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[Three of the authors respond:]

We wrote our commentary1 hoping to
initiate a broader discussion about how
limited public resources are allocated,
about the kinds of questions and con-
cerns that might be addressed before
programs are initiated and about the
place of HPV vaccinations in an overall
cervical cancer prevention policy that is
already having success in Canada
through the use of Pap smear testing.
We maintain this focus here. 

We thank James Mansi for respond-
ing for Merck Frosst but note that he
does not actually address our concerns
directly. We acknowledge the points he
has raised; however, even adding the 3
components Mansi includes in the “new
standard of care” (proper education,
continued Pap smear testing and post-
vaccination surveillance) will still leave a
vaccination program insufficient. We
also need — at the least — much im-
proved cervical cancer screening pro-
grams and vaccine registries, as well as
better knowledge of the prevalence of
HPV strains and of the duration of pro-
tection before we consider mass vacci-
nation programs. Moreover, we must
determine whether and how vaccinating
girls and women (who are already
mostly well protected by their own im-
mune systems, safer sex practices and
existing screening programs) would ac-
tually change the inequitable death rates
from cervical cancer in Canada. 

That Eduardo Franco and colleagues
would consider our cautionary position

“irrelevant and untenable” is most puz-
zling. We are pleased to see that James
Brophy, by contrast, finds it “saga-
cious.” The precautionary principle is
one that many people apply in assess-
ing public health programs (see
www.sehn.org/precaution.html for a
discussion of this principle). Further-
more, we clearly stated that HPV was a
necessary — but not sufficient — cause
of cervical cancer; what, then, is the
purpose of Franco and colleagues’ ex-
ample of smoking and lung cancer?

More importantly perhaps, we never
questioned the selection of young
women aged 15–25 years for participa-
tion in studies of the vaccine’s efficacy,
nor did we question the facts that im-
mune responses in adolescents may be
stronger than those in young adults
and that vaccination is of maximal ben-
efit when used for pre-exposure pro-
phylaxis. We did ask, however, if
5 years of trials provided enough infor-
mation to proceed with a mass vaccina-
tion program given that the vaccine’s
effectiveness rates are just starting to be
known. (In response to Alex Ferenczy,
we point out that our comment about
the trials available for review was based
on data presented by Lisa Rambout and
colleagues:2 only 3 of the 6 studies
meeting their inclusion criteria for sys-
tematic review were of the quadrivalent
vaccine. This would seem to be a
“handful.”) 

Nevertheless, and notwithstanding
the “utmost scientific rigour” of the
randomized controlled trials (although
Brophy has raised some interesting is-
sues about this), about half of the
50 000 girls and women in the vaccine
trials participated in studies of the biva-
lent HPV vaccine, Cervaris, which we
did not discuss in our commentary. As
well, the published report of the study
by Reisinger and colleagues describes
the experiences with Gardasil of only a
limited number of girls aged 9–15 years
(617 in the vaccinated group, 322 in the
control group), which is the main age
range for immunization in Canada, and
provides data only on immunogenicity
and short-term safety, not on efficacy.3

Thus, conflating all of the girls and
women who were studied with this very
small group of particular interest is in-
appropriate. 

Alan Cassels repeats, while most
others ignore, the basic question our
commentary raised for discussion:
Why begin mass vaccinations now?
Where is the evidence base for this im-
portant public health decision? The let-
ter writers who confuse the issue of
epidemics with details of the ways in
which women with cervical cancer suf-
fer deflect this question. They also per-
haps ignore the current gaps in care
that may explain why many women ul-
timately diagnosed with invasive cervi-
cal cancer did not have a Pap smear test
when it was due despite having re-
ceived care from physicians in the pre-
vious 5 years (Ms. Kathleen Decker,
CancerCare Manitoba: personal com-
munication, 2007).

Women, and men, suffer in myriad
ways, and public health policies need to
focus on where best to allocate finite
resources, not only on an individual
level but also with regard to population
needs. This means that cost-effective-
ness and lost opportunity costs are usu-
ally taken into account. As Schiffman
has pointed out in the US context, “It is
worth debating … whether immediate,
universal coverage is a greater public
health priority … than other needs …
competing for the same resources.”4

We need to have this debate in Canada.
In addition, with regard to Jeff Nisker’s
distinction between individual deci-
sions about the use of the vaccine and
public policies about a program of vac-
cinations, we need to emphasize that
both personal and population health
care must always be based on the pri-
mary principle of “do no harm.”

Wynia recently wrote that “this vac-
cine still faces plenty of questions.”5

We hope readers will continue to dis-
cuss these questions and the place of
HPV vaccination in a broad sexual and
reproductive health perspective and to
accept alternative viewpoints gener-
ously and in reasoned fashion, even
ones that question supposedly “estab-
lished” wisdom. 

Abby Lippman PhD
Department of Epidemiology,
Biostatistics, and Occupational
Health

McGill University
Montréal, Que.
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Advertisement

In a recent issue of CMAJ (2007;177:
858), there is an advertisement for yet
another testosterone product, Testim.
This advertisement pictures a scantily
clad young woman pressing her breasts
against the windshield of a car and sug-
gests the possible reactions of a patient
receiving testosterone. Unfortunately,
the ad’s checklist doesn’t include “of-
fended.” There is no suitable place for
ads that demean women, and the pro-
fessional journal of the Canadian Med-
ical Association is the worst possible
place for such an ad. CMAJ policy about
advertisements in the journal needs to
be brought into the current century,
where sexism is no more acceptable
than racism. 

Stuart Holtby MD
Director
Northern Nights Sleep Disorder
Centre

Thunder Bay, Ont.
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I found the advertisement for Testim
(CMAJ 2007;177:858) with the large-
breasted woman pressed against the
windshield of a car to be sexist and of-
fensive. I found it hard to believe this
ad was published in a magazine of
CMAJ’s calibre and reputation. This ad
looks like something that belongs in
Maxim magazine, not CMAJ. I and the
rest of the female physicians who read
your journal deserve much better.

Maria Kang MD
Vancouver, BC

Competing interests: None declared.
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I was disappointed to see an advertise-
ment in the Oct. 9 issue (CMAJ 2007;
177:858) that explicitly objectifies a
woman’s body. The multiple choice op-
tion below the picture seems to suggest
that men who fail to objectify a woman
in such a way are suffering from low
testosterone. I’m sure you will agree
that respect for all genders is not
pathologic.

I enjoy reading CMAJ, and I under-
stand the necessity of pharmaceutical
advertising revenue. However, in fu-
ture, I hope CMAJ will consider the
message of advertisements included in
the print journal.

Jessica Hopkins MD BSc
Community Medicine Resident
McMaster University
Hamilton, Ont.

Competing interests: None declared.
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[Paladin Labs Inc. responds:]

I would like to assure CMAJ readers
that our decision to run the Testim ad-
vertisement was carefully considered.
The following points were important in
our evaluation:

We believe that the Testim Adver-
tisement is appropriate and relevant to
the product category. Testim is indi-
cated for testosterone replacement in
hypogonadal men. The lack of a sexual
response is among the chief com-

plaints of patients with low testos-
terone. Because patients respond dif-
ferently to various delivery forms of
testosterone replacement, our ad asks
physicians to consider whether their
patients are achieving an improvement
in symptoms with their current med-
ication. Our ad uses an iconic stock im-
age of an attractive woman to pose that
question in a way that attracts the atten-
tion of the reader. We believe that our
advertisement makes good use of this
cliché to communicate an important
point about the effectiveness of Testim.
The fact that this Advertisement is di-
rected solely toward physicians also
contributed to our decision. Physicians
are an educated audience who are able
to understand the message of this Ad-
vertisement in its appropriate context
of optimizing testosterone therapy.

We did not feel that there was any-
thing inherently degrading or inappro-
priate in the premise that an attractive
woman may provoke sexual interest in
a man with a normal testosterone level.
This is a goal of therapy. Many patients
seek help when declining sexual inter-
est becomes a problem in their lives.
When assessing whether a patient is re-
sponding to testosterone therapy,
physicians will routinely ask their pa-
tients whether they have noticed an in-
crease in their libido. 

The advertising materials were re-
viewed by physicians who indicated
that they found this approach to be
clever, appropriate and reflective of the
types of real issues that they face when
treating patients with low testosterone.
We recognize that advertising, particu-
larly advertising dealing with sexual
subject matter, can provoke strong re-
sponses. Nonetheless, we have received
a great deal of positive feedback on this
campaign, both for its appropriateness
and for our willingness to break away
from “traditional” pharmaceutical ad-
vertising.

Mark Beaudet BComm
Vice President, Sales and Marketing
Paladin Labs Inc.
Montréal, Que.
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