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HPV Vaccination: Is necessary vaccinate everyone?   

Paula Cortiñas Sardi* 

 

As you set for Ithaka 

hope the voyage is a long one 

…May there be many a summer morning when, 

with what pleasure, what joy, 

you come into harbors seen for the first time. 

Ítaca. C.P. Cavafis. Alianza  Editorial 1982. 

 

For the primary prevention of cervical cancer there are currently two vaccines that prevent 

infection by oncogenic Human Papillomavirus (HPV) 16 and 18: the tetravalent, which also 

prevents infection with HPV 6 and 11 associated with development of condylomas, and the 

bivalent. Both vaccines have proven to be safe and effective in many clinical trials and studies 

conducted so far. These vaccines are preventive, so avoid infection by viral types included in them. 

This is why it is recommended vaccinating children between 9 and 14 years as a target population 

due to the low probability that have come into contact with these types of HPV, with the 

additional advantage of having a better age-related immunogenicity. In addition to the 

recommendation to cover this young population, it is advisable to extend immunization to the 

population between 15 and 26 years, ages in which the incidence of HPV infection is greater. 

Then the following question arises: would it be beneficial to vaccinate women older than 26 years? 

To answer this question it is necessary to analyze several considerations to be able to justify the 

vaccination against HPV in older women. Firstly, it is essential to estimate the incidence of HPV in 

this group of women.  The peak incidence of all types of HPV infection is located between 20 and 

25 years, when starting a progressive decrease reaching a plateau from the 30 years; it also occurs 

when evaluating the incidence of infection with oncogenic HPV1. This means, that the HPV 
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infection in over 30 years, is ostensibly less, so it seems that the need for a prophylactic vaccine 

decreases as the age of the population increases. In addition, infection above age 30 is probably 

related to a persistent infection that was purchased at earlier ages 2. 

Secondly, it is necessary to assess whether the vaccines are effective in this population group. 

There have been some clinical trials evaluating the efficacy of both vaccines in women older than 

16 years, as well as the frequency of side events. It was performed a meta-analysis that included 

all effectiveness studies performed with both vaccines with 40,000 patients evaluating the risk of 

developing CIN2 and more advanced injuries (CIN2+) in patients between 16 and 45 years3.  In the 

analysis to 8 years in the population with intention to treat, which includes a heterogeneous group 

of people vaccinated (with and without prior infection with HPV and at least one dose of vaccine), 

there is a decrease in the risk of developing NIC2+ is close to 70%.The analysis of the per protocol 

population (patients without prior infection by HPV and application of three doses of vaccine) for 4 

years shows that risk reduction is 95%, which indicates that the effectiveness of vaccines in this 

age group is similar to that observed in patients under 16 years.  

Thirdly, it is important to assess what is the impact of the vaccine in patients with prior HPV 

infection or patients treated for pre-invasive disease, since this possibility is more frequent in 

patients over the age of 26. At this point, there are several possible scenarios:  

 First stage: the patient who has never been in contact with HPV. This is the ideal scenario 

due to the fact that vaccines are prophylactic and prevent infection when they are administered 

before contact with the virus. This group of patients would receive a similar benefit to the target 

population. 

 Second scenario: the patient who has been in contact with any of the virus contained in 

the vaccine, but that has no active infection.  Such patients would benefit for the prevention of 

infection by virus types included in the vaccine other than which was contacted previously. 

Simultaneous infection with the types included in the quadrivalent vaccine is very uncommon (< 

0.1%) so there is always some protection, although not equal to which occurs in the first scenario4. 

It is possible however, the prevention of re-infection, since it seems that the vaccine could act as a 

boost against the type of virus that the patient was in contact in the past 5. It would have to wait 

for results of studies adequately designed to test this hypothesis. 

 The third scenario is the patient who has an active infection by some type of HPV included 

in vaccines. In this type of patient, the vaccine does not alter the natural course of this infection, 

either its elimination or persistence 5. However, there is a benefit of prevention of infection by the 

other types with which has not been in contact 4, but compared to the previous groups, the 

benefit is much smaller.  

 The fourth and final stage is the patient who has been in contact with any of the virus 

types and presents a persistent active infection. This type of patient with less benefit from 

vaccination, because the vaccine does not alter the course of the disease and does not prevent or 
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modify the development of gynecologic disease associated with infection6 and probably, if the 

patient is not treated, will develop a lesion associated with the virus with persistent infection. 

Then, what arguments would be in favor of vaccinating women over age 26?:  vaccines are 

effective in this age group; in addition, vaccines are polyvalent, so it would provide protection for 

infections by types other than those previously acquired; with a poor primary coverage between 9 

and 14 years, the herd effect is greater if more patients are immunized and, finally, older women 

have greater awareness of the disease and acceptance of vaccination is better than in girls and 

adolescents.  What are the arguments against? The lower incidence of HPV infection at older ages, 

a higher probability of presence of infections or previous injuries by HPV and, in view of the above, 

probably the cost-effectiveness of the vaccine could be lower than that of the target population.   

Probably, the most sensible conclusion, based upon the available evidence, is that vaccination of 

older women must be individualized and be done after having served with the greatest possible 

coverage vaccination of target population. It is necessary to understand that the HPV vaccination 

will prevent the cervical cancer in adult women of next generations, with little impact in the 

current generation, so efforts must be channeled in the vaccination of our children and in 

achieving a greater coverage of research in women over 25 years and so, combining primary and 

secondary prevention, reduce the incidence of cervical cancer in a short time. 

*Instituto de Oncología Luis Razetti, Centro de Especialidades SaludChacao y Clínica Santa Sofía, Caracas, Venezuela. 
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