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EXPERIENCE OF IMPLEMENTATION VACCINATION PROGRAMS AGAINST HUMAN PAPILLOMAVIRUS IN THE WORLD,
REASONS FOR REJECTION OF THE VACCINE
(LITERATURE REVIEW)

Vaccines against human papilloma virus (HPV), a potential instrument for the prevention of cervical cancer and some other
cancers. High coverage of the target group in the ongoing program of HPV vaccination is cost-effective and successful event,
depending on the knowledge and the trust to the ongoing program.
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Introduction: Human papillomavirus (HPV) is the most common viral infection of the reproductive tract. HPV is sexually
transmitted, but penetrative sex is not required for transmission. Skin-to-skin genital contact is a well-recognized mode of
transmission. Cervical cancer is by far the most common HPV-related disease. Though data on annogenital cancers other
than cancer of the cervix are limited, there is an increasing body of evidence linking HPV with cancers of the anus, vulva,
vagina, and penis. In 2005, the World Health Organization (WHO) initiated the establishment of the global HPV Laboratory
Network (LabNet) [1]. The first vaccine to prevent cancer cervix and HPV-associated diseases in woman was approved in US
on June, 2006 by the U.S. Food and Drug Administration (FDA). Currently, there are three HPV vaccines that are safe and
efficacious in preventing HPV infection: bivalent (Cervarix, GlaxoSmithKline), quadrivalent (Gardasil, Merck), and ninevalent
(Gardasil, Merck) HPV vaccines which protects against HPV 16 and 18; HPV 6, 11, 16 and 18; and HPV 6, 11, 16, 18, 31, 33, 45,
52 and 58, respectively [2]. HPV16 and 18 are the primary cause of 70% of all cervical cancers worldwide. [3], HPV 6 and 11
are present in over 90% of all anogenital warts [4]. In clinical trials, the HPV vaccine demonstrated more than 90% efficacy
against HPV 16 and 18 related with precancerous lesions in women aged 15-26 years. [5]. Vaccines showed a high percentage
of efficacy against cervical intraepithelial neoplasia and invasive cancers related to virus types 16,18. In four randomized,
double-blind, placebo-controlled researches, where as an endpoint was persistent infection, the effectiveness of HPV vaccine
was 100%. [6] The data of another randomized, placebo-controlled, double-blind research conducted at 62 research centers
in 16 countries during the period from January 2002 to March 2003 were published in 2007 and presented the 100%
effectiveness of HPV vaccine (95% CI, 94% -100 %). [7] The data on the safety and efficacy of vaccines allow many countries
to start  using  the vaccine prevention at  the level of  public  vaccination programs.
According to the World Health Organization’s monitoring system, HPV vaccine had been introduced in 57 countries by 2013.
[8]. Although the age range for comparison varies internationally, there is a vast difference in HPV vaccine uptake across
these countries, from very high—86.7 % for 3 doses in adolescent females of the target age in the UK (2013-2014) [9] —to
very low—37 % for 3 doses the adolescent age group in the US [13]. Uptake needs to be consistently high for a
comprehensive reduction in HPV disease burden to be achieved at a population-level. In particular, vaccination coverage can
be increased from 67 to 90 %, models predict that the long-term reduction in incident infection will be increased from 76 to
95 % [10].

Most developing countries, participating in vaccination, primarily propose the introduction of vaccination strategies at
schools. This experience today remains the main, close coordination with the education sector is a key element and the
overall immunization coverage is high enough. [12]. The spread of correct information about the vaccine is key in ensuring
public support. There is little evidence available to guide strategies for school-based vaccination. The systematic review of
practices for school-based vaccination implementation conducted by S. Rachel Skinner, Cristyn Davies, Spring Cooper
identified only one randomised controlled trial in 14 studies, which evaluated process. [13-14]. We can trace how the
introduction of vaccination programs developed by example of some developed countries.

The National Human Papillomavirus (HPV) Vaccination Program in Australia commenced in 2007 for females and in 2013 for
males, using the quadrivalent HPV vaccine (HPV 6,11,16,18). Australia is one of the first countries where the program of HPV
immunization was launched. Post-vaccination reductions have already been documented in Australia in genital warts high-
grade cervical abnormalities, and most recently, HPV prevalence, in young women. There is some evidence that in Australia
was the decrease of ervical abnormalities (CAX) (CIN2+ or adenocarcinoma in situ) in women younger than 18 years
involved in the vaccination programme when comparing the period 2003-2007 (prevaccination) with the period 2007-2009
(postvaccination). Such a decline from an incidence of 0.85% in 2006 to 0.22% in 2009 represents a more than 50% decline
in incidence (p = 0.003) [15]. Further Australian data, collected during the first 5 years of their national immunization
program, found that the incidence of genital warts decreased more than 50% among females under 30 and more than 70% in
heterosexual males of the same age. [16]

Similarly, incidence data from Denmark shows that genital warts have declined an average of 3.1% every year since 2007.
Denmark has reached very high vaccination rates (3-dose coverage of over 80%) through administration by general
practitioners. [17] The implementation of immunization program in the United States has been very successful, with the
provision of 90% coverage [18] However, immunization was not achieved with the same success for adolescents and adults.
[19].

In US within 4 years of vaccine introduction, the vaccine-type HPV prevalence decreased among females aged 14-19 years to
50 %. [20]

In Switzerland during four years in a multicenter randomized controlled research the effectiveness of preventive vaccination
against HPV (6, 11, 16 and 18) was evaluated relatively to low risk of cervical intraepithelial neoplasia, vulvar, vaginal, and
anogenital warts. The efficiency of the vaccine was 100% for I class intraepithelial neoplasia of vulva and vagina (95% CI 74%


https://en.wikipedia.org/wiki/Food_and_Drug_Administration_%28United_States%29

to 100%, 64% and 100%, respectively), and 99% for anogenital warts (96% to 100%) and led to a significant reduction of the
prevalence of HPV in the follow-up period of 42 months.

France, which offered vaccination on request and reimbursed only a proportion of the costs, achieved only 28.5% coverage
with a doses. [21].

In Hong Kong, HPV vaccination does not provide by government program and patients have to pay out of pocket to be
immunized in the private sector.

In German, German Standing Vaccination Committee (STIKO) recommends HPV vaccination for Girls aged 12-17, before the
first sexual intercourse if possible.

Thus, the effectiveness of the vaccine can be measured only in the long term, when sufficiently numerous cohort of
immunized teens reach the age of developing cancer pathology. Nevertheless, despite these limitations, the data accumulated
in a number of countries approves the efficiency of HPV vaccination.

Also studying the literature on the subject of vaccination, we note that the relevant issue is the study of factors affecting the
coverage of HPV vaccination and parental attitude towards vaccination against HPV. According to the literature, many
researches tell us that parent’s lack of knowledge about the virus and HPV vaccines to make an informed decision about
vaccination.

There are some reviews indicated that recommendation from a doctor is the main driver of vaccination, safety is a key
parental concern, HPV vaccine-related knowledge is positively associated with vaccination uptake and) school-based
immunization programs increase vaccination coverage. [21, 22]

The data of systematic review based on 23 studies of European countries, conducted by Victoria Ferndndez de Casadevante et
all, showed that vaccination coverage is related to ethnicity of the population, high socioeconomic status, regular
participation of mothers in cervical cancer screening programs, as well as obtaining vaccinations by the vaccination schedule
since childhood. Also the author noted that few parents have some problems with the HPV vaccination, and that we should
find ways to influence these vulnerable groups for the prevention of HPV-associated diseases. [23].

In the literature there is a surprising consistent pattern of general knowledge about vaccination in respect to parental
hesitancy: parents who refuse to do vaccination tend to be more educated whereas those who accept vaccination have a
lower educational level. One of the theories is that educated parents are much more likely to have access to specific sources of
media such as the Internet, where they can receive negative information regarding the HPV vaccine. In addition, highly
educated parents feel more confident and able to interpret complex scientific and clinical health information that allows them
to ignore the advice of practitioner doctors, if there are contradictions.

With regard to vaccination in general literature review reflects the fact that the parents, who agree to the vaccination for
their children, often have limited knowledge of the diseases which may be prevented by vaccine. Also, these solutions of the
parents are often based on the provider recommendations and not on knowledge of the specific vaccine or disease that can
be prevented. [24-26]. Furthermore, research has shown that parents who do not have their children vaccinated have
researched the topic extensively and overall show an interest in health-related issues. [27].

Uncertainty about the level of protection offered by the HPV vaccine was evident among parents, and to a lesser extent among
vaccination-aged girls. There was a lack of understanding among parents and girls that cervical screening would be required
irrespective of vaccination status; several parents had believed that the vaccine would eliminate the need for cervical
screening. [28]. It is important that parents and girls make informed decisions about accepting the HPV vaccine based on
accurate understandings of the advantages and disadvantages that vaccination offers, particularly the level of protection it
provides against cervical cancer.

Conclusions: As we can see from the literature low level of knowledge and understanding of HPV and HPV vaccines among
parents of vaccinated girls occurs everywhere [29]. These studies suggest that girls know little about how the human
papillomavirus is transmitted, how to reduce the risk of HPV infection, [30] knowledge and understandings about HPV
infection and its link to cervical cancer. In addition, girls are unaware about the level and duration of protection HPV vaccine,
[31] and they had a lack of knowledge about the role of passing further screening for cervical cancer. Based on published
data, barriers to the introduction of vaccines are multifactorial, but nevertheless, vaccination against HPV - is a cost effective
public health strategy, the implementation of which will prevent the financial cost of the state associated with the risk of
developing HPV-related diseases in perspective. HPV vaccination program is based on a voluntary agreement, which gives
parents the opportunity to avoid vaccination. Well-known fact is that today the level of vaccination coverage, not only against
HPV, but immunization by schedule began to decline. The differences between HPV vaccination coverage rates of teenage
girls all over the world may be caused by the implementation of different vaccination strategies among countries. A
multidimensional approach involving the participation of medical and school staff, financial support of the government at
national and local level and the implementation of campaigns in the media, especially in regions with high rates of cervical
cancer, may lead to an increase HPV vaccination coverage rate in any country.
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H.10. HACPBITJMHOBAL, M.P. KAUPBAEB?, B./I. PE3HUK1
1 /lencayavik Cakmay scaHe daeymemmik JJamy Munucmpaiei - KoramobiK deHcayablk cakmay #orapbl Mekme6i, Aamambl K.
2Kasak FulablMU-3epmmey OHK0102Usl dcaHe paduoio2us uHcmumymel, Kazakeman Pecnybaukacsl [leHcayabik cakmay
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JIYHME ’KY3IHJIETT AIAM NAIU/IIOMAChI BUPYChIHA KAPCbI, BAKIIMHAIIMSI TIPOTPAMMACBIH EHT'I3Y
TOKIPMBECI, BAKIIMHA/IAH BAC TAPTY CEBENTEPL
(9EBUETKE I1I0J1Y)

Tyiin: Azam nanwiomacel Bupychl (AIIB) - »kaThlp MOMHBI parbl MeH 0acka pak TypJsepiHeH NpPOQHIAKTHUKAJbIK,
noTeHuUangbl MHcTpymeHTN? JKyprisisireH mnporpammasnapfa ceHiMAi KapbIM-KaTblHacneH OiliMre GaiyIaHbICTBHI,
3KOHOMHUKAJIBIK 3$PeKTUBTI >k0He caTTi ic-mapasap, AIIB-Fa Kapchl BaKIMHALMAJBIK IporpaMMasap *KoFapbl MaKCaTThbl
XaJIbIK TOOBIHA XKYprisisnesi.

Tyitinai ce3aep: agam nmanuiomacel BUpychl, AllB-accouusinusiianras aypyJiap, 3¢peKkTHUBTIMNIK, Kayinci3aik, ycbIHbICTAD,
BaKLMHaLMsAIap NporpaMMasiapsl.

H.1I0. HACPBITAMHOBA1, M.P. KAUPFAEB?, B.JI. PE3HUK1
1Bvicwas wkona obuecmaeHHozo 30pagooxpaHerust M3 u CP PK, Aamamul, KazaxcmaH,
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ONBbIT BHEAPEHUA TPOT'PAMM BAKIIMHALIMHK ITPOTUB BUPY CA NNATINJ/1JIOMbI
YEJ/IOBEKA B MUPE, IPUYHNHBI OTKA30B OT BAKLIMH
(JIMTEPATYPHBII 0B30P)

Pe3ome: BakunHbI IPOTHB BHUpYyca ManuIoMbl yesaoBeka (BIIY) noTeHIMaabHbIH UHCTPYMEHT JJist NPOQUIAKTUKH paka
LIeHMKHU MaTKU U1 HEKOTOPBIX APYTUX BUJOB paka. BbICOKMI 0XBaT LiesieBOY rpynbl B IPOBOJUMOMN NIporpaMMe BaKLMHALUU
npotuB BIIY saABiaseTcs 5KOHOMHYeCKH 3(GEKTUBHBIM M YCHEIMIHbIM MePONpUATHEM, 3aBUCAIMM OT 3HAaHUM U
JIOBEpUTEIbHOTO OTHOIIEHHSA K IPOBOJAMMOM MporpaMme.

Kiaw4yeBble ci0Ba: BUpyC NanuwioMbl 4esoBeka, BIIY-accouuupoBaHHble 3a6osieBaHUs, BaKLMHauus npoTuB BIIY,
nporpaMMbl BaKLIIMHALMK, peKOMeHAaluy, 6e30MacHoCTb, 3G GeKTUBHOCTD



