___

COMMENT FROM DR. CECILIA ROTELI-MARTINS IN BRAZIL

I am working with HPV vaccine clinical trial in my country, Brazil, since 2000. Nowadays both commercial vaccine presentations are available in private clinics. Nevertheless they are very expensive for the majority of  the population. I feel that the barrier to introduce vaccination in public sector is only political will. The women that know about HPV and cervical cancer are seeking for affordable and accessible vaccination. Actually the Brazilian government has enough cash to implement such program including an organized screening. We hope that one day all Brazilian girls can prevent the cervical cancer by free vaccination.

___

QUESTION FROM PROFESSOR DR. ERMINA ILJAZOVIC IN BOSNIA AND HERZEGOVINA
My name is Ermina Iljazovic, ECCA member from Bosnia and Herzegovina (B&H). We have a high incidence of high-grade cervical lesions and cervical cancer in Bosnia, and unfortunately just an opportunistic instead of organized screening. Now we are in the process of preparing a programme of cervical cancer prevention in B&H with intention to start with intense activity at field at the beginning of next year.  As I know and as we heard from the speakers there are no doubt about the necessity of HPV vaccine, as well as no doubt of necessity of implementation of screening programme and some alternative approach in some of low incoming resource countries. Vaccine is safe. But!!

The vaccine is available in the many countries in the world even in B&H, but we still haven't an adequate feedback in the practice. In the most countries vaccine is still not the part of the regular vaccination programme. In some countries it is given to one generation of 13-teen years old girls.

Question is: What we have to do to convince the Ministries of Health and Politicians to integrate the vaccine in regular programme of vaccination? More campaign, or some kind of law regulation, or what?

Thank you very much for giving me an opportunity to participate. Very best.
RESPONSE FROM DR. SUSAN ROSENTHAL IN U.S.
The issue of using laws, legislation, etc to help with uptake is a complicated one.   It is probably important that each country treat this vaccine the way they would treat other vaccines.  In the U.S. and Texas in particular, introducing state laws mandating vaccination too early created an incredible backlash even among supporters of the vaccine.  Thus, look to how vaccines are being handled in general.  I do think there are some opportunities to partner with other health organizations but again it is important to not ask TOO much of this vaccine.  There is an issue associated with only offering it to one age group, but it may be where countries need to start.  In the U.S., that type of strategy led to a shortage of the meningococcal vaccine – only younger teenagers were targeted, but we failed to anticipate the number of parents who wanted both older and younger teenagers vaccinated.  To the best of my knowledge, no on has talked about what to say to the parent of a 13 and 15 year old in a country where only the 13 year-old can get the vaccine.  It would seem to me you have just heightened anxiety about the disease. I am interested in others’ thoughts about whether that will be an issue, and how to prepare clinicians and families.
RESPONSE FROM DR. LORETTA BRABIN IN U.K.
It is very good to hear that you are starting a cancer prevention programme in B and H next year. It will be important to encourage the Ministry of Health to look ahead and plan for future cervical screening alongside adolescent HPV vaccination. Countries like the UK, that are introducing routine adolescent HPV vaccination, will probably modify their cervical screening programmes over the next 10 years to make it suitable for women who have been vaccinated already. 

Advocacy will be important in getting both the population and policy makers to consider HPV vaccination. Governments need to think through the issues very systematically. Have you seen the WHO document "Preparing for the Introduction of HPV vaccines" (WHO/RHR/06.11)?  It is on the WHO website (and in the library of the HPV vaccine community of practice website). It describes the stages that a government should go through when deciding on whether to introduce routine vaccination. An important issue is whether the Government will be able to subsidise the vaccine and deliver it free or at low cost. If people have to pay for it, especially if is made compulsory, it could be very unpopular. Payment may be less of an issue if the general population wants the vaccine, but in most countries, there is not much knowledge about cervical cancer and most people may not realise there are vaccines available. There is work to be done with the general public before introducing the vaccine to make sure that there is demand and acceptance of adolescent vaccination. We will probably get more reports about the practical do's and don't of implementation as more countries introduce the vaccine.
RESPONSE FROM DR. JENNIFER L. WINKLER IN US

Jackie Sherris and her co-authors address this issue in their article titled “Education, training, and communication for HPV vaccines” published in the HPV supplement to Vaccine of 2006. They note that since health policymakers are not usually experts in cervical cancer prevention, they need clear, accurate, and up-to-date information on HPV, cervical cancer, screening and treatment, and HPV vaccine. The information should be summarized in easily-understood language and presented in a way that can facilitate comparisons with other health interventions or proposed strategies. Modeling of health outcomes and cost-benefits can help to condense data into summary statistics that can be of direct relevance to decision-making. We are also about to publish an article on “Determinants of human papillomavirus vaccine acceptability in Latin America and the Caribbean” in an upcoming monograph in Vaccine about HPV in Latin America and the Caribbean and in that article we describe some of the issues that will be important to clarify locally for developing this information: 

- Who makes decisions about policy, and the information they need;

- Political positions on, and understanding of, cervical cancer;

- The process of vaccine approval and the legal mechanisms for incorporating new vaccines into each countries public-sector vaccination programs;

- How to summarize and translate technical information about cervical cancer and the HPV vaccine for non-experts;

- And how to facilitate comparisons with other vaccines and other health priorities (particularly other strategies for cervical cancer prevention) including issues of cost.

___

QUESTION FROM DR. P. CHEENA CHAWLA IN INDIA

My question to the experts of this videoconference is: To curb the spread of HPV, it is important that the HPV vaccination in women is made compulsory, for which government support in providing subsidized/free of cost vaccines is needed. Proper advocacy on this issue is therefore needed to create awareness both in the public and political domains. Which organizations provide funds for conducting such advocacy projects especially in developing countries like India where they are needed most? 

RESPONSE FROM DR. LORETTA BRABIN IN U.K.
Lower income countries may be able to get HPV vaccine subsided through GAVI, which supports the cost of vaccination in many such countries. The issue of a compulsory vaccine is very controversial, especially if it could give the impression that women are responsible for spreading HPV. We know that the source of HPV infection is often men, and in an ideal world, men would be vaccinated against HPV infection so that women are not blamed for being "promiscuous". This would also be the best way of reducing transmission rates. However, the vaccine is very expensive so most countries will only vaccinate women. If there are fears that the vaccine uptake will be low, a compulsory policy may not be the answer. People may still reject compulsory vaccine, and all sorts of rumours may spread about the vaccine programme. It is generally better to try and educate people and help them to value vaccination - at least in the first instance. Advocacy is part of the strategy for introducing the vaccine (see above answer) but should be based on good data. You may be able to get support from advocacy from patient groups representing cancer survivors. 
RESPONSE FROM DR. JENNIFER L. WINKLER IN US
I do not have guidance on where to turn for funds for advocacy projects, but I did want to comment on some of the underlying assumptions in this question. It is important to distinguish between compulsory and universal vaccination. Governments can offer subsidized or free of cost HPV vaccine to a target age group - making it accessible to the least resourced sectors of the population most at risk for cervical cancer - without making the vaccine compulsory or mandatory. HPV modeling data that I understand will be published shortly has shown a greater public health impact for universal as opposed to opportunistic HPV vaccination. This type of modeling data, once it is available, will be helpful in guiding policy decisions around HPV vaccine implementation strategies and policy decisions. 
___
QUESTION FROM TAIWO OYELADE IN NIGERIA

Did countries that have successfully introduce HPV vaccines in adolescents face significant socio-cultural issues, barriers or challenges during the process? What issues are we likely to contend with and what lessons for Africa. 
RESPONSE FROM DR. SUSAN ROSENTHAL IN U.S.
One of the issues that has not been considered enough is people's reactions to it being a new vaccine.  In the U.S., that appears to be an issue for people -- they want to have more experience with it.  That should not be interpreted as their being against the vaccine.
Another challenge is the timing of vaccination. People get confused between prevention of HPV and giving the vaccine pre-sexual activity, and whether it is still worthwhile in sexually experienced women.

RESPONSE FROM DR. LORETTA BRABIN IN U.K.
There have not, as yet, been many published reports on socio-cultural barriers to HPV vaccine implementation, and in each country, the issues will be somewhat different depending on the health delivery system and the characteristics of the country. Nigeria is a very large and diverse country, and attitudes could be expected to vary between states and ethnic groups. Objections from religious groups had been anticipated in the US, but were not a problem in a feasibility study in the UK (BMJ 2008), nor in Uganda. The objections tend to come from minority groups, and their objections are seized upon by the media. There are, nevertheless, cultural attitudes that may hinder vaccine uptake because the belief system does not allow room for the possibility of non-faithful (monogamous) relationships. In reality people will know that monogamy is the ideal, not the reality, but they have to maintain the belief in the ideal. In Africa, in will be important to dispel views that HPV is due to promiscuity and de-stigmatise cervical cancer. For many years, the most quoted risk factor for cervical cancer has been having many partners. While it is true that the more partners you have, the less likely you will remain uninfected, the fact is that most infections are acquired soon after sexual activity begins - after contact with just one partner.  Also with regard to genital warts, some the first described cases in the 1950s were in monogamous women whose husbands had returned from overseas service.  Most parents want to protect their daughters from cervical cancer but if the disease itself is stigmatised, this could present a problem. Presenting the right messages about the vaccine will be very important.
RESPONSE FROM DR. JENNIFER L. WINKLER IN U.S.
HPV introduction is in its very early stages currently. Some of the challenges that a preliminary results from PATH’s formative research in India, Peru, Uganda and Vietnam point to include: little knowledge of cervical cancer and even less understanding of HPV, little knowledge of HPV vaccines among health care staff, and concerns about safety and side effects of this new vaccine (e.g., impact on future fertility). Other challenges include a lack of existing in-school health programs and a lack of health-sector experience reaching girls in the target age for this vaccine making it unclear what locations may be best for reaching these girls. 

Scott Wittet’s comment circulated yesterday also provides a very brief summary of preliminary experience with the introduction of HPV vaccine through demonstration projects in India, Peru, Uganda and Vietnam. 

___
QUESTION FROM DR. PAVLOS NEOPHYTOU IN CYPRUS

Is there a chance to get expert opinion about my suggestion that young women (who usually had less than 5 lifetime partners before), who are being recruited to become sex workers should be HPV DNA tested and those who are HPV-negative should be vaccinated prior to starting their "new job"?

RESPONSE FROM DR. SUSAN ROSENTHAL IN U.S.
My answer to that is that given the coverage of 4 types and the limited resources for HPV testing, I believe that they should all be immunized and the cost of DNA testing should instead be used to get all young girls immunized before any untoward event can happen.
RESPONSE FROM DR. LORETTA BRABIN IN U.K.
I think this query is largely addressed above. There is a high risk of HPV in the general population and women who have had several partners are likely to have already been infected. It would be expensive to screen women for HPV in this setting and would reinforce views that the vaccine is for high-risk groups.  It is better to focus on routine vaccination for all young women before they become sexually active. 

RESPONSE FROM DR. JENNIFER L.WINKLER IN U.S.
According to the Advisory Committee on Immunization Practices (ACIP) in the United States, HPV vaccine should ideally be administered before potential exposure to HPV through sexual contact. The ACIP also recommends that females who might have already been exposed to HPV should be vaccinated. Given that individuals may benefit from vaccination if they have not already been exposed to the HPV types in the vaccine, women can work with their care providers to assess the potential benefits and financial costs of vaccination and make a personal decision about whether vaccination makes sense for them. 

Public health systems similarly will need to make assessments of the costs and benefits of different HPV vaccination strategies and target groups when determining who will be included in public sector HPV vaccination programs. 

Regarding the need for HPV DNA testing prior to vaccination, the ACIP is clear that Pap testing and screening for HPV DNA or HPV antibody are not needed before vaccination at any age. 

