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Ecological validity of cost-effectiveness 

models of universal HPV vaccination: a 

systematic literature review. 

1. Introduction 

The discovery of a causal relationship of human papillomavirus (HPV) to cancers is 

relatively recent, with the 2008 Nobel Prize in Medicine awarded to Harald zur 

Hausen [1]. Vaccines against HPV have now been licensed for a decade: a 

quadrivalent HPV vaccine (four strains of HPV: 6, 11, 16, 18) Gardasil®, has been 

licensed for prevention of cervical cancer within the USA and Europe since 2006 by 

the US Food and Drug Administration, and European Medicines Agency, 

respectively [2,3], and a bivalent vaccine (two strains: 16, 18) Cervarix®, has been 

licensed in Europe since 2007 and the USA since 2009 [4,5]. A more recent 

development, the nonavalent HPV vaccine (nine strains: 6, 11, 16, 18, 31, 33, 45, 

52, 58) has been licensed in the USA since 2014 and Europe since 2015 [6,7]. 

With the availability of new prophylactic HPV vaccines, policy makers have been 

asked to make choices regarding the most cost-effective immunisation strategies to 

reduce HPV infection and associated burden of disease [8]. The question of whether 

males should be vaccinated stems from the recognition that male HPV infection 

significantly contributes to the burden of HPV-induced diseases [9]. 

Epidemiological and economic models have been used to inform this decision 

making. Increasing demand for modelling resulted in the development and 

publication of numerous complex statistical models looking at the efficacy and cost-
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effectiveness of the available HPV vaccines and screening programmes deployed in 

immunisation strategies [10].  

The prevailing policy option resulting from this sophisticated approach has been the 

selective vaccination of pubertal girls [11]. The protective effect of selective 

immunisation can be described as the probability (function of the vaccination 

coverage) that one of the two partners involved in intercourse is successfully 

immunised, hence preventing the other from infection [12]. This “herd immunity” 

effect depends on vaccination coverage and vaccine efficacy [10]. Assuming lifelong 

protection from vaccination, the annual selective immunisation of 80% of 12-year-old 

school girls would result in the elimination of HPV vaccine types [13]. For herd 

immunity to be assured, a truly representative “risk of exposure” (i.e. all the ways in 

which the infection can be transmitted) should be established and use in scenario 

modelling. Case controlled studies have demonstrated that men’s sexual behaviour 

affects women’s risk for HPV-induced malignancies, even when controlling for 

female sexual activity [14-17]. Although previously published systematic reviews 

[10,18,19] showed that most cost-effectiveness studies in the extant literature have 

demonstrated the cost-effectiveness of selective high coverage (>80%) of 12-year-

old girls, an increasing number of medical associations advocate the need for 

universal vaccination against HPV. The American Society of Clinical Oncology 

(ASCO) recognises the long latent period of HPV infection prior to the development 

of invasive cancers means many years of follow-up are required to demonstrate a 

significant reduction in HPV-related cancers; it recommends, along with the US 

Centre for Disease Control (CDC) that all boys and girls are vaccinated at 11 or 12 

years old, prior to possible HPV exposure through consensual sexual activity [20].  
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Despite this clinical advice, public health policy makers in most European Countries 

(except Austria, Sweden and some regions of Italy) have, to date, largely accepted 

the published cost-effectiveness modelling based on the protective effect of herd 

immunity, and have implemented girls-only vaccination programmes [21]. 

The epidemiological and economic models used to inform public health decisions 

should include all known dynamics of transmission of infection along with the 

populations affected. HPV is primarily transmitted via penetrative sexual intercourse, 

although there is evidence of other modes of transmission, including transmission 

from hands to genitals or genitals to hands [22]. Hence cost-effectiveness valuations 

of HPV vaccination strategies should include consideration of sexual behaviours and 

population mixing. Behaviours must be provided for in any economic modelling for 

the outcome to demonstrate ecological validity, whereby the scenarios modelled 

remain faithful to the real-life social and cultural context [23].  

Ecological validity is of clear importance when informing a public healthcare 

decision, and modelling should therefore have a generalised relationship to the 

natural behaviours of the affected population; in the case of HPV vaccination, this 

should be based on the inclusion of the representative individuals within the 

population and the sexual behaviours they undertake. The primary aim of this review 

is therefore to test the ecological validity of the universal HPV vaccination cost-

effectiveness modelling available in the published literature; each model will be 

defined by the number of representative characteristics and behaviours taken into 

consideration. 
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2. Methods 

The research protocol related to this systematic review has been registered in the 

International Prospective Register of Systematic Reviews (PROSPERO: 

CRD42016034145), available online at: 

http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42016034145. 

A full description of the research methodology has been published [24].  

Inclusion criteria for the literature included in the review were for (a) studies reporting 

the incremental cost effectiveness ratio (ICER) per quality-adjusted year gained 

(QALY) of adding males to a female-only HPV vaccination; (b) health outcomes not 

limited to cervical cancer and genital warts, but including additional HPV-induced 

diseases such as vulval cancer, vaginal cancer, anal cancer, penile cancer, oro-

pharyngeal cancer, recurrent respiratory papillomatosis (RRP); (c) HPV universal 

vaccination compared to cervical cancer screening and vaccination of females only; 

(d) studies reporting a full disclosure of the inputs chosen to inform the economic 

model; (e) economic models that were individual, static, transmission dynamic or 

hybrid models. 

Health outcomes limited to the valuation of cervical cancer and genital warts, and 

studies not published in the English language, were excluded.  

2.1 Search Strategy 

The literature search is outlined in the PRISMA flow diagram [25] reported in Figure 

1.  

 

Figure 1 should go approximately here. 

http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42016034145
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Two Graduate Research Associates (GRAs) independently identified relevant 

literature through database searching, and then screened and assessed for eligibility 

to include in the review. Opinion of one of the reviewers (authors) was sought to 

arrive at a consensus in the case of disagreement. Nine bibliographic databases 

were searched for literature: MEDLINE (via PubMed); Scopus; Science Direct; 

EMBASE via OVID SP, Web of Science, DARE, NHS EED and HTA (via CRD); 

CINHAL Plus. An additional search for grey literature was conducted on 

GoogleScholar and OpenGrey, and search results were screened and assessed for 

eligibility of inclusion according to the PRISMA 2009 process [25]. To reduce the risk 

of missing original articles, reviews were included, the PubMed “related articles” 

search feature was used, and references of the included studies were also searched 

in order to identify any additional missed relevant studies. The search terms used in 

the search strategy are included as Appendix A. A pilot of the study selection 

process was conducted before initiating the systematic search of relevant articles.  

Two external experts (a health economist and a clinical oncologist) independently 

assessed the risk of bias for each of the studies included in the review. The critical 

appraisal of the included economic evaluations was carried out in two subsequent 

stages: 

- A preliminary stage, aimed to assess the risk of bias in the estimates of 

treatment effect (e.g. vaccine efficacy) used as data inputs in the economic 

evaluation.  Although the efficacy of HPV immunisation has been preliminarily 

confirmed by small-sample cohort studies (n=29), the choice of the Cochrane 

Risk of Bias tool [26] was based on the premise that the body of primary studies 
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informing the estimates of relative treatment effect in cost-effectiveness models 

is still represented by the randomised clinical trials that supported the regulatory 

approval of the HPV vaccines currently available [27]. The Cochrane Risk of 

Bias tool is reported in Appendix B. 

- A main stage, aimed to identify additional risks of bias and, ultimately, to assess 

the validity of the included studies. The risk assessment will follow the 

Consolidated Health Economic Evaluation Reporting Standards (CHEERS) 

approach [28]. The CHEERS statement is reported in Appendix C.  

The main findings were summarised according to the PRISMA checklist for 

assessing susceptibility to bias in health economic valuation [25], reported in 

Appendix D.  

2.2 Data extraction 

Data were extracted and recorded independently by two additional Graduate 

Research Associates (GRAs) from the studies included in the review, according to a 

predefined data extraction table. Data extracted were clustered and prioritised: the 

main outcomes report the inputs to the demographic and epidemiological model, 

while additional outcomes refer to basic inputs to the cost-effectiveness valuation. 

The ecological validity of each model was defined by the representative population 

and behaviours taken into consideration within the modelling.  

Population characteristics and behaviours were defined according to the extant 

literature [29,30]. In relation to the population modelled: (a) the number of 

susceptible individuals (population size and growth); (b) gender; (c) age; (d) 

ethnicity; (e) self-defined sexual identity. In relation to sexual behaviours: (a) sexual 

activity, defined as the rate of change of sexual partners; (b) concurrent sexual 
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partnerships; (c) at least one sexual partner from outside the UK; (d) paid-for sex; (e) 

the frequency of unprotected (without condom) sex. Sexual behaviours data refer to 

men only, since women are actively protected by the selective vaccination against 

HPV in all the cost-effectiveness models included in the systematic review (see 

inclusion criteria a).  

Monetary values were converted into US dollars (where required) using purchasing 

power parities (PPPs), and further adjusted to 2015 US dollar value using the US 

Consumer Price Index (CPI).  

2.3 Data synthesis 

Each study included in the review was scored by the number of representative 

population characteristics and behaviours considered. The individual study’s scores 

were plotted on a 2x2 matrix plotting sexual behaviours on the x axis, and 

characteristics of participants on the y axis, a modified structure from Hogarth (2005) 

[31]. Studies included in the upper right quadrant can therefore be defined as 

ecologically valid through high levels of consideration of population characteristics 

and behaviours; it is these studies that provide more representative scenarios to 

inform economic recommendations on public health policies.  

3. Results 

3.1 Search results 

The database search identified 525 publications, and an additional 46 were 

discovered through open sources; this consisted of 173 studies after duplicate 

records were removed (Figure 1). Following exclusion of models that did not account 

for incremental cost-effectiveness ratio (ICER) associated with male HPV 

vaccination, 21 individual records remained (16 full text articles and five reviews). Of 
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these, all the reviews were excluded (following confirmation they did not include any 

new original articles), and eight published articles were excluded because outcomes 

did not include all HPV-induced disease. This resulted in eight original studies to be 

included in the review for data extraction: Elbasha and Dasbach, 2010 [32]; Kim and 

Goldie, 2009 [33]; Chesson et al., 2011 [34]; Burger et al., 2014 [35]; Laprise et al., 

2014 [36]; Pearson et al., 2014 [37]; Olsen and Jørgensen, 2015 [38]; and Haeussler 

et al., 2015 [39]. 

The independent assessment for risk of bias identified two main findings. Firstly, 

three studies to be included in the review (Elbasha and Dasbach, 2010; Pearson et 

al., 2014; Olsen and Jørgensen, 2015) used unreferenced estimates of vaccine 

efficacy to inform the cost-effectiveness model [27,32,38]. The efficacy estimates 

used to inform these models were in the same range (90 to 100% vaccine efficacy) 

as the outcomes of randomised clinical trials used by all other studies included in the 

review. 

Secondly, the three studies which recommended the cost-effectiveness of universal 

vaccination (Elbasha and Dasbach, 2010; Olsen and Jørgensen, 2015; and 

Haeussler et al., 2015) were funded by a research grant from Sanofi Pasteur MSD, a 

leading supplier of HPV vaccine [32,38,39]. Source of funding and conflict of interest 

were appropriately reported by the Authors.  

These findings would represent a marginal risk of bias for the outcomes of this 

review, since they are virtually irrelevant to the assessment of the ecological validity 

of each model, which is the main objective of research. The independent reviewers 

and the Authors agreed to include in the review the eight studies identified through 
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the database search. The relative impact of input choices on cost-effectiveness 

outcomes will be further discussed in the following sections. 

3.2 Summary of cost-effectiveness outcomes 

Cost-effectiveness studies represents the normative side of health economics, using 

models to facilitate decision making from the perspective of making the most efficient 

use of limited resources [40]. The policy recommendations emerging from the extant 

literature on universal vaccination against HPV have been contradictory, although all 

the included studies analysed averted direct medical costs only, from a societal or 

health payer perspective. The universal vaccination against HPV resulted as cost-

effective in three studies [32,38,39]; possibly cost-effective in two studies, secondary 

to increasing immunisation coverage of women [34,35]; and ultimately never cost-

effective according to three studies [33,36,37]. 

The inputs chosen to inform the cost-effectiveness models included in this 

systematic review are reported in Table 1. 

Table 1 should go approximately here 

3.3 Summary of inputs to demographic and epidemiological method.  

The inputs to the infection diffusion models (participant characteristics and sexual 

behaviours) utilised by the cost-effectiveness studies included in the review are 

reported in Table 2. 

Table 2 should go approximately here 

The results of the review for ecological validity demonstrated differences in the 

modelling of the population and behaviour. None of the studies considered the 

impact of sexual partners from outside the population (either within the country or 
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overseas), sex that was paid for, or the frequency of unprotected sex. Only one of 

the models [36] considered men who have sex with men (MSM) as a self-defined 

sexual identity, but none of the models considered single or occasional same-sex 

partnerships, where sexual identity may not be self-defined as MSM or bisexual.     

The results were plotted on a 2x2 matrix (sexual behaviours on the x axis, and 

characteristics of participants on the y axis). Figure 2 demonstrates the outcome. 

Figure 2 should go approximately here. 

None of the studies showed due consideration of the complexities of human sexual 

behaviour and the impact this may have on the economic modelling; this can be 

seen by the lack of entries on the right of Figure 2. A study of the cost-effectiveness 

of HPV universal vaccination with ecological validity would be present in quadrant A 

of Figure 2. On this basis, all the included models might be affected by a different 

degree of ecological bias, which implies an inability to reflect the natural 

demographic and behavioural trends in their outcomes and, consequently, to 

accurately inform public healthcare policy. 

4. Discussion 

Our results are consistent with the outcomes of recently published reviews of HPV 

vaccination modelling approaches [41,42,43]. The heterogeneity of outcomes 

observed in the reviewed studies results from the high degree of sensitivity to 

boundary conditions and the choice of inputs [39]. The incremental cost 

effectiveness ratio (ICER) values increase as a consequence of higher vaccine 

efficacy, duration of protection, cross-protection, duration of immunisation, and 

observation period. Conversely, ICER values decrease as a consequence of 
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including a larger set of HPV-induced diseases (such as recurrent respiratory 

papillomatosis), lifetime duration of efficacious vaccination (no subsequent “booster” 

dose), a reduced number of doses needed to complete immunisation (two versus 

three) and a lower unit price per vial of the vaccine. Funding might also play a role in 

the choice of the inputs to inform the economic models. 

Therefore, the difference between the observed ICER values and the acceptability 

threshold (usually $50,000 or £30,000) may result as positive (adding boys is not 

cost-effective) or negative (universal vaccination is cost-effective), simply on the 

basis of the prevalent effect of the mix of inputs chosen to inform the model on the 

ICER value. As an illustrative example, the highest ICER (in $2015 values) observed 

among the studies included in the systematic review was >$200,000 [34]. The 

reported ICER value was driven by the highest level of immunisation coverage 

observed in the review (75% of all 12-26 year-old women, a 13-26 year-old women 

catch-up cohort and 75% of all 12 year-old males), by an elevated (90 to 100%) 

adherence to a three-dose vaccination schedule, and by a relatively high vaccine 

price ($128 per vial). 

In more general terms, sensitivity analyses showed that the vaccine price per vial is 

one of the factors most relevant to the determination of the incremental cost-

effectiveness ratio, and hence of the cost-effectiveness of universal vaccination 

(Table 1). All else equal, a vaccine price per vial of $31.47/£22.03/€28.01 would 

drive all the base-case ICER values reported by the studies included in the review 

below an acceptability threshold of $50,000 (in $2015 values, using the average 

2015 dollar: pound and dollar: euro exchange rates, Bloomberg data). A vaccine 

price per vial of $26.97/ £18.88/€24.00 would drive all the base case ICER values 
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below an acceptability threshold of £30,000. Calculations are reported in Appendix 

E. 

The importance of the price per vial values, probably deemed insignificant inputs at 

the time of the cost-effective analyses, seem quite realistic almost a decade after the 

first introduction of the HPV vaccines in 2007.  In Italy, the price of Cervarix® (GSK) 

dropped to €28.60 per vial by late 2015 [44], while the lowest price observed for 

Gardasil® (Sanofi Pasteur MSD) was €33.90 per vial [45]. 

The volatility implied in the ICER values, a consequence of the large variance 

observed in the chosen economic inputs over time, suggests the need for an 

“expiration date” on the validity of the normative outcomes stemming from cost-

effectiveness analyses. Economic and demographic inputs, however, are not the 

only parameters exposed to significant change over time. In the case of HPV 

vaccination, inputs related to the efficacy of the new vaccines to prevent HPV-

induced malignancies have been on the basis of the results of a few large 

randomised clinical trials submitted for regulatory approval [46-55]. The observed 

inputs ranged from a minimum of 50% clinical efficacy (specifically to head and neck 

cancer [39]) to a maximum of 100% [33,35,38].  

Over the last decade, the impact of HPV vaccination in real-world settings has 

become increasingly evident: maximal reductions of ~90% for HPV 6/11/16/18 

infection, ~90% for genital warts, ~60% for low-grade cytological cervical 

abnormalities, and ~90% for high-grade histologically-proven cervical abnormalities 

have been reported [56]. On the basis of the inputs related to vaccine efficacy, it is 

probable that six out of the eight studies included in this review have over-estimated 
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the benefits gained from the selective vaccination of pubertal girls only, consequently 

making the option to add boys to the HPV immunisation cost-ineffective [33-38].  

The primary aim of this review of the cost-effectiveness models of universal HPV 

vaccination available in the literature was to test their ecological validity, the implicit 

condition that the characteristics and sexual behaviours of the individuals observed 

in the models are representative of, and relational to, the natural behaviours of the 

population. The ecological validity of each model was defined by the number of 

representative characteristics and behaviours of the population taken into 

consideration [29]. Table 2 reports the representative characteristics and behaviours 

taken into consideration by each study included in the systematic review. 

The first general consideration is related to the appropriateness of the demographic 

model used to inform the cost-effectiveness analyses: the prevailing choice is the 

age structured multiple birth cohorts, adopted by six of the eight studies included in 

the review. Only two studies [32,36] used a population-based model. Although 

individual- and cohort-based approaches are generally used in most published 

healthcare decision models, this choice is rarely discussed by the modellers. In a 

cohort-based model, a closed group of individuals who have at least one specific 

dimension in common over a defined period of time (e.g. 12-year-old girls at the time 

of HPV immunisation) is run through a state transition process (e.g. sexual mating, 

infection, clearance or development of HPV-induced malignancies). The cohort is 

generally composed of a pre-defined number of “average” individuals, and the 

resulting population is considered to be a homogeneous group [57]. The risk of 

acquiring a sexually transmitted infection depends on individual-level factors as well 

as the behaviour and infectiousness of others. Consequently, study designs and 

analysis methods developed for studying risk in individuals or cohorts may not apply 
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directly [58]. Structured population models address the heterogeneity of population 

by representing demographic processes in the form of a mathematical function or set 

of functions relating two or more measurable variables. The primary purpose of 

modelling is to make possible an approximate representation of reality in its 

complexity. Contrary to the cohort method, demographic  models allow the social 

and behavioural diversity within the population to be reflected in the outcomes of the 

cost-effectiveness analysis, a crucial aspect that modellers should consider [57]. 

In the case of universal HPV immunisation, most of the characteristics of participants 

and common behaviours representative of their sexual mixing were not included in 

the reviewed publications, regardless of the demographic model chosen. 

Sexual behaviours such as same sex partnership, sex abroad, sex with a partner 

from a different country, and paid sex were almost completely ignored by the eight 

models included in the review. Men having sex with men (MSM) was an input 

included in a single study: a 7% incidence of homosexual males and the relatively 

high risk of disease among MSM vs. heterosexual males would make a two-dose 

universal vaccination more cost-effective that a two-does girls-only immunisation 

[36]. The outcomes of the latest survey of sexual behaviours in the UK show that 8% 

of males have occasional partners of the same sex [29]. 

Taking this argument further, if we compare the most common inputs in models with 

current population characteristics and sexual behaviours within the UK, we see that 

the models within the review do not match the real environment, which leads to a 

lack of ecological validity. Table 3 shows large areas of discord.  

Table 3 should go approximately here. 
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If we reflect on the non-modelled behaviours related to sexual mixing, for example 

with non-UK partners (in the UK or overseas), it is plausible that the models may 

have produced an over-estimation of the impact of herd immunity [35]. If sexual 

partners of unvaccinated males enter the population from countries without a 

vaccination programme, then the vaccination coverage may be significantly lower 

than assumed, altering assumed herd immunity and the subsequent modelled cost-

effectiveness.  

Within the UK, the National Surveys of Sexual Attitudes and Lifestyles (“Natsal”) 

show that, of the cohorts aged 16-24 years old and 25-34 years old, 13.2% (11.5-

15.2%) and 14.5% (12.8-16.5%), respectively, have had at least one new sexual 

partner from outside the UK in the past five years [29,30,59]. It is within these age-

range cohorts that the HPV vaccination programme has been undertaken, and for 

whom herd immunity is now assumed. If unvaccinated partners from overseas are 

entering the modelled population, then the cost-effectiveness outcomes could be 

challenged. 

With this consideration, we re-examined the results of the study closest to ecological 

validity in Figure 2 [36] to appraise possible impact. The study estimates the ICER of 

a 2-dose vaccine protection for 30 years in 14 different scenarios. The 95% 

confidence interval of the mean ICER value was ± 0.21 (i.e. there is 95% certainty 

that the true population mean falls within 21% of the mean value). The impact of 

herd immunity on the percentage reduction in HPV-induced health outcomes 

predicted by cost-effectiveness model can be as large as 50%, as tested in the 

sensitivity analyses of one study included in the review [34]. When we tested a 
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credible hypothesis of 5% to 20% overestimation of QALYs gained in the selective 

immunisation (2-dose girls-only) scenarios, most of the universal ICER values (2-

dose girls + boys) dropped below the acceptability threshold (Table 4). This finding 

was confirmed by another study included in the review [35], where a reduction of 

>15% of the herd immunity benefits lowered the ICER of universal immunisation 

below the $50,000 acceptability threshold. 

Table 4 should go approximately here. 

The results modelled here demonstrate the limitations of the cost-effectiveness 

studies for HPV vaccination, and highlight the concern that public healthcare policy 

might have been built upon incomplete studies. The impact of herd immunity and the 

decision to vaccinate girls and boys, or girls only, must be further defined by 

additional studies that are built upon inputs that are ecologically valid as they are 

truly reflective of the population and its behaviours. The use of a cohort-based 

approach to economic modelling versus a population-based approach (fixed 

population with no further entry, versus one that allows future incident patients to 

enter the population, respectively) has been discussed elsewhere [57], and the 

findings in this systematic review would suggest that the methodological choice of 

individual or cohort-based model is likely to over-estimate the benefits of herd effects 

on the unvaccinated population. A population-based approach to modelling would 

better serve economic decisions attached to HPV vaccination strategies.   

Our findings indicate that the selective immunisation of pre-pubertal girls is likely to 

fail to achieve the expected level of herd immunity at population level. A relatively 

small (15 to 20%) over-estimation of QALY-gained with selective immunisation 

programmes could induce a significant error in the estimate of the cost-effectiveness 
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of universal immunisation, making the option of vaccinating boys cost-ineffective. To 

minimise potential ecological bias, population characteristics and sexual behaviours 

of the modelled population should be aligned more closely to real-life scenarios. This 

would confer ecological validity to the outcomes, it would better inform any resulting 

policy decisions made by public healthcare providers and, ultimately, it would ensure 

the population is best protected against the risk of contracting HPV-induced 

diseases.   

  



 

19 
 

Original publication 

The review is original work and it has not been submitted for publication elsewhere. 

Conflicts of interest statement 

Giampiero Favato was part of the BEST Research Group, which received 

unrestricted research grants from Sanofi Pasteur MSD for the BEST study (Favato et 

al. Med Care 2012; 50(12):1076-85.) and BESTII study, the latter included as part of 

this systematic review (Haeussler et al., 2015 [39]). All authors declare that they are 

aware of no potential conflicts. 

Statement of funding: 

This study did not receive any funding. 

Ethics statement 

This is a review of extant literature using publicly available secondary sources only. 

No specific ethical review was obtained for this study. 

Acknowledgements 

The authors are grateful to Hameed Ojodu, Ehsan Khajeh, Francesco Di Maddaloni 

and Gianluca Fabiano for their contribution to the database searching of cost-

effectiveness studies and the extraction of inputs relevant to the assessment of 

ecological validity. 

The authors are also grateful to Dr Cristina Oliva and Dr Andrea Marcellusi for their 

independent assessment of risk of bias.



 

20 
 

References 

[1] The Nobel Assembly at Karolinska Institutet. Press Release 2008-10-06, 

http://www.nobelprize.org/nobel_prizes/medicine/laureates/2008/press.pdf , 2008 

[accessed 12.07.16]. 

[2] US Food and Drug Administration. Gardasil, 

http://www.fda.gov/biologicsbloodvaccines/vaccines/approvedproducts/ucm094042.h

tm, 2016 [accessed 12.07.16]. 

[3] European Medicines Agency. Gardasil, 

http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/0

00703/human_med_000805.jsp&mid=WC0b01ac058001d124, 2016 [accessed 

12.07.16].  

[4] European Medicines Agency. Cervarix, 

http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/0

00721/human_med_000694.jsp&mid=WC0b01ac058001d124 , 2016 [accessed 

12.07.16].  

 [5] US Food and Drug Administration. Cervarix, 

http://www.fda.gov/biologicsbloodvaccines/vaccines/approvedproducts/ucm186957.h

tm, 2016 [accessed 12.07.16].  

[6] US Food and Drug Administration Gardasil 9, 

http://www.fda.gov/biologicsbloodvaccines/vaccines/approvedproducts/ucm426445.h

tm, 2016 [accessed 12.07.16].  

 [7] European Medicines Agency. Gardasil 9, 

http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/0

http://www.nobelprize.org/nobel_prizes/medicine/laureates/2008/press.pdf
http://www.fda.gov/biologicsbloodvaccines/vaccines/approvedproducts/ucm094042.htm
http://www.fda.gov/biologicsbloodvaccines/vaccines/approvedproducts/ucm094042.htm
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/000703/human_med_000805.jsp&mid=WC0b01ac058001d124
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/000703/human_med_000805.jsp&mid=WC0b01ac058001d124
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/000721/human_med_000694.jsp&mid=WC0b01ac058001d124
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/000721/human_med_000694.jsp&mid=WC0b01ac058001d124
http://www.fda.gov/biologicsbloodvaccines/vaccines/approvedproducts/ucm186957.htm
http://www.fda.gov/biologicsbloodvaccines/vaccines/approvedproducts/ucm186957.htm
http://www.fda.gov/biologicsbloodvaccines/vaccines/approvedproducts/ucm426445.htm
http://www.fda.gov/biologicsbloodvaccines/vaccines/approvedproducts/ucm426445.htm
http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/003852/human_med_001863.jsp&mid=WC0b01ac058001d124


 

21 
 

03852/human_med_001863.jsp&mid=WC0b01ac058001d124 , 2016 [accessed 

12.07.16].  

[8] Baio G, Capone A, Marcellusi A, Mennini FS, Favato G. Economic burden of 

human papillomavirus-related diseases in Italy. PLoS ONE 2012; 7(11):e49699. 

[9] Giuliano A R and Salmon D. The case for a gender-neutral (universal) human 

papillomavirus vaccination policy in the United States: Point. Cancer Epdemiol 

Biomarkers Prev 2008; 17(4):805-8. 

[10] Brisson M, Van de Velde N, Boily MC. Economic evaluation of human 

papillomavirus vaccination in developed countries. Public Health Genomics 2009; 

12(5-6):343-51. 

[11] Hopkins TG and Wood N. Female human papillomavirus (HPV) vaccination: 

Global uptake and the impact of attitudes. Vaccine 2012; 31(13): 1673-9. 

[12] Anderson RM and May R M. Vaccination and herd immunity to infectious 

diseases. Nature 1985; 318(6044): 323-9. 

[13] Choi YH, Jit M, Gay N, Cox A, Garnett GP, Edmunds WJ. Transmission 

dynamic modelling of the impact of human papillomavirus vaccination in United 

Kingdom. Vaccine 2010; 28(24): 4091-102. 

[14] Buckley JD, Harris RW, Doll R, Vessey MP, Williams PT. Case-control study of 

the husbands of women with dysplasia or carcinoma of the cervix uteri. Lancet 1981; 

2(8254):1010-5.  

[15] Agarwal SS, Sehgal A, Sardana S, Kumar A, Luthra UK. Role of male behavior 

in cervical carcinogenesis among women with one lifetime sexual partner. Cancer 

1993; 72(5):1666-9. 

http://www.ema.europa.eu/ema/index.jsp?curl=pages/medicines/human/medicines/003852/human_med_001863.jsp&mid=WC0b01ac058001d124


 

22 
 

[16] Thomas DB, Ray RM, Pardthaisong T, Chutivongse S, Koetsawang S, 

Silpisornkosol S, et al. Prostitution, condom use, and invasive squamous cell cervical 

cancer in Thailand. Am J Epidemiol 1996; 143(8):779-86.  

[17] Bosch FX, Castellsagué X, Muñoz N, de Sanjosé S, Ghaffari AM, González LC, 

et al. Male sexual behavior and human papillomavirus DNA: key risk factors for 

cervical cancer in Spain. J Natl Cancer Inst 1996; 88(15):1060-7. 

[18] Newall TA, Beutels P, Wood JG, Edmunds WJ, MacIntyre CR. Cost-

effectiveness analyses of human papillomavirus vaccination. Lancet Infect Dis 2007; 

7(4):289-96. 

[19] Koleva D, De Compadri P, Padula A, Garattini L. Economic evaluation of human 

papilloma virus vaccination in the European Union: a critical review. Intern Emerg 

Med 2011; 6(2):163-74. 

[20] Bailey HH, Chuang LT, duPont NC, Eng C, Foxhall LE, Merrill JK et al. 

American Society of Clinical Oncology Statement: Human Papillomavirus 

Vaccination for Cancer Prevention. J Clin Oncol 2016; 34(15):1803-12. 

[21] Audisio RA, Icardi G, Isidori AM , Liverani CA, Lombardi A, Mariani L et al. 

Public health value of universal HPV vaccination. Crit Rev Oncol Hematol 2016; 

97:157-67. 

[22] Liu Z, Rashid T, Nyitray AG. Penises not required: a systematic review of the 

potential for human papillomavirus horizontal transmission that is non-sexual or does 

not include penile penetration. Sex Health 2016;13(1):10-21. 

[23] Schmuckler MA. What is ecological validity? A dimensional analysis. Infancy 

2001; 2(4): 419-36. 



 

23 
 

[24] Favato G, Noikokyris E, Vecchiato R. Ecological validity of cost-effectiveness 

models of universal HPV vaccination. A protocol for a systematic review. Systematic 

Reviews 2017;6:17. DOI 10.1186/s13643-017-0409-7 . 

[25] Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA Group. Preferred 

Reporting Items for Systematic Reviews and Meta-Analyses: The PRISMA 

Statement. PLoS Med 2001; 6(7): e1000097.  

[26] Higgins JPT, Altman DG, Gøtzsche PC, Jüni P, Moher D, Oxman AD et al. The 

Cochrane Collaboration’s tool for assessing risk of bias in randomised trials. BMJ 

2011; 343:d5928 

[27] Schiller JT, Castellsagué X, Garland SM. A review of clinical trials of human 

papillomavirus prophylactic vaccines. Vaccine 2012; 30 (Suppl 5):F123-38. 

[28] Husereau D, Drummond M, Petrou S, Caarswell C, Moher D, Greenberg D et al. 

Consolidated Health Economic Evaluation Reporting Standards (CHEERS) - 

Explanation and Elaboration: a report of the ISPOR Health Economic Evaluation 

Publication Guidelines Good Reporting Practices Task Force. Value Health 2013; 

16(2):231-50. 

[29] Aicken CR, Gray M, Clifton S, Tanton C, Field N, Sonnenberg P et al. Improving 

questions on sexual partnerships: Lessons learned from cognitive interviews for 

Britain’s third National Survey of Sexual Attitudes and Lifestyles (“‘Natsal-3”’) Arch 

Sex Behav 2013; 42(2):173-85. 

[30] Mercer CH, Tanton C, Prah P, Erens B, Sonnenberg P, Clifton S et al. Changes 

in sexual attitudes and lifestyles in Britain thorough the life course and over time: 

findings from the National Surveys of sexual Attitudes and Lifestyles (Natsal) Lancet 

2013; 382(9907):1781-94. 



 

24 
 

 [31] Hogarth R M. The challenge of representative design in psychology and 

economics. Journal of Economic Methodology 2005; 12(2): 253-63. 

[32] Elbasha EH and Dasbach EJ. Impact of vaccinating boys and men against HPV 

in the United States. Vaccine 2010; 28(42): 6858-67. 

[33] Kim JJ and Goldie SJ. Cost effectiveness analysis of including boys in a human 

papillomavirus vaccination programme in the United States. BMJ 2009; 339: b3884. 

[34] Chesson HW, Ekwueme DU, Saraiya M, Dunne EF, Markowitz LE. The cost-

effectiveness of male HPV vaccination in the United States. Vaccine 2011; 29(46): 

8443-50. 

[35] Burger EA, Sy S, Nygård M, Kristiansen IS, Kim JJ. Prevention of HPV-related 

cancers in Norway: Cost-effectiveness of expanding the HPV vccination program to 

include pre-adolescent boys. PLoS ONE 2014; 9(3): e89974. 

[36] Laprise JF, Drolet M, Boily MC, Jit M, Sauvageau C, Franco EL et al. Comparing 

the cost-effectiveness of two- and three-dose schedules of human papillomavirus 

vaccination: A transmission-dynamic modelling study. Vaccine 2014; 32(44): 5845-

53 

[37] Pearson AL, Kvizhinadze G, Wilson N, Smith M, Canfell K, Blakely T. Is 

expanding HPV vaccination programs to include school-aged boys likely to be value-

for-money: a cost-utility analysis in a country with an existing school-girl program. 

BMC Infect Dis 2014; 14:351. 

[38] Olsen J and Jørgensen TR. Revisiting the cost-effectiveness of universal HPV-

vaccination in Denmark accounting for all potentially vaccine preventable HPV-

related diseases in males and females. Cost Effectiveness and Resource Allocation 

2015; 13:4 doi: 10.1186/s12962-015-0029-9. 



 

25 
 

[39] Haeussler K , Marcellusi A, Mennini FS, Favato G, Picardo M, Garganese G et 

al. Cost-effectiveness analysis of universal human papillomavirus vaccination using 

a dynamic Bayesian methodology: The BEST II Study. Value Health 2015; 18(8): 

956-68. 

[40] Kernick D. An Introduction to Health Economics. In: Kernick D, editor. Getting 

Health Economics into Practice, Radcliffe Medical Press, Abingdon Oxon UK; 2002 

 [41] Jiang Y, Gauthier A, Postma MJ, Ribassin-Majed L, Largeron N, Bresse X. A 

critical review of cost-effectiveness analyses of vaccinating males against human 

papillomavirus. Hum Vaccin Immunother. 2013; 9(11):2285-95. 

[42] Marsh K, Chapman R, Baggaley RF, Largeron N, Bresse X. Mind the gaps: 

what’s missing from current economic evaluations of universal HPV vaccination? 

Vaccine 2014; 32(30):3732-9. 

[43] Pink J, Parker B, Petrou S. Cost effectiveness of HPV vaccination: a systematic 

review of modelling approaches. PharmacoEconomics. Published online 13 May 

2016. [accessed 19.07.16]. 

[44] Regione Puglia - Azienda Sanitaria Locale Bari. Delibera del Direttore Generale 

1753, 8th October 2015, http://www.asl.bari.it/pdf/DELIB_1753_2015_.pdf [accessed 

12.07.16]. 

[45] Regione Lombardia - Azienda Sanitaria Locale Monza e Brianza. Delibera del 

Direttore Generale 707, 30th November 2015, 

http://www.aslmonzabrianza.it/_ASP/delibere/atti2015/delibera707.pdf [accessed 

12.07.16] 

http://www.asl.bari.it/pdf/DELIB_1753_2015_.pdf
http://www.aslmonzabrianza.it/_ASP/delibere/atti2015/delibera707.pdf


 

26 
 

[46] Garland SM, Hernandez-Avila M, Wheeler CM, Perez G, Harper DM, Leodolter 

S et al. Quadrivalent vaccine against human papillomavirus to prevent anogenital 

diseases. N Engl J Med 2007; 356(19):1928-43.  

[47] Villa LL, Costa RL, Petta CA, Andrade RP, Ault KA, Giuliano AR et al. 

Prophylactic quadrivalent human papillomavirus (types 6, 11, 16, and 18) L1 virus-

like particle vaccine in young women: a randomised double-blind placebo-controlled 

multicentre phase II efficacy trial. Lancet Oncol 2005; 6(5): 271-8. 

[48] Villa LL, Costa RLR, Petta CA, Andrade RP, Paavonen J, Iversen OE et al. High 

sustained efficacy of a prophylactic quadrivalent human papillomavirus types 

6/11/16/18 L1 virus-like particle vaccine through 5 years of follow-up. Br J Cancer 

2006; 95(11): 1459-66. 

[49] Ault KA; Future II Study Group. Effect of prophylactic human papillomavirus L1 

virus-like-particle vaccine on risk of cervical intraepithelial neoplasia grade 2, grade 3 

and adenocarcinoma in situ: a combined analysis of four randomised clinical trials. 

Lancet 2007; 369(9576): 1861-8. 

[50] Future II Study Group. Quadrivalent vaccine against human papillomavirus to 

prevent high-grade cervical lesions. N Engl J Med 2007; 356(19):1915-27.  

[51] Harper DM, Franco EL, Wheeler CM, Moscicki AB, Romanowski B, Roteli-

Martins CM et al. Sustained efficacy up to 4.5 years of a bivalent L1 virus-like 

particle vaccine against human papillomavirus types 16 and 18: follow-up from a 

randomised control trial. Lancet 2006; 367(9518):1247-55. 

[52] Paavonen J, Jenkins D, Bosch FX, Naud P, Salmeron J, Wheeler CM et al. 

Efficacy of a prophylactic adjuvanted bivalent L1 virus-like particle vaccine against 

infection with human papillomavirus types 16 and 18 in young women:an interim 



 

27 
 

analysis of a phase III double blind, randomised controlled trial. Lancet 2007; 

369(9580):2161-70.  

[53] Paavonen J, Naud P, Salmeron J,Wheeler CM, Chow SN, Apter D et al. Efficacy 

of human papillomavirus (HPV)-16/18 AS04-adjuvanted vaccine against cervical 

infection and precancer caused by oncogenic HPV types (PATRICIA): final analysis 

of a double-blind, randomised study in young women. Lancet 2009; 374(9686):301-

14. 

[54] Muñoz N, Manalastas R Jr, Pitisuttithum P, Tresukosol D, MonsonegoJ, Ault K 

et al. Safety, immunogenicity, and efficacy of quadrivalent human papillomavirus 

(types 6, 11, 16, 18) recombinant vaccine in women aged 24-45 years: a 

randomised, double-blind trial. Lancet 2009; 373(9679): 1949-57 

[55] Joura EA, Leodolter S., Hernandez-Avila M, Wheeler CM, Perez G, Koutsky LA 

et al. Efficacy of a quadrivalent prophylactic human papillomavirus (types 6, 11, 16, 

and 18) L1 virus-like-particle vaccine against high-grade vulval and vaginal lesions: a 

combined analysis of three randomised clinical trials. Lancet 2007; 369(9574):1693-

702. 

[56] Garland SM, Kiaer SK, Muñoz N, Block SL, Brown DR, DiNubile MJ et al. 

Impact and effectiveness of the quadrivalent human papillomavirus vaccine: A 

systematic review of ten years of real-world experience. Clin Infect Dis 2016; 63(4): 

519-27. 

[57] Ethgen O and Standaert B. Population- versus cohort-based modelling 

approaches. Pharmacoeconomics 2012; 30(3): 171-81. 



 

28 
 

[58] Shiboski S and Padian N S. Population- and individual-based approaches to the 

design and analysis of epidemiologic studies of sexually transmitted disease 

transmission. J Infect Dis 1996; 174 (Suppl. 2): S188-200. 

[59] Johnson AM, Mercer CH, Beddows S, de Silva N, Desai S, Howell-Jones R et 

al. Epidemiology of, and behavioural risk factors for, sexually transmitted human 

papillomavirus infection in men and women in Britain. Natsal-2. Sex Transm Infect 

2012; 88(3):212-7.  

 

 

 

 

 

 

 

 

 

 


