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Background. The burden of human papillomavirus (HPV) in human immunodeficiency virus (HIV)-infected persons and solid
organ transplant (SOT) recipients is high. Clinical trials on HPV vaccines in persons living with HIV and particularly in SOT recipi-
ents have been sparse to date, included low numbers of participants, and none of them assessed the 9-valent HPV (9vHPV) vaccine.
We investigated the immunogenicity with respect to HPV types 6, 11, 16, 18, 31, 33, 45, 52, and 58 and the safety of the 9vHPV vac-

cine in persons living with HIV and recipients of a kidney, lung, or heart transplant.

Methods. This is a phase III investigator-initiated study in 100 persons living with HIV (age 18-45 years) and 171 SOT recipients
(age 18-55 years). The 9vHPV vaccine was administered at day 1, month 2, and month 6. Primary outcome was seroconversion rates
to the 9VHPYV types at month 7. Secondary outcomes were geometric mean titers (GMTs) and frequency of adverse events (AEs).

Results.  All HIV-infected participants seroconverted for all HPV types, but seroconversion ranged from 46% for HPV45 to 72%
for HPV58 in SOT recipients. GMTs ranged from 180 to 2985 mMU/mL in HIV-positive participants and from 17 to 170 mMU/mL
in SOT recipients, depending on the HPV type. Injection-site AEs occurred in 62% of participants but were mostly mild or moderate
in intensity. None of the reported serious adverse events were deemed vaccine related. No patients died during the study.

Conclusions. Immunogenicity of the 9vHPV vaccine is high in persons living with HIV but suboptimal in SOT recipients. The

vaccine is safe and well tolerated in both groups.
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Human papillomavirus (HPV) is the most common sexually
transmitted disease and causes about 5% of all cancers world-
wide. HPV causes not only cervical cancer but also anal, vag-
inal, vulvar, penile, and oropharyngeal and mouth cancers [1].
Compared to healthy persons, HPV tends to persist longer
among human immunodeficiency virus (HIV)-infected persons
and solid organ transplant (SOT) recipients due to decreased
CD4+ counts and immunosuppressive treatment, respectively.
This leads to more frequent genital warts and HPV-related can-
cers [2-4]. A meta-analysis reported incidence rates of HPV
cancers that are 6.5 times higher for vaginal cancer and 28.8
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times higher for anal cancer in persons living with HIV; and
15.8 times higher for penile cancer and 22.8 times higher for
vaginal cancer in solid organ transplant (SOT) recipients com-
pared to the general population [5].

So far, 3 preventive HPV vaccines have been authorized: a bi-
valent vaccine against HPV types 16 and 18, a quadrivalent vac-
cine (QHPV) against HPV types 6, 11, 16, and 18, and a 9-valent
HPV (9vHPV) vaccine against HPV types 6, 11, 16, 18, 31, 33,
45,52, and 58. Compared to the qHPV vaccine, the 9vHPV vac-
cine contains 5 additional virus-like particles (VLPs) of onco-
genic HPV types [6]. The 9vHPV vaccine proved to have more
than 95% efficacy in healthy boys and girls (9-15 years of age)
and men and women (16-26 years of age) [7-10].

Many countries recommend HPV vaccination in young
girls and some also in boys. Additionally, some countries like
the United States and Belgium recommend HPV vaccination
for immunocompromised individuals (including those with
HIV infection) [11, 12]. However, studies on HPV vaccination
in persons living with HIV and SOT recipients are scarce, and
none of these studies have evaluated the 9vHPV vaccine yet.
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The few published studies on the bivalent or qHPV vaccine
showed suboptimal immunogenicity in adult SOT recipients,
but results were better in HIV-infected patients with a reason-
able CD4 count (>200 cells/mm?) [13, 14]. In the current study,
we assessed the immunogenicity and safety of a 9vHPV vaccine
in both persons living with HIV and SOT recipients.

MATERIALS AND METHODS

Study Design and Population

This is a single center, open-label, investigator-initiated phase ITI
study (protocol V503-044-IC, NCT03525210) in persons living
with HIV and SOT recipients to evaluate the immunogenicity
with respect to HPV types 6, 11, 16, 18, 31, 33, 45, 52, and 58
and safety/tolerability of the 9vHPV vaccine (Gardasil®9; Merck
Sharp & Dohme [MSD]). One hundred HIV-infected persons
(age 18-45 years) and 171 SOT (kidney, heart, lung transplant)
recipients (age 18-55 years) were enrolled between April 2018
and January 2019 in the outpatient clinic of the University
Hospitals Leuven, Belgium (Figure 1). We allowed older ages in
the SOT group to avoid recruitment issues because the SOT re-
cipients followed in the hospital were generally older than the
HIV-infected persons and because SOT recipients remain at in-
creased risk for persistent HPV infection at a later age due to
immunosuppressive treatment. The university hospital is a ter-
tiary referral hospital in which approximately 900 HIV-infected

persons and 415 heart, 590 lung, and 700 kidney transplant re-
cipients were followed at study onset. All participants had to be
in a stable health condition apart from being infected with HIV
or having a solid organ transplant. Further requirements for in-
clusion were no history of previous HPV vaccination, positive
HPV test, positive Papanicolaou (pap) test, or any HPV-related
disease. To facilitate recruitment and because we assess baseline
seropositivity, a protocol modification in January 2019 allowed
a history of genital warts in HIV-infected persons. In addition,
HIV-infected participants were required to have a CD4+ T-cell
count of at least 200 cells/pL at the latest check-up (<16 months
ago). Organ transplantation had to be performed at least
12 months prior to the first vaccination, and the SOT recipients
could not have had an acute rejection in the 6 months prior to the
first vaccination. Signed informed consent was obtained from all
participants. The study was approved by the Ethics Committee
Research of UZ/KU Leuven, Belgium (S60879).

Vaccine

The 9vHPV vaccine was administered intramuscularly in a 0-,
1-, 6-months schedule. A urine pregnancy test was taken before
each vaccination in female participants.

Immunogenicity Assessment
The primary immunogenicity outcome of this study was serocon-
version, which is a change in serostatus of anti-HPV antibodies
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Figure 1. Study flow for all patients who provided informed consent. Abbreviations: HIV, human immunodeficiency virus; HTX, heart transplantation; LTX, lung transplan-
tation; RTX, renal transplantation. ® Serum samples were centrifuged at 365 g instead of 1942 g. °Received an inactivated vaccine within +14 days of study vaccination.

“Received an inactivated influenza vaccine within +7 days of study vaccination.
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= from seronegative at baseline to seropositive at month 7. The sec-
; N B _B ondary outcome was geometric mean titers (GMTs). Serology
5|ld o &6 < testing was performed on serum samples collected at day 1 and
g 2 month 7 using a competitive Luminex® immunoassay (cLIA), as
previously described [15]. Patients were defined as seropositive for
anti-HPV 6, 11, 16, 18, 31, 33, 45, 52, 58 if they had titers above 50,
3 29,41, 59,29, 22,15, 20, 15 milli-Merck Units (mMU), respectively.
% S elal= Immunogenicity of the 9vHPV vaccine was assessed using
ole o B g the per-protocol immunogenicity (PPI) population. This in-
3 & cluded all patients who received 3 vaccine doses of 9vHPV vac-
Tg cine within prespecified acceptable intervals, were seronegative
- 4“;3 to a particular HPV type at baseline, had serology results based
bt E on serum samples collected within prespecified acceptable day
é s®gg® g ranges, and had no other protocol deviations that could inter-
Sl o 5 v «~ E} fere with the subject’s immune response to the 9VHPV vaccine.
T £ Data on all type-specific naive subjects with serology (ANSS)
& 3 population are added in Supplementary materials. For the
g % é e ANSS population, protocol deviations that could interfere with
il 5 § *&z the subject’s immune response were not taken into account.
xlmzm @SS 2 38
:E E - 3 - f g E 3:3 Safety Assessment
> g ‘g ?%, Patients were observed for 15 minutes after each vaccination
§ % 3 for immediate reactions. Solicited injection-site adverse events
S :gj ; (AEs) and daily evening temperatures were recorded on diary
S % ?1 = cards from day 1 until day 5 following each vaccination and so-
2 g g S S g Z ; f licited systemic and other AEs from day 1 to day 15. Serious ad-
= ;; E 5 © EN; é g = verse events (SAEs) were recorded throughout the study (from
% E Z day 1 until month 7). All patients who received at least 1 dose
c ,2 ;3 and who had safety follow-up data for at least 1 dose of the vac-
= 5 é & cine were included in the safety analysis.
N > 28
I I g
s cS=o8 £ 53 Statistical Analysis
g—é e N Qe } g g %’ A sample size of 100 HIV-infected participants was calculated
= é § E E based on the expectation of having at least 80% seronegative
- £ 3 samples for each of the 9 HPV types prior to vaccination.
5 E § ;.D This allowed to estimate an anticipated seroconversion rate of
% g g g 95-99% for HPV types 6, 11, and 16 with a margin of error of
% S 8 i +4.8%-2.2%, and an anticipated seroconversion rate of 90% for
= :;) §, % % HPYV type 18 with a margin of error of £6.6% [16]. Furthermore,
g g c § 5% a sample size of 170 SOT patients was calculated based on an
% g é § 5 fé expected seroconversion rate of 60% and a desired precision of
%g; fﬁ 52’ E +7.5% [14].
é’ % g 3 g ; Seroconversion rates for HPV types 6, 11, 16, 18, 31, 33, 45,
g g % § g5 52, and 58 and GMTs are listed with exact binomial 95% confi-
‘::i g ﬁ § g f dence intervals (CI). Predictors of seroconversion were assessed
E %" E é E" = with multiple logistic regression in the SOT patients. In the HIV
. é 3 g % 3 H grouP we énalyzed pre.dlctors of tche log transform.ed titers with
2 g E 8582 multiple linear regression analysis because all subjects were se-
g 2% 3 82 T ropositive after vaccination.
u_ S8 9 R E é ) “é ga g The prevalence of AEs and safety measures is given with
% § § § § § % | ; £ 88 an exact binomial 95% CI and compared with historical con-
< z202¢9 trols using an exact binomial test for proportions. Because the
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majority of enrolled patients were male (75%) and the safety
profile of the 9vHPV vaccine has been shown to be more de-
pendent on gender than on age [17], historical safety data from
males between 16 and 26 were used as comparator [18]. A test
probability of 5% was considered statistically significant. All
data were analyzed with R software version 3.6 (R Foundation
for Statistical Computing, Vienna, Austria, 2019).

RESULTS

Patient Characteristics

In total, 287 patients were screened, of whom 271 were enrolled
in the study, 100 in the HIV group and 171 in the SOT group
(56 with a renal transplant (RTX), 57 with a heart transplant
(HTX), and 58 with a lung transplant (LTX) (Figure 1). Table 1
shows the baseline characteristics of the patients in each group.
The mean age at the first visit was 38.9 years in the HIV group
and 46.7 years in the SOT group. In total, 85.0% were male in
the HIV group and 69.0% in the SOT group.

In the HIV group 8% had history of genital warts. One person
from the SOT group had a history of genital warts, which was
only revealed at visit 2 and was subsequently excluded from
the PPI analysis. Among the HIV-infected subjects, 99% had
plasma RNA levels below the detection limit (<1.6 log copies/
mL) and 98% used antiretroviral therapy (ART) at time of
the first vaccination. In the SOT group, the most frequently
used immunosuppressive agents were mycophenolate mofetil
(90.1%), tacrolimus (73.1%), and methylprednisolone (48.5%),
and most patients (98.2%) used a combination of 2 or 3 agents
(Table 1).

Overall, 75.0% of HIV-infected participants and 27.5% of
SOT patients were seropositive at baseline for at least 1 vaccine
HPYV type. In the HIV group, the seropositivity rate for each
individual HPV type was more than 15%, except for HPV52
(6%), and reached 34.0% for HPV6. In contrast, seropositivity
at baseline was below 10% for all HPV types in the SOT group.

Immunogenicity

Table 2 shows GMTs and seroconversion rates of the PPI popu-
lation. Whereas all HIV-infected participants seroconverted for
all HPV types, seroconversion ranged from 46% for HPV45 to
72% for HPV58 in SOT recipients. Seroconversion rates were
particularly low in lung transplant patients for HPV types 18
(38%), 31 (43%), and 45 (32%). The GMTs ranged from 180
to 2985 mMU/mL in HIV-infected participants and from 17 to
170 mMU/mL in SOT recipients, depending on the HPV type.
GMTs and seroconversion rates of the ANSS population are
comparable (Supplementary Table 1).

Table 3 shows the predictors of seroconversion in SOT recipi-
ents of the PPI population. Since this could not be assessed in
the HIV group because all patients seroconverted, predictors of
log transformed titers are given. In the HIV group, significant

higher log titers were reached in patients with an Black origin
compared to White for all HPV type except 6 and 11. There was
no clear effect of the CD4 count, except for lower titers with
increased CD4 count for HPV45. In the SOT group, serocon-
version was higher in women for HPV31 and decreased with
higher body mass index (BMI) for HPV6. Moreover, serocon-
version was lower for all studied HPV types when the patient
received mycophenolate mofetil or tacrolimus, albeit only sig-
nificant for mycophenolate mofetil.

Inclusion of data from patients who were seropositive at
baseline in the multiple linear regression models, with an ad-
ditional dichotomous variable for seropositivity at baseline,
showed higher log titers in participants who were seropositive
at baseline (Supplementary Table 3). This was significant for all
HPV types, except for HPV52 in the HIV group (P = .6). Month
7 GMTs were also 1.2- to 2.6-fold higher in HIV-infected parti-
cipants and 3.0- to 12.5-fold higher in SOT recipients who were
seropositive at baseline. The description of day 1 and month 7
GMTs in patients who were seropositive at baseline is provided
as Supplementary data (Supplementary Table 2).

Safety

A summary of the AEs that occurred within 15 days after vac-
cination is given in Table 4. Over the course of the study, 80.8%
of the HIV-infected participants and 74.7% of SOT recipients
reported at least 1 AE within 15 days after vaccination. The
most commonly reported AEs were injection-site AEs, which
occurred in 69.7% of HIV-infected participants and 57.6% of
SOT recipients. It included pain, swelling, and erythema and
was reported by 67.7%, 7.1%, and 10.1% of HIV-infected parti-
cipants and 54.7, 8.2%, and 5.9% of SOT recipients, respectively.
Injection-site AEs were mostly mild or moderate in intensity.
Vaccine-related systemic AEs were reported by 24.4% of HIV-
infected participants and 20.6% of SOT recipients. Headache
was the most prevalent vaccine-related systemic AE and was re-
ported by 9.1% of HIV-infected participants and 8.2% of SOT
recipients.

SAEs are listed by patient group in Table 5. Overall, 8 SAEs
were reported within 15 days after vaccination. All these SAEs
occurred in the SOT group. Throughout the study, 58 SAEs
were reported, of which 54 occurred in the SOT group. Within
the SOT group, hospitalization due to infection was the most
frequently reported SAE (10.6%). None of the SAEs were con-
sidered vaccine related.

None of the 6 study discontinuations were due to AEs. No
patients died during the study. One patient became pregnant
during the study and was subsequently excluded by the inves-
tigator. The pregnancy resulted in a live birth with no known
congenital abnormalities.

The safety profile of Gardasil®9 is generally similar to that of
healthy historical controls, but injection-site reactions were re-
ported less frequently compared to historical controls (69.7 %
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in the HIV group, 57.6% SOT group, and 79.0 % in the histor-
ical controls, P < .05 for HIV, and P < .001 for SOT) (Table 4).

DISCUSSION

This is the first study to our knowledge that reports on safety
and immunogenicity of a 9vHPV vaccine in HIV-infected per-
sons and SOT recipients. All HIV-infected participants sero-
converted after vaccination, whereas among SOT recipients,
seroconversion ranged from about 45% to 70% depending on
the HPV type. The 9vHPV vaccine was safe and well tolerated
in both patient groups.

All participants in the HIV group had a CD4-count of at least
200 cells/pL and had viral loads below the detection limit. This
is known to contribute to better immunogenicity [19], which is
likely why they all seroconverted as reported in healthy women
and men between the age of 16 and 26 years [7-10]. Similarly,
high seroconversion rates were also found in a study with a
qHPV vaccine in HIV-infected women aged 13-45 years with
CD4+ counts above 200 cells/uL. They found seroconversion
rates of 95% to 100% for HPV6, HPV11, and HPV16 and from
85% to 100% for HPV'18 [16].

The log titers in our study were generally higher in HIV-
infected participants of Black origin compared to White parti-
cipants. This is in agreement with findings from a study with the
qHPV vaccine in men between the 16 and 26 years [20].The ab-
sence of a clear effect of CD4 count in one direction for all HPV
types in our study might be due to the inclusion of patients with
CD4-counts of over 200 cells/uL only.

The observed seroconversion rates and GMTs in SOT
patients are noticeably lower compared to data from 16 to
26 year old healthy adults [7-10]. So far, only 4 studies have
reported the immunogenicity of HPV vaccines in SOT pa-
tients, and all concerned the qHPV vaccine [14, 21-23].
These studies included only 17 to 47 transplant patients,
and results were inconsistent. One study assessed serocon-
version in adult SOT patients and found 63%, 68%, 63.2%,
and 52.6% seroconversion for HPV6/11/16/18, respectively,
which is similar to the seroconversion rates of 64%, 71%,
69%, and 52%, found with the 9vHPV vaccine in our study
[14]. The seroconversion rates were particularly low in lung
transplant patients who are usually more immunosuppressed
and who took a combination of 3 immunosuppressive
agents more often compared to kidney and heart recipients.
Unsurprisingly, the use of mycophenolate mofetil deterior-
ated seroconversion and log titers and the use of tacrolimus
decreased log titers of HPV6/16/18/31/58. Similarly, Kumar
et al found that failure to seroconvert was associated with
higher serum levels of tacrolimus [14]. We could not test the
effect of use of other immunosuppressive drugs in our sta-
tistical models due to the lack of a sufficiently large number
of observations. Future research should assess whether a

supplemental dose of the 9vHPV vaccine in SOT patients
would increase immunogenicity in patients who did not se-
roconvert. Even though the immunogenicity with the 3-dose
regimen is suboptimal, we still believe that vaccination of
SOT patients is beneficial given the high burden of HPV di-
sease. More attention should also be paid to pretransplant
vaccination, which we deem highly feasible as a high pro-
portion of patients are carefully evaluated at least a couple
of months prior organ transplantation. Although a better
immune response in transplant candidates has not yet been
studied with the 9VHPYV vaccine, this can be supported by
a study with the qHPV vaccine in girls and young women,
which showed a robust immune response in patients with
chronic kidney disease but a suboptimal response kidney
transplant recipients [22].

Importantly, HPV vaccination has no therapeutic effect on
HPV infections at the time of vaccination. For this reason, it is
important to vaccinate at young age and preferably before sexual
onset. However, if vaccination has not yet occurred at later age,
it can still prevent infection with not yet acquired HPV-types.
This is valuable as for each individual HPV type, 65%-95% of
the HIV-infected participants and more than 90% of SOT re-
cipients were seronegative at baseline. Furthermore, the GMTs
in our study were almost 3-fold higher in HIV-infected persons
and up to 12-fold higher in SOT patients who were seropositive
at baseline, which indicates boosting of preexisting immunity.

The 9vHPV vaccine was well tolerated in both patient groups.
The most commonly reported AEs were pain, swelling, and er-
ythema at the injection site, usually mild or moderate in inten-
sity, and headache. This is in accordance with data from 9vHPV
vaccination studies in healthy individuals [17]. The frequency of
injection-site AEs was lower in our study compared to healthy
men between the age of 16 and 26 [10]. None of the SAEs were
considered vaccine related. Although an SAE occurred in 16.5%
of SOT recipients, the majority of SAEs happened due to in-
fection, which is related to their immunosuppressed state [18].

Some limitations of our study should be addressed. First, this
is a monocentric study in which we did not include a healthy
control group. We compared our data with historical controls
with a different profile with respect to age and gender, both of
which might influence immunogenicity and safety. Second, we
only included HIV-infected persons with a CD4 count above
200 cells/uL, and SOT patients were at median of 6 years post-
transplant, which is relatively late. This hampers extrapolation
of the results to all HIV-infected people and SOT recipients, re-
spectively. Finally, the study design did not allow for assessment
of vaccine efficacy.

We conclude that the immunogenicity of the 9vHPV vaccine
is excellent in HIV-infected persons but suboptimal in SOT re-
cipients. The vaccine is safe and well tolerated in both groups.
Given the high burden of HPV disease in HIV and SOT pa-
tients, the 9VHPV vaccine is beneficial because it covers a broad
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range of HPV types. With regards to SOT recipients, we pro-
pose to vaccinate before transplantation.

Supplementary Data

Supplementary materials are available at Clinical Infectious Diseases online.
Consisting of data provided by the authors to benefit the reader, the posted
materials are not copyedited and are the sole responsibility of the authors, so
questions or comments should be addressed to the corresponding author.

Notes

Acknowledgments. We would like to thank all participants and the
supervisors, nurses and study coordinators of the participating wards of
the university hospitals of Leuven for their contribution to the study. We
are particularly grateful to Anneleen Gerits, Helga Ceunen, Francesca Van
Maercke, Nathalie Duerinckx, Dominica Kums, Kristof Aussloos, Sabine
Gryp, Helga Wielandt, Joanna De Vis, Veerle Verbeek, Herman Arnauts,
Christel Jans, Mieke Meelberghs, Veronique Schaevers, Inge Reinquin,
Chris Rosseel, Nancy Wouters, Alma Claes, and Emilie Luscomb for their
close collaboration during the study.

Financial support. This work was supported by Merck Sharp & Dohme
(grant I1S#56557 for protocol V503-044).

Potential conflicts of interest. C. V. was the principal investigator for
vaccine clinical trials by MSD for which the university received grants.
C. V. also reports institutional grants from GSK and Pfizer, outside the sub-
mitted work. All other authors report no potential conflicts. All authors
have submitted the ICMJE Form for Disclosure of Potential Conflicts of
Interest. Conflicts that the editors consider relevant to the content of the
manuscript have been disclosed.

References

1. Bosch FX, Broker TR, Forman D, et al; authors of ICO Monograph Comprehensive
Control of HPV Infections and Related Diseases Vaccine Volume 30, Supplement
5, 2012. Comprehensive control of human papillomavirus infections and related
diseases. Vaccine 2013; 31:H1-31.

2. Garland SM, Brotherton JML, Moscicki AB, et al; IPVS. HPV vaccination of im-
munocompromised hosts. Papillomavirus Res 2017; 4:35-8.

3. Reusser NM, Downing C, Guidry J, Tyring SK. HPV carcinomas in immunocom-
promised patients. ] Clin Med 2015; 4:260-81.

4. Meeuwis KA, Hilbrands LB, IntHout J, et al. Cervicovaginal HPV infection in
female renal transplant recipients: an observational, self-sampling based, cohort
study. Am J Transplant 2015; 15:723-33.

5. Grulich AE, van Leeuwen MT, Falster MO, Vajdic CM. Incidence of cancers in
people with HIV/AIDS compared with immunosuppressed transplant recipients:
a meta-analysis. Lancet 2007; 370:59-67.

6. de Sanjose S, Quint WG, Alemany L, et al; Retrospective International Survey and
HPV Time Trends Study Group. Human papillomavirus genotype attribution in
invasive cervical cancer: a retrospective cross-sectional worldwide study. Lancet
Oncol 2010; 11:1048-56.

7. Van Damme P, Olsson SE, Block S, et al. Immunogenicity and safety of a 9-valent
HPV vaccine. Pediatrics 2015; 136:e28-39.

8. Joura EA, Giuliano AR, Iversen OE, et al; Broad Spectrum HPV Vaccine Study. A
9-valent HPV vaccine against infection and intraepithelial neoplasia in women. N
Engl ] Med 2015; 372:711-23.

9. Castellsagué X, Giuliano AR, Goldstone S, et al. Immunogenicity and safety of the
9-valent HPV vaccine in men. Vaccine 2015; 33:6892-901.

10. Van Damme P, Meijer CJLM, Kieninger D, et al. A phase III clinical study to com-
pare the immunogenicity and safety of the 9-valent and quadrivalent HPV vac-
cines in men. Vaccine 2016; 34:4205-12.

11. Petrosky E, Bocchini JA, et al. Use of 9-valent human papillomavirus (HPV) vac-
cine: updated HPV vaccination recommendations of the advisory committee on
immunization practices. Morb Mortal Wkly Rep 2015; 64:300—4.

12. Federal public service Public Health Belgium. Vaccination. Available at: https://
www.health.belgium.be/en/node/30020. Accessed 11 March 2020.

13. Kahn JA, Xu ], Kapogiannis BG, et al. Immunogenicity and safety of the human
papillomavirus 6, 11, 16, 18 vaccine in HIV-infected young women. Clin Infect
Dis 2013; 57:735-44.

14. Kumar D, Unger ER, Panicker G, Medvedev P, Wilson L, Humar A.
Immunogenicity of quadrivalent human papillomavirus vaccine in organ trans-
plant recipients. Am J Transplant 2013; 13:2411-7.

15. Roberts C, Green T, Hess E, et al. Development of a human papillomavirus com-
petitive Luminex immunoassay for 9 HPV types. Hum Vaccin Immunother 2014;
10:2168-74.

16. Kojic EM, Kang M, Cespedes MS, et al. Inmunogenicity and safety of the quadri-
valent human papillomavirus vaccine in HIV-1-infected women. Clin Infect Dis
2014; 59:127-35.

17. Moreira ED, Block SL, Ferris D, et al. Safety profile of the 9-valent HPV vaccine: a
combined analysis of 7 Phase III clinical trials. Pediatrics 2016; 138:€20154387.

18. Moreira ED, Giuliano AR, de Hoon J, et al. Safety profile of the 9-valent human
papillomavirus vaccine: assessment in prior quadrivalent HPV vaccine recipients
and in men 16 to 26 years of age. Hum Vaccin Immunother 2018; 14:396-403.

19. Moscicki AB, Karalius B, Tassiopoulos K, et al; Pediatric HIV/AIDS Cohort Study.
Human papillomavirus antibody levels and quadrivalent vaccine clinical effec-
tiveness in perinatally human immunodeficiency virus-infected and exposed,
uninfected youth. Clin Infect Dis 2019; 69:1183-91.

20. Hillman RJ, Giuliano AR, Palefsky JM, et al. Immunogenicity of the quadrivalent
human papillomavirus (type 6/11/16/18) vaccine in males 16 to 26 years old. Clin
Vaccine Immunol 2012; 19:261-7.

21. Gomez-Lobo V, Whyte T, Kaufman S, Torres C, Moudgil A. Immunogenicity of
a prophylactic quadrivalent human papillomavirus L1 virus-like particle vaccine
in male and female adolescent transplant recipients. Pediatr Transplant 2014;
18:310-5.

22. Nelson DR, Neu AM, Abraham A, Amaral S, Batisky D, Fadrowski JJ.
Immunogenicity of human papillomavirus recombinant vaccine in children with
CKD. Clin ] Am Soc Nephrol 2016; 11:776-84.

23. Nailescu C, Nelson RD, Verghese PS, et al. Human papillomavirus vaccination in
male and female adolescents before and after kidney transplantation: a pediatric
nephrology research consortium study. Front Pediatr 2020; 8:46.

24. Chin-Hong PV, Reid GE. Human papillomavirus infection in solid organ trans-
plant recipients: Guidelines from the American Society of Transplantation
Infectious Diseases Community of Practice. Clin Transplant 2019; 33. Available
at:  https://onlinelibrary.wiley.com/doi/abs/10.1111/ctr.13590.  Accessed 14
December 2020.

25. Kurupati R, Kossenkov A, Haut L, et al. Race-related differences in antibody re-
sponses to the inactivated influenza vaccine are linked to distinct pre-vaccination
gene expression profiles in blood. Oncotarget 2016; 7:62898-911.

26. Haralambieva IH, Salk HM, Lambert ND, et al. Associations between race, sex
and immune response variations to rubella vaccination in two independent co-
horts. Vaccine 2014; 32:1946-53.

27. Zimmermann P, Curtis N. Factors that influence the immune response to vacci-
nation. Clin Microbiol Rev 2019; 32.

28. Sauvageau C, Gilca V, Donken R, Fan SY, Ogilvie G, Dobson S. The immune
response to a two-dose schedule of quadrivalent HPV vaccine in 9-13 year-old
girls: is it influenced by age, menarche status or body mass index? Vaccine 2019;
37:7203-6.

29. Karlsson EA, Beck MA. The burden of obesity on infectious disease. Exp Biol
Med (Maywood) 2010; 235:1412-24.

9vHPV Vaccine in At-Risk Patients « CID 2021:XX (XX XXXX) « 11

1202 YOJB|\| €0 UO oSN SSLIeIqI USANST N Aq 7/67509/L68 L EBIO/PIS/EE0L "0 1/I0P/2[OIHE-80UBADE/PIO/LOY"dNO"0ILISPEDE//:SARY WOl PSPEOUMOQ


https://www.health.belgium.be/en/node/30020
https://www.health.belgium.be/en/node/30020
https://onlinelibrary.wiley.com/doi/abs/10.1111/ctr.13590

