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Abstract. Background:Men and women with HIV infection are at increased risk of developing cancers associated with
human papillomavirus (HPV). The two licensed prophylactic HPV vaccines protect against de novo infection with HPV-16
and HPV-18, which cause the majority of HPV-associated cancers. Currently, no vaccine efficacy data are available for
persons with HIV infection. Nevertheless, some countries have implemented specific HPV vaccination recommendations
for HIV-positive populations. To specifically recommend prophylactic HPV vaccination in people with HIV, the vaccines
must be safe and immunogenic in immunosuppressed people at a high risk of HPV infection. This review aims to
summarise the current knowledge from published HPV vaccine trials in HIV-infected populations, to compile scheduled
and ongoing HPV vaccine trials with HIV-positive study populations and to extrapolate the relevant knowledge about HPV
vaccine efficacy in HIV-negative populations to an HIV context. Methods: The databases PubMed, Scopus and
ClinicalTrials.gov were searched for peer-reviewed articles and scheduled or ongoing clinical HPV vaccine trials
enrolling HIV-positive persons. Results: Current data indicate that prophylactic HPV vaccines are safe and
immunogenic in different HIV-positive populations (children, female adolescents, adults). Increased immunogenicity
has been reported in persons on antiretroviral therapy compared with antiretroviral-naïve persons, whereas no clear
association has been found between CD4+ cell count at immunisation and vaccine response. Several scheduled and ongoing
HPV vaccine trials aim to determine vaccine efficacy against disease endpoints in HIV-infected study populations.
Conclusion: Prophylactic HPV vaccination appears safe, immunogenic and, by extrapolation, likely to reduce HPV-
associated cancer development among persons with HIV infection.
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Introduction

Prior to the widespread introduction of population-based
vaccination programs, infection with human papillomavirus
(HPV) was the most common sexually transmissible infection
worldwide and persistent HPV infection caused more than
600 000 cancers worldwide per year, including cervical
cancer, anal cancer, penile cancer, vulval and vaginal cancer
and oropharyngeal cancers.1 HIV-infected individuals are at
high risk of HPV infection and all types of HPV-associated
cancers occur at higher rates in HIV-positive people compared
with the general population.2 HIV-infected women are at high
risk of persistent HPV infections that may transform into
malignant lesions and, ultimately, invasive cervical cancer.
The cancer risk is closely related to women’s immune status
and, since 1993, invasive cervical cancer has been classified as
an AIDS-defining disease.3 Studies linking HIV/AIDS and
cancer registries have reported a 2- to 22-fold increased risk
of cervical cancer among HIV-positive women compared with
the general female population in the same geographical area.4

Among people with HIV infection, the highest rates of anal

cancer are found among men who have sex with men (MSM).
An 80-fold increased risk of anal cancer development has been
reported among HIV-infected MSM compared with the
background male population.5

HPV genotypes 16 (HPV-16) and 18 (HPV-18) cause most
HPV-associated cancers.6–11 Currently, there are two licensed
prophylactic HPV vaccines, a bivalent vaccine12 (Cervarix;
GlaxoSmithKline, Middlesex, UK) and a quadrivalent
vaccine13 (Gardasil; Merck, Whitehouse Station, NJ, USA).
Both vaccines offer protection against infection with HPV-16
and -18 and Gardasil additionally protects against the two most
common causative agents of genital warts, HPV-6 and -11. HPV
vaccine efficacy has been demonstrated for both vaccines
against cervical disease in large trials conducted in female
adolescents and young adults.14–18 Furthermore, the bivalent
vaccine has demonstrated efficacy against persistent oncogenic
anal HPV infection in young women.19 In addition, protection
against anal and anogenital disease has been established in a
males for the quadrivalent vaccine.20,21 HPV vaccine efficacy
has not been evaluated in HIV-positive study populations.
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However, Australian and US guidelines recommend that HPV
vaccination be considered for HIV-positive individuals.22,23

Compared with healthy individuals, HIV-infected
individuals often have reduced immune responses to various
immunisations (e.g. influenza vaccination,24,25 hepatitis B virus
vaccination26 and pneumococcal vaccination27). Nevertheless,
vaccination remains a common clinical tool to reduce the
risk of secondary infections in people with HIV. Vaccine
recommendations for people with HIV-infection have generally
been based on data from safety and immunogenicity trials,
combined with clinical assessment of need (e.g. high rates of
hepatitis B infection or high morbidity associated with influenza
in people with HIV). Accordingly, clinical recommendations
about HPV vaccination in people with HIV might be established
without direct efficacy data. For prophylactic HPV vaccination
to be recommended in people with HIV, the vaccines have to
be safe and immunogenic despite chronic immunosuppression.
A high degree of previous and prevalent HPV-16 and -18-
infections in this particular population might decrease the
expected vaccine efficacy.28,29

We conducted a systematic search of the present literature to
review the available data from published trials of the safety
and immunogenicity of HPV vaccines in HIV-positive study
populations. In addition, we aimed to describe the ongoing and
scheduled HPV vaccine trials in HIV-positive study populations,
with enhanced attention given to trials evaluating the study
vaccine against disease endpoints. Finally, we discuss the
implications of these findings in the context of the current
knowledge on HPV vaccine efficacy from HIV-uninfected
study populations.

Methods
The review was conducted in concordance with the Preferred
Reporting Items for Systematic Reviews and Meta-Analyses
(PRISMA) statement.30 Studies were included if they reported
data from trials that investigated either one or both of the
licensed HPV vaccines in HIV-positive persons. Scheduled
and ongoing trials were included if they were designed to test
safety, immunogenicity or HPV (bivalent or quadrivalent)
vaccine efficacy in HIV-positive persons.

Search strategy
A search of two electronic databases was conducted in
November 2013 using standard research procedures. The
databases were PubMed and Scopus. Search terms were
entered with combined sets of terms relating to HPV vaccine
or Gardasil or Cervarix, and HIV. In PubMed, article types were
restricted to ‘clinical trials’; in Scopus, document types
were restricted to articles. The search results from the two
databases were collated and duplicate publications were
removed (Fig. 1).

Inclusion and exclusion criteria
Two authors reviewed titles and abstracts for the following
inclusion criteria:

* a clinical trial on safety and immunogenicity of either one or
both of the HPV vaccines (bivalent or quadrivalent);

* an HIV-positive study population; and
* published in English.

Reference lists were not searched. We did not have any
exclusion criteria.

Furthermore, published and unpublished studies were
investigated through ClinicalTrials.gov (accessed 13 August
2014), which was searched for HPV vaccine immunogenicity
or efficacy trials enrolling HIV-positive study subjects up until
18 November 2013. The combination of search terms used was:
(1) Gardasil or Cervarix, and (2) HIV. In trials listed as
‘completed’, the ClinicalTrials.gov identifier was entered into
the electronic databases PubMed and Scopus to retrieve all
published trials.

Results

Published HPV vaccination trials enrolling HIV-infected
persons

In total, 473 records were identified by searching databases for
clinical trials on completed HPV vaccination trials enrolling
HIV-infected persons. After removing duplicate publications,
463 remained. Of these, 453 records were written in English.
Through screening of abstracts, six independent articles were
identified that reported results from relevant clinical trials in
HIV-positive study populations and used either one or both of
the HPV vaccines as study intervention. Table 1 summarises the
study characteristics, immunologic outcome measures and
main results from the six identified studies.

Studies in HIV-infected children

Levin et al.31 conducted a double-blinded placebo-controlled
safety and immunogenicity trial that enrolled and randomised
126 HIV-infected boys and girls aged 7–12 years to quadrivalent
HPV vaccination or placebo injections. Vaccines were
administered at 0, 8 and 24 weeks, and the vaccine schedule
was well tolerated. Vaccination had no adverse effects on CD4+

Number of articles retrieved 
from electronic search 

PubMed (285) & Scopus (188)

Number of articles after 
duplicates removed (463)

Screened articles (453)

Number of studies included in 
the final review for the 

current study (6)

Duplicates (10) 

Not written in 
English (10) 

Not meeting 
inclusion criteria 

(447) 

Fig. 1. Process of searching for and selecting papers for this review.
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cell counts or HIV RNA levels. The vaccine was immunogenic,
with seroconversion rates ranging from 97% to 100% for the
HPV types included in the vaccine. Antibody geometric mean
titres for HPV-6 and -18 were 30–50% lower compared with an
HIV-negative age-matched historical comparator group.

Weinberg et al.32 later published additional immunogenicity
data from the trial described above, comparing the
immunogenicity of a four-vaccine schedule to the standard
three vaccines regimen. Vaccines were administered at 0, 8,
24 and 96 weeks in a four-vaccine group whereas study
participants in a deferred three-dose arm received a placebo
at 0, 8 and 24 weeks, and vaccinations at 96, 100 and 124 weeks.
The immune responses were compared at 4 weeks after
administration of the final vaccine. All participants (100%) in
the four-dose group seroconverted to all four HPV vaccine
types, and seroconversion ranged from 97% to 100% in the
three-dose group. In the four-vaccine group, anti-HPV-18
antibody concentrations were comparable to those achieved
after a standard three-dose regimen in healthy age-matched
historical controls. In the four-vaccine group, mucosal anti-
HPV-16 and -18 antibodies were detected in 69% and 39%,
respectively (no results from the three-vaccine group were
presented). Cross-reactive antibodies to HPV-31 were
increased from baseline values in the four-vaccine group but
not in the standard three-vaccine group.

In conclusion, two studies from the same cohort have
documented acceptable safety and solid immunogenicity for
the quadrivalent HPV vaccine in HIV-infected children. High
seroconversion rates were found using the standard three-
vaccine regimen but antibody titres were increased by giving
a fourth vaccine dose after 96 weeks. No immunogenicity
and safety data were available for the bivalent HPV vaccine
in HIV-infected children.

Studies in young HIV-infected women

Kahn et al.33 recently published immunogenicity and
safety results from an open-label trial that enrolled and
immunised 99 HIV-infected women aged 16–23 years using
the quadrivalent vaccine in a standard three-dose regimen.
Sixty-nine women had received antiretroviral therapy (ART)
for at least 6 months at the time of study entry and 30 were
either naïve to ART or had not received ART during the
6 months that preceded study entry. Results were assessed
according to ART status and an historical HPV vaccination
group of 267 HIV-negative women was used for comparison.
Only one Grade 3 adverse event (fatigue) was reported and
the vaccine was generally well tolerated. Antibody responses
were measured 4 weeks after the final vaccine dose.
Seroconversion rates for vaccine HPV types ranged from
92% to 100% among participants not treated with ART,
whereas all ART-treated participants seroconverted for all
four vaccine serotypes. Neither seroconversion rates nor
geometric mean titres differed significantly between the non-
ART and the ART groups. Anti-HPV-18 antibody titres were
significantly lower for non-ART participants compared with the
HIV-negative control group, whereas antibody titres did not
differ between ART-treated participants and the HIV-negative
control group.

Denny et al.34 recently published data from a partially
blinded, placebo-controlled trial investigating the safety and
immunogenicity of the bivalent HPV vaccine in young women.
HIV-positive women (n= 120) aged 18–25 years were assigned
to receive the bivalent vaccine or a placebo in a standard regimen
with vaccinations at 0, 1 and 6 months. Thirty HIV-negative
women were enrolled as an open-label control group and
received bivalent vaccinations at 0, 1 and 6 months. CD4+ cell
counts and HIV RNA levels were unaffected by vaccination.
Serologic responses were evaluated for up to 12 months.
Baseline seropositivity proportions for HPV-16 and -18 were
high among HIV-positive women assigned to the bivalent
vaccination, 85.4% and 64.3% respectively, compared with
63.5% and 50% amongHIV-negative controls. HPVDNA status
was not assessed in the trial. All study participants assigned to
the bivalent vaccination arm remained seropositive for both
serotypes at 12 months. Antibody titres at 7 and12 months for
both serotypes were ~50% and 70% lower in HIV-infected
compared with HIV-uninfected women, respectively. Baseline
CD4+ T-cell count and HIV viral load were not associated with
vaccine-induced antibody titres.

In conclusion, both the quadrivalent and the bivalent HPV
vaccine appear to be safe and very immunogenic in young HIV-
infected women. ART-treated, HIV-infected young women
and age-matched HIV-negative women had comparable
antibody responses to the quadrivalent HPV vaccine. In
contrast, serologic antibody responses to the bivalent HPV
vaccine were lower in young HIV-infected women compared
with uninfected women. Currently, studies comparing the safety
and immunogenicity of the two HPV vaccines in young HIV-
infected women have not been conducted.

Studies in HIV-infected adults

Wilkin et al.35 published data from a single-arm open-label trial
evaluating the safety and immunogenicity of the quadrivalent
vaccine in HIV-infected men (n= 109) aged 22–61 years.
Vaccination did not alter CD4+ cell counts or HIV RNA
levels. No serious adverse events attributable to vaccination
were observed. Seroconversion rates ranged from 95% to
100% for vaccine HPV types. Antibody concentrations were
comparable to those previously reported in HIV-uninfected
MSM aged 18–26 years but were lower compared with
historical comparator groups consisting of young healthy
women and heterosexual men. A multivariate linear
regression analysis showed that current ART treatment at
baseline was the only baseline characteristic associated with
increased serologic responses to vaccination.

One article reported the results from a double-blind,
randomised head-to-head trial that compared the safety and
immunogenicity of the bivalent and quadrivalent vaccines
among HIV-infected women and men (n= 91) aged
22–72 years.36 None of the vaccines negatively affected
CD4+ cell counts or HIV RNA levels. Injection site reactions
were more common in the bivalent compared with the
quadrivalent vaccine group, but both vaccines were generally
well tolerated. Neutralising anti-HPV-16 and -18 antibody titres
were evaluated up to 12 months using a highly sensitive
pseudovirion-based neutralisation assay. Anti-HPV-16 antibody
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titres were comparable between vaccine groups and anti-HPV-
18 titres were higher in the Cervarix group compared with the
Gardasil group at 7 and 12 months. Anti-HPV-16 and -18 titres
were higher among women compared with men. Antibody titres
were not compared with HIV-negative controls.

In conclusion, acceptable safety data and convincing
immunogenicity data are available for both HPV vaccines in
adult HIV-positive study populations. Very high seroconversion
rates were reported in HIV-positive men vaccinated with the
quadrivalent HPV vaccine. Higher ant-HPV-18 antibody titres
were found in HIV-positive men and women following
vaccination with the bivalent vaccine compared with the
quadrivalent HPV vaccine.

Ongoing, scheduled or complete, unpublished HPV
vaccination trials in HIV-positive study populations

Twelve relevant ongoing or scheduled trials were identified from
ClinicalTrials.gov. The 12 trial protocols are summarised in
Table 2. Four trial protocols were designed to evaluate the
efficacy of the quadrivalent vaccine against disease endpoints
and will be reviewed below.

NCT00941889 is a scheduled trial sponsored by Washington
University School of Medicine. Thirty HIV-infected subjects
with anal warts that require surgical treatment will be
randomised 1 : 1 to receive either a three-vaccine quadrivalent
vaccination series or a placebo. The study is designed to evaluate
if quadrivalent HPV vaccination has an effect on the persistence
and recurrence of surgically treated anal condylomata during
an 18-month follow-up period. The study was last updated on
ClinicalTrials.gov on 14 August 2009 and had an estimated
study completion date in 2011. We have not been able to find
any evidence that the study was actually completed.

NCT01928225 is a scheduled placebo-controlled,
randomised, double-blinded trial sponsored by the University
of Witwatersrand, South Africa. The trial is not yet recruiting
study participants, but 180 HIV-infected women with high-
grade squamous intraepithelial cervical lesions on biopsy are
planned to be enrolled in a trial designed to evaluate if
pretreatment with the quadrivalent HPV vaccine will result in
a reduced occurrence of cervical cancer precursors during a
52-week follow-up period after surgical treatment of high-grade
squamous intraepithelial lesions. The estimated study
completion date is August 2016.

NCT01461096 is an ongoing placebo-controlled,
randomised, double-blinded trial sponsored by the National
Institute of Allergy and Infectious Diseases. Five hundred
and sixty-four HIV-infected men and women over 27 years
of age are planned to be enrolled in this trial designed to
evaluate if the quadrivalent HPV vaccine can prevent anal
HPV infection in HIV-infected men and women. A follow-up
period of 3–4 years is scheduled. The main outcome measures
are time to first incident; persistent anal HPV-6, -11, -16 and -18
infection; and biopsy-proven high-grade anal intraepithelial
neoplasia occurrences or reoccurrences after 52 weeks. The
estimated study completion date is August 2016.

NCT01209325 is an ongoing open-label single-arm trial
sponsored by the AIDS Malignancy Clinical Trials
Consortium. One hundred and fifty HIV-infected MSM aged

13–26 years are planned to be enrolled in this trial designed to
evaluate the efficacy of the quadrivalent HPV vaccine against
incident anal disease caused by vaccine HPV types. A follow-up
period of 2 years is scheduled and the main outcome measures
are incident anal intraepithelial neoplasia, anal or perianal
condyloma, high-grade anal intraepithelial neoplasia
associated with vaccine HPV types and persistent anogenital
infection with vaccine HPV types. The estimated study
completion date is December 2014.

In summary, four scheduled or ongoing trials aim to
investigate vaccine efficacy of the quadrivalent HPV vaccine
in different HIV-positive study populations. Two trials focus
on anal disease in young HIV-infected MSM, and adult men
and women, respectively; two trials investigate the effects of
combining HPV vaccination and surgical interventions in HIV-
infected persons with established HPV-associated lesions. We
found no scheduled or ongoing trials investigating the efficacy of
the bivalent HPV vaccine in HIV-positive populations.

Discussion

In the present article, we aimed to review and summarise the
current knowledge of HPV vaccination in HIV-positive patients.
Six original immunogenicity and safety papers were identified
and two of these used the same study cohort. No restrictions of
trial outcomes or study population characteristics were applied.
Based upon the few available studies, both licensed HPV
vaccines appear safe and immunogenic in different HIV-
positive populations (children, female adolescents, adults),
with very high seroconversion rates but lower antibody
responses than HIV-negative populations. ART may increase
immune responses to vaccination, but data are quite sparse.
Some studies reported lower antibody titres in HIV-positive
patients compared with HIV-uninfected study populations. This
holds in particular for HPV-18. The clinical significance of
this observation remains elusive, as no studies have been able
to establish a correlation between serologic antibody titre levels
and clinical protection against disease. No long-term follow-up
data have been published from HIV-positive study cohorts and
thus the duration of potentially protective vaccine-elicited
immune responses are currently unknown. Results obtained
from efficacy trials in healthy study populations with more
than 4 years of follow-up14,37 have not revealed any time-
dependent decrease in vaccine-induced protection. As
demonstrated by the studies identified in this review, HPV
vaccination in people with HIV will result in a robust
immunological response, meaning that the vaccinated person
is likely to be better protected against future infections.

Clinical implications

The scheduled studies of HPV vaccine efficacy in HIV-positive
study populations reviewed in this article may provide useful
evidence. However, these trials might be too small to provide
definitive answers about vaccine efficacy. Currently, HPV
vaccination recommendations in persons with HIV must be
based on the best available data as outlined in this review.
The expected vaccine efficacy in most HIV-infected populations
will be affected by previous HPV-16 and -18 exposure.
Table 3 summarizes selected HPV vaccine efficacy trials
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conducted among HIV-negative, non-HPV-naïve populations.
In healthy young women, HPV-vaccination had no therapeutic
effects on HPV-16 and -18 infections or associated lesions that
were already established at the time of vaccination.15,38

However, prevalent infection by one HPV type included in
the vaccines did not reduce the vaccine-induced protection
against other HPV vaccine types.39,40

In many countries, HPV vaccination programs primarily
target preadolescents around 12 years of age (i.e. before most
individuals’ sexual debut). In HIV-infected preadolescent girls,
prior exposure to HPV will not be a major issue, and the
available safety and immunogenicity data unambiguously
favours vaccination. Some countries, including Australia,
already offer HPV vaccination to preadolescent boys in
national vaccination programs, although substantial protection
for boys against HPV-associated disease is expected through
herd immunity induced by vaccinating girls. HIV-infected
preadolescent boys have increased risk of developing disease
if they do get a HPV infection and hence recommending
HPV vaccination in this population seems justified. So far,
safety and immunogenicity data are only available for the
quadrivalent HPV vaccine in HIV-infected preadolescent
children.31,32 Including a fourth vaccine dose at 96 weeks
increased the immune responses significantly and could be
considered for HIV-positive preadolescents, particularly
among those who are not on ART at the time of primary
immunisation or have low CD4+ cell counts.32,33,41 However,
a fourth dose may not be necessary in most cases. Recent data
from immunocompetent young women suggest that two doses,
or even one dose, of the bivalent HPV vaccine, could be as
efficacious as three doses in protecting against persistent HPV-
16 and -18 infections.42

Convincing immunogenicity data are available for young
HIV-infected women aged 18–25 years for the bivalent
vaccine34 and HIV-infected women aged 16–23 years for the
quadrivalent vaccine.33 High seroconversion rates were
observed for both vaccines. Many countries currently offer
catch-up HPV vaccination programs to young women until
the mid-20s despite the fact that prior exposure to HPV
vaccines types or prevalent infection may become an
important issue for women of that age. In healthy young
women, prior exposure to the HPV types included in the
vaccines did not abolish the beneficial effects of HPV
vaccination.37,38 This is an important finding that strongly
favours HPV vaccination of young HIV-positive women.
Interestingly, even in young HIV-infected women with
prevalent HPV infection or cervical dysplasia, HPV
vaccination may also be beneficial. In the FUTURE (Females
United to Unilaterally Reduce Endo/Ectocervical Disease)
studies, some of the young women ended up receiving
surgery for precancerous cervical lesions. Among those
women, follow-up revealed that persons in the vaccine arm
had significantly lower risk of developing subsequent new HPV-
related disease than persons in the control arm.43 A scheduled
trial (NCT01928225) will evaluate if pretreatment with the
quadrivalent HPV vaccine could result in similar reductions
of subsequent cervical disease after surgery in HIV-infected
women aged >18 years. In the light of the available
immunogenicity and efficacy data, HPV vaccination appears

highly likely to be at least partly efficacious in young HIV-
infected women.

Only one of the immunogenicity trials in HIV-infected study
populations enrolled adult women and they were enrolled
alongside adult men. Sex-specific seroconversion rates were
not evaluated in the study but women immunised by either of
the HPV vaccines had high antibody titres against HPV-16
and -18.36 The efficacy of the quadrivalent HPV vaccine was
previously investigated in healthy adult women in a randomised,
placebo-controlled, double-blinded trial,44 where 3819 women
aged 24–45 years with no history of cervical disease or genital
warts in the past 5 years before inclusion were enrolled in a
study with a mean follow-up period of 4 years. Vaccine efficacy
was 47.2% (95% confidence interval (CI): 33.5–58.2) against a
combined endpoint: incidence of persistent infection
(�6 months’ duration), cervical intraepithelial neoplasia or
external genital lesions related to HPV-6, -11, - 16 and -18.
The potential efficacy of HPV vaccination in adult women
scheduled to receive surgery for precancerous cervical lesions
has not been investigated in women aged 24–45 years.
Immunogenicity data from HIV-positive adult women are
convincing, albeit very few. Vaccine efficacy in healthy adult
women is lower than in healthy young women. There are still
many unknowns surrounding the potential effects of vaccinating
adult HIV-positive women against HPV.

Only the quadrivalent HPV vaccine is licensed for use in
males and the indication differs by geographical region. In the
US, the vaccine is licensed against anogenital warts, anal cancer
and associated precancerous lesions,45 whereas in Europe46 and
Australia,47 the only approved indication for men is prevention
of anogenital warts. Solid antibody responses following HPV
vaccination were observed in the two trials that included male
HIV-positive adults.35,36 Vaccine efficacy has been established
against persistent anal HPV-16 and -18 infection among 602
HIV-negative MSM aged 16–26 years.21 During a follow-up
with a median of 2.9 years, vaccine efficacy was 57.5% (95%CI:
33.2–73.6) against persistent anal infection with HPV-16 and
-18 and 55.2% (95% CI: 8.5–79.3) against anal intraepithelial
neoplasia related to HPV-16 and -18. However, only men with a
maximum of five lifetime sexual partners were included in the
trial and these efficacy results may not be generalisable to MSM
populations. In a recent cohort study among 258 HIV-negative
MSM aged 26–39 years, the median number of lifetime
sexual partners was 50.48 Thus, in the general MSM
population, prevalent HPV infections are likely to be more
frequent than in this efficacy trial, which may reduce the
vaccine’s efficacy in a real-life setting. In addition, HIV-
positive MSM are more likely to have prevalent HPV-16 or
-18 infections at the time of vaccination than HIV-negative
MSM.29 Nevertheless, even with lower vaccine efficacy in this
high-risk population, it may still be appropriate to recommend
HPV vaccination, since anal cancer rates are worryingly high
among HIV-infected MSM.5,49,50 The potential efficacy of
vaccinating HIV-positive young and adult MSM will be
evaluated against anal intraepithelial neoplasia in two separate
trials (NCT01461096 and NCT01209325). The results from
these trials will be pivotal in deciding if HPV vaccination
also reduces the risk of precancerous anal lesions in this
particular high-risk population.
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Conclusions

Based on the current available knowledge reviewed in this paper,
both HPV vaccines appear to be safe and highly immunogenic in
people infected with HIV. In the light of their high risk of HPV-
associated cancers, recommending HPV vaccination in HIV-
positive individuals of both sexes up to the age of 26 years seems
to be very reasonable. Furthermore, it may also be justified to
recommend HPV vaccination in HIV-infected women aged
26–45 but the expected vaccine efficacy would be less than
among younger women. Finally, HPV vaccination of HIV-
infected women before surgical treatment of precancerous
cervical lesions may be justified. The current data strongly
suggest that HPV vaccination induces protective immunity
against vaccine-specific HPV infection in persons with HIV.
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