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QUESTION FROM DR. FERNANDA HERRERA IN SWITZERLAND

This is the first vaccine against a sexually transmitted disease that will be administered in a critical age-group. The success in preventing cervical cancer will depend on good population coverage, HPV types included in the future, and the availability of continuous and effective screening programs for many years to come with the purpose of detecting HPV genital infections as well as cervical cancers that could arise from other types of HPV infection.
As it has been recently reported in some studies vaccine uptake is around 70%, and this is significantly lower in schools with higher proportion of ethnic minorities. (Brabin L, BMJ 2008)

More recently, the Canadian press has cited several cases of catholic schools that have already raised concerns and ethical questions regarding HPV vaccination proposing the practice of abstinence before marriage.

http://www.theglobeandmail.com/servlet/Page/document/v5/templates/hub?searchText=HPV&hub=Search&searchType=Quick 

http://www.nationalpost.com/news/canada/toronto/story.html?id=565361 

Historically, similar concerns have been raised with regard to penicillin for syphilis, condom availability projects, and emergency contraception. I wonder if that 70% uptake reported by Brabin and others could potentially be even lower in communities or countries with strong influence of religious beliefs or other ethnical issues. How can we intensify efforts to guarantee the success of HPV vaccination in these communities respecting by principle their decision of faith and beliefs? 
RESPONSE FROM DR. PATRICIA GARCIA IN PERU

We are just learning how to deal with the issues of acceptability in different cultures, and the numbers might be even lower in some groups. I don’t think there is a definitive answer to your question but we have to use what we have from the experience in other areas like STIs: there is a need to identify leaders from the different groups to be able to have voices which can be heard and trust and work with them explaining the burden of the problem and the importance of a comprehensive approach to cervical cancer which should include vaccination (as a preventive measure and assuming costs are not an

issue or can be make more reasonable through negociation), specially leaders or role models from each of the communities.  If the leader shows he or she has vaccinated his or hers children this could be followed. There is also a need to understand the beliefs and myths regarding vaccines or the possible fears they may have to be able to address them with adequate messages.
Working with teachers and parents is crucial in this area, as well as working with health professionals and young people which could help as peer educators too.

RESPONSE FROM JENNIFER L. WINKLER IN U.S.
It will be important to work with faith communities, as well as other communities, to understand specific issues and concerns regarding HPV vaccination. It can be particularly helpful to work with community members who are supportive of HPV vaccination to gain insights into how they integrate this support within their faith and belief system. Certainly some faith communities have been supportive of HPV vaccination. The Catholic Medical Association in the United States, for example, put forth a position paper on HPV immunization in January of 2007 supporting the widespread use of Gardasil, although they opposed mandating the use of the HPV vaccine given their belief in the importance of parental authority on this issue. Also of note, as Scott Wittet wrote in an earlier posting, preliminary results have not shown broad HPV vaccine resistance as we feared could emerge in the four countries (India, Peru, Uganda and Vietnam) where we have done formative research or initiated demonstration HPV vaccine projects. 
RESPONSE FROM DR. SUSAN ROSENTHAL IN U.S.
Although there are undoubtedly individuals for whom attitudes about religion influence their decision-making, the data suggests that most parents view this as more of a vaccine decision than a sexual decision.  I would guess that this viewpoint will become more common as individuals become more comfortable with the vaccine.  However, there still is the 25% to 30% who may need some reassurance about giving this vaccine and there will always be a portion of those that will refuse the vaccine regardless of any intervention.  There was one study in the U.S. that showed providing more information persuaded parents who were not sure to be more positive about vaccinating and thus, education will be important.  To the best of my knowledge, we do not know enough yet about what information will be most useful and how to make it country and culturally specific.
RESPONSE FROM DR. LORETTA BRABIN IN U.K.

Acceptability studies in western countries, including Canada, have all indicated that around 80% of the population will wish to vaccinate their daughters. There are likely to be some areas where uptake will be lower, due to both socio-economic, cultural and religious constraints. I think we have to be careful not to unfairly single out the Catholic Church as being singularly reactionary. In our study most Catholic schools took part and uptake was good. There will be traditionalists, but in the last instance, the decision will be taken by parents, who are likely to prioritise their child's health. It may also take time for optimum coverage to be achieved. Hopefully future results from Phase IV studies will reassure parents who are still concerned about long-term safety - which is the main reason given for refusing vaccination.

Where both religious and cultural (ethnic) characteristics are very traditional, the problem may be more intractable. In some countries it will take longer to introduce HPV vaccination, and a period of consultation and discussion will be required. Cervical cancer can be prevented without vaccination, and perhaps if the vaccine is not acceptable, then at least people will put pressure on their governments to increase screening and treatment as an alternative. 

___

QUESTION FROM DR. EDUARDO CAZAP IN ARGENTINA

Dear experts,
I have two points on which I would like to receive your comments:
One is related to the pricing of the HPV vaccine.  In spite of the fact that the price in different countries is very variable, ranging from around 100 to 300 dollars per dose, according to the country, recent news from Mexico say that, due to the pressure from organizations and the public, the Mexican government decided to buy an important quantity of vaccine doses, and that, negotiating with the two main supplying laboratories, they obtained a price that would be around 40 dollars per dose.

The other comment is related with the need to apply the vaccine in 3 doses.  I have received information of data from Kaiser Permanente in the State of California in the USA, that says that the compliance to the 3rd dose of the vaccine - supplied free of charge to Californian women - is of only 30%.  My question is then how do you view this situation in relation to the applicability in developing countries.
RESPONSE FROM DR. PATRICIA GARCIA IN PERU

There is a need to work on negotiating better prices for the vaccine, there is no doubt about that. Probably a better negotiation means to have several countries together, an important number of vaccines and the possibility of getting better prices by scale economy (economia de escala).  PAHO based on the revolving fund, can negotiate better

prices based on the number of vaccines they will buy as they have done with other vaccines. Those negotiations need to be started, Mexico has done that, in Peru, we are in discussions with PAHO to get their help for the negotiations.  There is some data available which can help to get an idea of what could be a cost effective price, that plus each countries capabilities should be taken into account for the negotiation as well as the number of vaccines planned to be use.  For the second part, regarding the potential low coverage on the third dose, we need to learn more from the data available on vaccines like hepatitis B or others. In Peru we are going through a national catch up vaccination for Hepatitis B, right now starting second dose. We are documenting the coverage for each the doses and trying different strategies to assure people is complaint and we are planning to learn from this experience for the future.  There are some implementation

studies done by PATH in 3 different countries and they are also recording coverage for third dose.  One good alternative to increase coverage is to offer vaccination during school time, at schools.  So first dose could be given as the girls (10-11 cohort) start the school year, the second at 2 months and the third at six months (still within school year and reachable at the school). This is being evaluated. 

RESPONSE FROM JENNIFER L. WINKLER IN U.S.
Regarding the comment on 3 doses, we will need more information to understand what strategies are most effective for ensuring delivery of 3 doses of the HPV vaccine. In a pilot school-based vaccine delivery strategy in Peru in 2007, over 94% of girls who began HPV vaccination received all three doses of the vaccine. In this case, delivering the

vaccine within a school-based strategy and within the school year, seems to have facilitated high completion rates for receiving all three doses. Further experience is needed to better understand other options for obtaining high completion rates. Projects currently underway will provide data to help answer these questions, with

initial results by 2009.

RESPONSE FROM DR. SUSAN ROSENTHAL IN U.S.
The fact that it is hard to obtain compliance for the third dose should not discourage us from trying.  It is likely that individuals have some protection after two doses and the third dose can be delayed and still be useful in adding protection.  I think we really need to understand each of our local factors which make it difficult to complete the three doses.  Dr. Gregory Zimet's work on the Hepatitis B vaccine has demonstrated that it is practical barriers that lead to poor vaccine completion.  Perhaps the first dose which requires greater information can be given in one setting and the 2nd and third in settings which are more convenient for families to get to.

With regards to the first comment, vaccine pricing is quite complicated.  One can only hope that countries will pay what they can afford so that it can be countries with more resources can make the vaccine available for countries with less resources.

RESPONSE FROM DR. LORETTA BRABIN IN U.K.

It will be important to ensure that the three-dose vaccine schedule is completed and we will need to see the data from different countries to see whether it is a general problem, or specific to the health delivery system. I don't think we can extrapolate from California to developing countries. 

