninfected with HPV type 16 or 18 but
possibly infected with other oncogenic HPV types (Figure 6).43

Further support for bivalent HPV vaccine efficacy comes from a phase 2 study exten-
sion in which 776 women who received all 3 doses of the bivalent HPV vaccine or placebo
were followed up for <4.5 years. In this analysis, the bivalent HPV vaccine was 97% and
100% effective at preventing HPV 16/18-related incidents and persistent infection,
respectively, during the combined initial and follow-up phases. More than 98% of vaccine

________________________________________________________
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recipients remained seropositive for HPV 16 and 18 at all time points, with an immune
response that was significantly higher than that seen in natural infection.44 When these
776 women were re-analyzed 6.4 years after vaccination, 98% had remained HPV 16 and
18 seropositive, with 100% vaccine efficacy against CIN 2/3. This further demonstrates
that the vaccine remains efficacious for a significant period of time postvaccination.45

Vaccine-related adverse events that occurred in >5.0% of bivalent HPV vaccine recip-
ients, and more frequently than those observed with placebo, included pain, swelling,
redness, fatigue, headache, myalgia, gastrointestinal upset, arthralgia, elevated body
temperature, urticaria, and rash. All adverse events occurred within 1 to 7 days post-
vaccination (Table 2).43

The bivalent HPV vaccine is currently under review by the FDA.

Expanding Benefits of HPV Prevention

Cross-Protection With High-Risk Nonvaccine HPV Types

Although most occurrences of high-risk HPV-related disease are a result of type 16
or 18 infections, many other high-risk HPV types contribute to the overall disease
burden. HPV types are organized into genera and species based on their L1 (major
capsid protein) gene. HPV type 16 is part of the A9 family, which also includes HPV
types 31, 33, 35, 52, and 58; whereas type 18 is part of the A7 family that includes
HPV types 39, 45, 59, and 66. Since these other nonvaccine HPV types contain capsid
protein genes similar to those found in strains 16 and 18, it is possible that HPV vac-
cines may confer some cross-protection against these nonvaccine types.43.46 When

16/18 Interim Analysis: Adverse Events

Injection site Vaccine Group (%) Control Group (%)
symptomsa (n =3077) (n = 3080)
Pain 2786 (90.5) 2402 (78.0)
Redness 1348 (43.8) 841 (27.6)
Swelling 1292 (42.0) 609 (19.8)
General symptomsa

Fatigue 1771 (57.6) 1652 (53.6)
Headache 1665 (54.1) 1579 (51.3)
Myalgia 1606 (52.2) 1382 (44.9)
Gastrointestinal 850 (27.6) 841 (27.3)
Arthralgia 633 (20.6) 551 (17.9)
Raised temperatureb 381 (12.4) 337 (10.9)
Rash 312 (10.1) 258 (8.4)
Urticaria 298 (9.7) 244 (7.9)

aParticipants who reported a specified symptom within 7 days of vaccine injection.
bDefined as axillary or oral temperature >37.5°C.
Paavonen J et al.43
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data from the FUTURE studies were analyzed, the quadrivalent HPV vaccine demon-
strated a combined 45% efficacy against persistent infection with HPV types 31 or 45,
and an overall efficacy of 28% against HPV types 31, 33, 45, 52, or 58. The study also
showed the quadrivalent HPV vaccine to be 62% effective in preventing HPV 31- or
45-related CIN 2/3 or AIS. An overall 38% efficacy was demonstrated in preventing
CIN 2/3 or AIS caused by any of the 10 evaluated high-risk HPV types.46 The bivalent
vaccine was significantly efficacious against 6-month persistent infection with HPV
types 31 (36%), 45 (60%), and 52 (32%), and 12-month persistent infection across all
nonvaccine oncogenic HPV types (27%).43 Together, these data indicate that the HPV
type 16 and 18 antigens in both the quadrivalent and bivalent vaccines induce modest
cross-protection against several high-risk nonvaccine HPV types that underlie 20% of
all cervical cancers. Although findings of cross-protection are not completely consis-
tent for both vaccines, modest degrees of cross-protection against nonvaccine onco-
genic HPV types may translate to a substantial reduction in disease incidence.

Reduction in Cervical Procedures and Abnormal Pap Test Results
Organized screening has reduced cervical cancer rates, but it can be a very costly process.
Although screening for cervical cancer has reduced its incidence, in the United States the
costs of testing for and treating cervical abnormalities are higher than $2 billion per year.
An analysis of combined data from 3 randomized, placebo-controlled studies of 18,150
females aged 16 to 26 years, who were followed up for an average of 4 years, demonstrated a
reduction in the number of abnormal Pap test results, colposcopies, cervical biopsies, and
definitive therapies among recipients of the quadrivalent HPV vaccine. In addition, admin-
istration of the quadrivalent HPV vaccine to this group of women reduced the incidence of
cervical procedures and abnormal Pap test results regardless of the causative HPV strain.47

Preventing HPV-Related Disease in Adult Women
Although HPV vaccination is currently approved by the FDA only for 9- to 26-year-old
females, women >26 years of age remain at risk for HPV infection and its related diseases.
Data from the National Health and Nutrition Examination Survey (NHANES) showed
that although HPV infection is most prevalent in women between 20 and 24 years of age
(45%), infection also remains prevalent in women 25 to 59 years of age (20% to 28%)
(Figure 7).5 Additionally, data collected by the National Cancer Institute have shown that
cervical cancer incidence and mortality are greatest in women >50 years of age.48

Recent data have demonstrated that the quadrivalent HPV vaccine is highly effica-
cious in adult women, as very few have been exposed to all vaccine HPV types. The
placebo-controlled FUTURE 111 study included 3817 women aged 24 to 45 years to assess
the efficacy of the quadrivalent HPV vaccine in an older population. The vaccine was
91% effective in reducing the combined incidence of HPV 6-, 11-, 16-, and 18-associated
persistent infection (as defined by the detection of the same HPV type >2 times over the
approximate median follow-up period of 6 to 12 months), CIN, or external genital
lesions (Figure 8).42 Although no published efficacy data currently exist for the bivalent
HPV vaccine in adult women, it has demonstrated immunogenicity in females between
15 and 55 years of age.50
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Figure 7. HPV infection remains prevalent among women 25 to 59 years of age.
Adapted from Dunne EF et al.5

Preventing HPV-Related Diseases in Men

Human papillomavirus is implicated in a substantial portion of penile cancers in men, as
well as anal and oropharyngeal cancers in both men and women.? The quadrivalent HPV
vaccine is currently being evaluated in a randomized, placebo-controlled study involving
3400 heterosexual men aged 16 to 23 years, and 600 men aged 16 to 26 years who have sex
with men. Results should help determine whether adding males to vaccination programs will
decrease the morbidity and mortality associated with HPV-related diseases in men.
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of their 9- to 12-year-old daughters, 68% would allow vaccination of their 13- to 15-year-
old daughters, and 86% would permit vaccination of their 16- to 18-year-old daughters
(Figure 9).52 Although research has shown that the most effective age for girls to be vacci-
nated is between 9 and 11 years old, when exposure to HPV is at its lowest,53 some parents
express concern that vaccination against HPV infection would promote earlier onset of sex-
ual activity in their children, or believe that their children are at low risk for acquiring HPV
infection and do not need to be vaccinated.54 This belief contradicts the evidence that risk-
based vaccination is less effective than vaccination (universal) based on age; when vaccina-
tion is based upon predetermined risk factors, many women who are HPV negative would
theoretically not be vaccinated, and many of those who are already HPV infected would
receive the vaccination. Therefore, every effort should be made to vaccinate all indicated
women as early as possible.29

Endorsement of the HPV vaccine by healthcare professionals is also likely to increase
vaccine acceptance. A recent survey of parents found that healthcare providers rank
among the most trusted sources of information and guidance regarding vaccination.55
Also, a survey of members of a large, professional medical society found that this group
believes their recommendation would be the most important variable in vaccine distribu-
tion by other healthcare professionals in their society. When nurse practitioners were sur-
veyed, the most important factor influencing their willingness to recommend sexually
transmitted disease vaccination was a recommendation from the American Academy of
Pediatrics. Taken together, these results indicate that professional healthcare organization
recommendations are important for the acceptability and uptake of the HPV vaccine.56

A brief educational intervention about HPV and HPV vaccination has also demon-
strated success in increasing parental acceptance of the vaccine (Figure 10). When parents
of children aged 10 to 15 years were surveyed before and after HPV vaccine education, it
was found that the number of subjects who wanted HPV vaccination for their children
increased by 20% after reading the educational material.57 Parental belief that the HPV

_________________________________________________________________________
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Figure 9. The most effective time to vaccinate is before exposure. Centers for Disease Control and
Prevention53; Kaiser Family Foundation. National Survey of Adolescents and Young Adults: Sexual Health
Knowledge, Attitudes and Experiences. Henry J. Kaiser Family Foundation; 2003.
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vaccine would be beneficial to improving their children’s health is a strong predictor of
vaccine acceptability.58 Therefore, parent-patient-clinician discussions regarding benefits
and safety should lead to greater acceptance of HPV vaccination.

PCE Takeaways

= HPV infection occurs in sexually active women and men of all ages

= More than three-quarters of sexually active adults are exposed to HPV at some point

= Young, sexually active women are at highest risk for HPV infection

= The 2 most common high-risk HPV types (16, 18) are associated with most cases of
high-grade cervical dysplasia as well as cervical, penile, anal, and oropharyngeal cancers

= The 2 most common low-risk HPV types (6, 11) are associated with low-grade cervi-
cal dysplasia, genital warts, and RRP

= The burden of HPV-related diseases remains a public health concern despite screen-
ing programs that have helped reduce cervical cancer mortality rates

= HPV vaccination that protects against the most common high- and low-risk HPV
types, together with routine cervical screening, is expected to make a substantial
impact on HPV-related morbidity and mortality

= A quadrivalent HPV vaccine is approved for use in females aged 9 to 26 years for the
prevention of HPV 6-, 11-, 16-, and 18-associated conditions including cervical can-
cer, CIN, VIN, ValN, AlS, and genital warts; a bivalent HPV 16/18 vaccine is under
review by the FDA

= The CDC recommends routine quadrivalent HPV vaccination for girls aged 11 to 12
years (with availability for girls >9 years) and catch-up vaccination for adolescent girls
>13 years and women <26 years

= Implementation of universal, age-based HPV vaccination strategies based on CDC
recommendations ensures that all eligible girls and women have access to and poten-
tial benefit from HPV vaccination

= Education of parents, patients, and clinicians about HPV infection and related dis-
eases, together with recommendations from professional societies, will be important
to the success of HPV vaccination initiatives
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18-Year-Old Female Student Who Has Not Received HPV

Vaccination
Presentation

The patient is an 18-year-old woman with an unremarkable medical history. She has come
to the college health clinic for her annual Pap test, pelvic examination, and an oral contra-

ceptive prescription.

Physical Examination
Blood pressure: 119/76 mm Hg
Height: 64 in
Weight: 120 Ib

Medications
Diphenhydramine 25 mg, as needed
for sleep
Ibuprofen 200 mg as needed for headache

Because this sexually active patient has not
yet received HPV vaccination and is within
the indicated age group, the patient’s
healthcare provider suggests that the
patient receive HPV vaccination.

Clinical Decision Point
This patient has been sexually active for
approximately 3 years. Should she
receive the quadrivalent HPV vaccine?
Yes
No

Comment

Although maximum benefit is achieved by
vaccinating before the onset of sexual
activity, there are still advantages to
administering HPV vaccination to sexually
active women. Even though prevalence of
HPV infection is high after sexual debut,
infection with all 4 vaccine types is rare;
therefore, most women will still benefit
from vaccination even if they are already
sexually active.27 Also, the CDC recom-
mends that all females aged 13 to 26
years receive catch-up vaccination, regard-
less of sexual history. Pap or HPV testing is
not needed prior to vaccination.42 Based
on these factors, this patient should be
offered HPV vaccination.

Clinical Decision Point
After the clinician explains that the com-
pletion of the vaccination series with the
quadrivalent HPV vaccine requires a 3-
dose regimen, the patient states she will
be on spring break when the second
dose is scheduled in 1 month. Should she
still receive the vaccine at this visit or
wait until she returns from break?
Receive the vaccine
Wait until after vacation

Comment
The patient’s anticipation that she will not
be able to receive her second dose of the
quadrivalent HPV vaccine on time should
not prevent her from receiving the first dose
of vaccine during this visit. According to
vaccination “catch-up” guidelines published
by the CDC, a vaccine series does not need
to be restarted, regardless of the time that
has elapsed between doses. In fact, the only
restriction regarding when she can receive
the second and third doses of the vaccine is
the minimum recommended interval
between doses: the second dose should be
given no sooner than 4 weeks after the
first; and the third dose should be given no
sooner than 12 weeks after the second
dose, and 24 weeks after the first dose.59
The patient also expresses concerns
about adverse events associated with the
HPV vaccine. Although fear of adverse
events is one of the main reasons patients
avoid vaccination, the quadrivalent HPV vac-
cine is generally safe and well tolerated. The
vaccine-related adverse events that occurred
at a frequency >5.0% (and more frequently
than those observed among placebo recipi-
ents) included pain, swelling, erythema, and

www.practicingclinicians.com 69




Prevention Is Now a Reality: Reducing the Burden of Cervical Cancer

and Other HPV-Related Diseases

fever. With the exception of fever, these
were all injection-site reactions that
occurred within 1 to 5 days postvaccination.
In clinical trials, few subjects (0.1%) discon-
tinued the vaccination regimen due to
adverse events.41 Therefore, the patient
should be informed that other than some
short-term injection-site reactions, similar to
those seen in many other widely used vac-
cines, she most likely will not experience
any adverse events as a result of vaccination
with the quadrivalent HPV vaccine.

Clinical Decision Point
The patient also expresses concerns
about contracting HPV from the vaccine.
Are these concerns warranted?

Yes

No

Comment

Since the quadrivalent HPV vaccine uses
components of the viral protein shell rather
than HPV DNA to elicit an immunogenic
response, the vaccine cannot cause HPV
infection. Furthermore, the vaccine does
not contain an attenuated form of the live
virus; it is prepared from highly purified
virus-like particles of the major capsid L1
protein of HPV types 6, 11, 16, and 18.
Therefore, this patient should not be con-
cerned about contracting HPV from the
guadrivalent HPV vaccine.41

Clinical Decision Point
The patient wants to know if she can
discontinue periodic Pap tests if she
receives the HPV vaccine. Should
patients discontinue their Pap tests after
receiving the vaccine?

Yes

No

Comment

Although the quadrivalent HPV vaccine is
very effective against HPV types 6, 11, 16,
and 18 and is modestly effective against sev-
eral of the oncogenic nonvaccine HPV types,
patients should still follow routine cervical
screening procedures. Cervical screening is
an invaluable tool for detection of abnormal
cervical cytological changes and cervical can-
cer and should not be discontinued because
of the availability of HPV vaccination.42

On September 12, 2008, the FDA
approved expanded indications for
the quadrivalent HPV vaccine for the
prevention of vaginal and vulvar can-
cers caused by HPV types 16 and 18 in
girls and women aged 9 to 26 years.60
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Questions From Symposium
Participants

’ Can the quadrivalent HPV vaccine be
administered during the same visit as other vaccines?

Studies have shown that immunogenicity is not compromised when the

quadrivalent HPV vaccine is administered during the same visit as the hepa-
titis B vaccine. Although concomitant administration has not been studied with any
other vaccines, the quadrivalent HPV vaccine is not a live vaccine and it has no compo-
nents that can adversely impact the efficacy of other vaccines. Therefore, the quadrivalent
HPV vaccine can be administered in the same visit as other appropriate vaccines, such as
the tetanus, diphtheria, and pertussis (Tdap) and quadrivalent meningococcal conjugate
(MCV4) vaccines. Administering all vaccines during the same visit increases the likeli-
hood that children, adolescents, and adults will receive each of the recommended vac-
cines on schedule.

’ How should the quadrivalent HPV vaccine be stored?
The quadrivalent HPV vaccine should be refrigerated (not frozen) in an
environment between 36° and 46° F to ensure maximum efficacy and safety.
The vaccine should also be protected from light.

’ In the event of a power/refrigeration failure, what should be done with the
quadrivalent HPV vaccine?
If there is a power/refrigeration failure, the affected quadrivalent HPV vaccines
should be marked and transferred to a working refrigerator. The vaccine
handler should record the temperature inside the malfunctioning refrigerator and the
length of time the vaccines remained outside the appropriate temperature range. The
manufacturer should then be contacted for further instruction.

’ What are the minimum dosing intervals for the quadrivalent HPV vaccine?
The minimum dosing interval between doses 1 and 2 of the HPV vaccine is
4 weeks, and the minimum dosing interval between doses 2 and 3 is 12
weeks. Inadequate doses of the vaccine or doses received before the end of the minimum
dosing interval should be readministered.

’ If the quadrivalent HPV vaccine schedule is interrupted, should the previ-
ous dose be readministered?
If the quadrivalent HPV vaccine schedule is interrupted, the vaccine series
does not need to be restarted. The next dose should be given as soon as pos-
sible, and the following dose (if applicable) should not be administered before the mini-
mum dosing interval.
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’ Is there any benefit to offering HPV vaccination to patients who are already
sexually active?

Although the maximum benefit from HPV vaccination is achieved when it is

administered before the onset of sexual activity, there are still advantages to
vaccinating women who are sexually active. Even though prevalence of HPV infection is
high after initiation of sexual activity, infection with all 4 vaccine types is rare; therefore,
most women will still benefit from vaccination even if they are already sexually active. In
addition, the CDC has recommended that all females aged 13 to 26 years receive catch-up
vaccination, regardless of their sexual history. Furthermore, Pap or HPV testing is not
necessary prior to vaccination of sexually active individuals.

’ Because HPV is sexually transmitted, is there a benefit in vaccinating males?
The greatest disease burden from HPV infection is borne by women; therefore,
the pivotal FUTURE | and FUTURE Il trials, which led to FDA approval of

the quadrivalent HPV vaccine, were focused on women for the prevention of cervical

cancer, abnormal cervical cytology, and genital warts. However, as in women, HPV infec-
tion in men is associated with lesions, ranging from genital warts to invasive cancers, and
remains an important public health concern. Men infected with HPV play a role as carri-
ers or vectors of the virus and may spread disease to their partners during sexual activity,
potentially leading to cervical cancer in women and other HPV-related anogenital dis-
eases in both men and women. A randomized, placebo-controlled trial evaluating the
efficacy of the quadrivalent HPV vaccine in the prevention of HPV-related disease in
heterosexual men and men who have sex with men is underway.

’ What is the prevalence of anogenital HPV among men, and at which male
body sites are infections found?
Recent studies have demonstrated that up to 73% of the male population
carry HPV DNA at numerous anatomic sites. Anogenital HPV infection in
men can lead to penile cancer, anal cancer, and genital warts. HPV infection in men is also
associated with oropharyngeal cancer and RRP. A recent study found that 25% of the het-
erosexual men studied were infected with anal HPV and that 33% of those infections were
with an oncogenic type.

’ Can the quadrivalent HPV vaccine be administered to immunosuppressed
(eg, HIV-positive) females?

Studies have shown HPV infection to be almost twice as common in HIV-

positive females as in HIV-negative females. However, even though HIV-
positive females are much more likely to be infected with HPV types 6, 11, 16, and 18,
they are still very unlikely to be infected with all 4 types at the same time and could
potentially benefit from being vaccinated with the quadrivalent HPV vaccine. Because the
quadrivalent HPV vaccine is a noninfectious vaccine, it can be administered to females
who are immunosuppressed as a result of disease or medication. However, patients
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should be counseled that the immune response and vaccine efficacy in these females may
be lower than in immunocompetent females. Studies are ongoing to assess the efficacy
and safety of the quadrivalent and bivalent HPV vaccines in immunosuppressed females.

’ Should the quadrivalent HPV vaccine be given to pregnant women?
The quadrivalent HPV vaccine is not recommended for administration
during pregnancy. Although the vaccine has not been associated causally
with any maternal adverse events during pregnancy or in the developing fetus, limited
data regarding vaccination during pregnancy are available. In addition, if a woman
should become pregnant between HPV vaccine doses, the remaining doses should be
held until after pregnancy.

’ How effective are risk-based strategies in selecting females to receive the
quadrivalent HPV vaccine?

Recent studies have

shown that a risk fac- Gopyright 2003 by Randy Glasborgen. v glasborgen com
tor-based approach to selecting
which females should receive the
quadrivalent HPV vaccine is inad-
equate. Using a risk-factor-based
approach leaves many eligible
women who are at-risk without
vaccination, because all females
are inevitably at risk for HPV
infection once they become sexu-
ally active. Therefore, it is impor-
tant that every effort be made to
vaccinate all females prior to the
onset of sexual activity.

“I can install this virus software if you bend over.
But a flu shot would be easier for both of us.”
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