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By Joe Munch

Among the rarest of the rare ma-
lignancies, parathyroid carcinoma
poses myriad diagnostic and
treatment challenges. Owing to
its extreme rarity, very little is
known about the mechanisms
driving parathyroid carcinoma, 
let alone how to target them; 
and survival rates have not
budged in decades. However, 
researchers at The University of
Texas MD Anderson Cancer Cen-
ter are working to change this.

“This is an exciting time to be treating patients with this
disease, because we are finally gaining the ability to combine
an earlier diagnosis, more precise surgery, a better discernment
of aggressive tumors, and the potential for targeted therapy,”
said Nancy Perrier, M.D., a professor in the Department of
Surgical Oncology and chief of the Section of Surgical En-
docrinology. “Historically, parathyroid carcinoma was an un-
usual diagnosis with few therapeutic options other than the
management of high serum calcium levels. But now we have
something more to offer.”

Diagnosis difficulty
Parathyroid carcinoma occurs in approximately one out 

of every 2 million people; it has no predilection for men or
women. Because parathyroid carcinoma can be clinically 
indistinguishable from benign causes of hyperparathyroidism,
the cancer often remains unidentified until after it has me -
tastasized and the opportunity to effectively treat it has
passed. 

“Some of these tumors are smoldering—they recur locally
and persistently, and they do so over several decades. Others
are very locally aggressive, and others metastasize,” Dr. Per-
rier said. 

Parathyroid tumors account for most cases of primary hy-
perparathyroidism. Worldwide, 85%–95% of these cases are
attributable to benign adenomas; fewer than 3% are attribut-

Dr. Naifa Busaidy (left) reviews imaging scans with Jennifer 
Jordan, who was referred to MD Anderson after her parathyroid
carcinoma recurred.



able to parathyroid carcinomas. Unsur-
prisingly, primary hyperparathyroidism
is the initial clinical presentation of
parathyroid carcinoma, with symptoms
of hypercalcemia predominating. These
symptoms may include fatigue, weak-
ness, confusion, bone pain, and patho-
logic fracture.

According to Dr. Perrier, any patient
who presents with symptoms of hyper-
calcemia should be given a thorough 
diagnostic workup. Such a workup in-
cludes laboratory assessments of serum
calcium and parathyroid hormone lev-
els, neck ultrasonography to assess local
disease, and both functional and ana -
tomical imaging. In some cases, nuclear
medicine imaging techniques such as
sestamibi/single-photon emission com-
puted tomography (CT) or positron
emission tomography are used to assess
the primary tumor and for systemic
evaluation. 

“Parathyroid cancer is very rare, and
it’s hard to know what to look for,” said
Naifa Busaidy, M.D., an associate pro-
fessor in the Department of Endocrine
Neoplasia and Hormonal Disorders.
However, some signs should increase
the index of suspicion for parathyroid
carcinoma. The effects of hypercal-
cemia may be more pronounced in pa-
tients with parathyroid carcinoma than
in those with benign disease and in-
clude serum calcium levels higher than
13 mg/dL or parathyroid hormone lev-
els more than 2 times the upper limit 
of the normal range. Also, evidence of
bone involvement (e.g., subperiosteal
bone resorption, “salt and pepper” skull,
or osteitis fibrosa cystica) is more com-
mon with carcinoma. A neck mass that
is palpable (rare in cases of benign dis-
ease) or that on ultrasonography is cys-
tic or larger than would be expected in
the case of benign disease also should
increase one’s suspicion of carcinoma. 

However, there is no test or set of
characteristics to definitively differenti-
ate parathyroid carcinoma from benign
disease preoperatively. The only defini-
tive marker of parathyroid carcinoma,
metastatic disease, is seldom seen at the
initial presentation. And fine-needle
aspiration is strongly discouraged be-

cause cytological features alone do not
differentiate benign from malignant
parathyroid cells. 

Rather, the diagnosis is usually made
intraoperatively, when the parathyroid
surgeon finds that the mass is larger,
firmer, grayer, and more attached to sur-
rounding structures than would be ex-
pected in the case of benign disease.
Pathological analysis of the surgical
specimen is performed to identify archi-
tectural features of malignancy, espe-
cially invasion into adjacent tissues and
vessels. However, parathyroid carcinoma
does not have a specific set of markers
to distinguish it from benign disease,
and a tumor may have only one or two
pathological features indicative of ma-
lignancy. Thus, many cases cannot be
definitively classified as malignant and
are considered parathyroid neoplasms 
of uncertain malignant potential.

According to Michelle Williams,
M.D., an associate professor in the 
Department of Pathology, caution is
used before making a diagnosis of
parathyroid carcinoma to ensure that
the sampled tissue isn’t a more common
condition with atypical features, such 
as fibrosis from a previous procedure. 

Cytology alone is insufficient to dif-
ferentiate parathyroid carcinoma from
benign disease. Unlike many other
types of cancer cells, most parathyroid
carcinoma cells show only subtle mor-
phological changes compared with 
normal cells. “In some cancers, such 
as squamous carcinoma, the cells them-
selves look ugly,” Dr. Williams said.
“But in parathyroid carcinoma, the 
cells more closely resemble normal
cells, which is why it can be difficult 
to figure out what the biology is by 
cytology alone.” 

Ancillary tests used to help
strengthen the case for or against a 
diagnosis of parathyroid carcinoma 
include staining cells for parafibromin
and Ki-67 expression. Compared with
normal parathyroid cells, parathyroid
carcinoma cells tend to have loss of
parafibromin expression and higher 
levels of Ki-67 expression. Although
neither test alone is conclusive, Dr.
Williams said, “These tests help us

characterize what the cells are doing 
in borderline cases.”

Assessing for mutations in CDC73
(formerly called HRPT2), the gene for
parafibromin, also may be informative.
Patients with mutations in this gene
may have hereditary syndromes associ-
ated with parathyroid carcinoma. Used
in combination with abnormal patho-
logical findings, a positive result on 
genetic testing for CDC73 mutations
would support a diagnosis of parathy-
roid carcinoma.

Few treatment options
Surgery is currently the only defini-

tive treatment for parathyroid carci-
noma. Performed early in the disease
process, when the cancer is localized,
en bloc resection to completely remove
all tumor cells offers a chance at a cure.

“Having a suspicion about the tumor
preoperatively is important because it
allows planning for the initial operation
to be appropriate,” Dr. Perrier said.
Whereas only about a third of the pa-
tients who are diagnosed before or dur-
ing surgery—and thus undergo en bloc
resection—have a recurrence, more
than half of those who are diagnosed
after surgery—who do not undergo en
bloc resection—have a recurrence.

“Often, it’s only after the patient 
has a recurrence that carcinoma is diag-
nosed,” Dr. Perrier said. “At that point,
local recurrence in proximity to vital
structures often makes surgical treat-
ment less effective, and essentially,
we’ve missed our window of opportunity
to provide localized tumor control.”

Prophylactic, large, lateral neck 
dissections are unnecessary, Dr. Perrier
said, because parathyroid carcinoma
doesn’t kill by multiple recurrences of
nodal disease; rather, death is usually
caused by the debilitating effects of 
severe hypercalcemia. 

“The right thing to do is to remove
the tumor in continuity with anything
else it might be attached to, without
disrupting the tumor capsule and leav-
ing microscopic disease behind,” Dr.
Perrier said. “What’s not needed is 
aggressive lymph node dissection and 
surrounding prophylactic surgery. That
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doesn’t seem to affect survival.”
Fifty percent of parathyroid carci-

noma patients have recurrent disease
within 5 years after the initial oncologi-
cal resection. While many recurrences
are locoregional, 30%–40% involve 
distant metastases in the lung(s), liver,
and/or bone(s), which require multiple
surgeries to control the tumor burden.
“Because of the high rate of recurrence,
we know that surgery alone is not
enough in every case. But we don’t
have any adjuvant therapy to control
the metastatic disease,” said Angelica
Silva, M.D., a postdoctoral fellow in
the Department of Surgical Oncology.

Cytotoxic chemotherapy regimens
have no effect on parathyroid carci-
noma, and the risks of postoperative 
radiation therapy often outweigh the
treatment’s benefits.

“In the past, we thought that giving
local radiation would help, but that
comes with too many side effects,” Dr.
Silva said, “and it does nothing for im-
proving survival because it doesn’t in-
fluence metastatic disease.” 

Because of the disease’s propensity 
to recur, parathyroid carcinoma patients
must be monitored for life after their
disease has been resected. The follow-
up for patients with parathyroid carci-
noma is the same as that for patients
with hyperparathyroidism. Serum cal-
cium and parathyroid hormone levels
are assessed regularly; a sudden increase
in either level would prompt additional
investigation with imaging studies. How -
ever, there is no established algorithm
for follow-up imaging, and whether one
imaging modality is better than another
for detecting recurrent local or distant
me tastatic disease is unknown. Typi-
cally, however, cervical ultrasonography
is performed to assess for local recur-
rence; if no disease is found in the neck,
then a CT study of the lungs, the most
common site of metastasis, is performed.
Abdominal imaging may be performed
if the CT study reveals the lungs to be
disease-free. 

The main challenge in treating pa-
tients with unresectable or recurrent
disease is managing their profound hy-
percalcemia. According to Dr. Perrier,
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A Patient’s Perspective

Jennifer Jordan of Seattle had a
parathyroid tumor removed in

2013. A pathological examination of
the tumor revealed it to be carcino-
ma, and when the cancer recurred
18 months later, Ms. Jordan’s doc-
tors referred her to MD Anderson.
“I have great doctors at home, but
they sent me here because this
type of cancer is so rare,” Ms.
Jordan said.
At MD Anderson, Dr. Perrier 

removed the recurrent parathyroid
carcinoma; Jean-Nicolas Vauthey,
M.D., a professor in and chief of
the Hepato-Pancreato-Biliary Sec-
tion in the Department of Surgical Oncology, removed several metastatic 
lesions from Ms. Jordan’s liver; and Ara Vaporciyan, M.D., a professor in and
chair of the Department of Thoracic and Cardiovascular Surgery, removed a
tumor from her upper chest. 
Genomic analysis of tissue from one of the liver lesions revealed mutations

in two genes that affect the phosphatidylinositol 3-kinase/mammalian target
of rapamycin (mTOR) signaling pathway. So when the disease recurred again
in her neck and liver, Ms. Jordan signed up for a clinical trial (No. 2011-0953) in
which she received everolimus, which inhibits mTOR, plus vandetanib, which
inhibits vascular endothelial growth factor receptor 2. 
“We thought this trial might work because everolimus attacks one of the

tumor drivers and vandetanib starves the tumor of its blood supply,” Dr. Bu-
saidy said. “We’ve had some patients with parathyroid carcinoma who were
treated with an antiangiogenic drug similar to vandetanib, and it controlled
their calcium levels.”
Clinical trials that enroll patients on the basis of their tumors’ molecular and

genetic characteristics rather than their tumors’ locations often are the only
trials available to patients with rare cancers like parathyroid carcinoma. “I was
the only patient in the trial with parathyroid cancer,” Ms. Jordan said.
Ms. Jordan was treated in the trial for 5 months. During this time, her cal-

cium levels normalized and her disease remained stable. Since her neck and
liver tumors were neither growing nor shrinking, Ms. Jordan had the choice of
remaining in the trial and taking the drug combination indefinitely or undergo-
ing surgery to remove the tumors. “I decided to just go ahead and get the
cancer out of me,” she said.
As this article was being written, Ms. Jordan was preparing to undergo 

a procedure to ablate the liver tumor and surgery to remove the neck tumor.
“After the surgery, we’ll take it one day at a time and see how I do,” she said.
“If my tumors come back after my surgery, I may go back on the trial. It did 
at least stabilize the disease, so it feels good to know that there’s something
there for me.”
“Ms. Jordan is one of a kind,” Dr. Perrier said. “Her internal strength and

level-headed optimism are an inspiration to us.”
“She’s a real pioneer—always willing to push the boundaries and try some-

thing new,” Dr. Busaidy said. “And that’s how we’ll find a cure.” n

Jennifer Jordan (left), whose treatment 
for metastatic and recurrent parathyroid
carcinoma has included multiple surgeries
and participation in a clinical trial, discusses
recent test results with Drs. Michelle
Williams (center) and Naifa Busaidy.
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these patients’ hypercalcemia eventu-
ally manifests as fatigue, arthralgia,
cloudy thinking, and changes in mood,
memory, and concentration. 

Bisphosphonates are given to pro-
tect bone against the risk of fracture,
and calcimimetics are given to keep
serum calcium levels down. However,
Dr. Perrier said, these agents do not 
affect the parathyroid hormone level,
and their effects are not durable. 

Finding some answers
Investigating parathyroid carcinoma

has not been easy. Studies of the dis-
ease have been largely limited to case
reports, case series, and small, single-
institution retrospective analyses. 

MD Anderson sees about 12 para -
thyroid carcinoma patients per year—
the largest experience in the country, if
not the world, according to Dr. Perrier.
Recognizing this, Dr. Silva, who was
training in Chile at the time, reached
out to Dr. Perrier in 2014 to explore
the possibility of working together to
find new and effective treatments for
parathyroid carcinoma. In 2015, she
completed her training and came to
MD Anderson to focus solely on para -
thyroid carcinoma. Since her arrival,
she has worked with Dr. Perrier and
others to initiate programs aimed at
better understanding and treating the
disease. 

International consortium
Dr. Silva has established an interna-

tional consortium to facilitate the study
of parathyroid carcinoma. In addition
to MD Anderson and other U.S. insti-
tutions, the consortium includes groups
based in the United Kingdom, Aus-
tralia, Spain, and the Netherlands and
continues to grow.

“It’s an uncommon disease, but it’s
also potentially lethal. We need to 
find a specific treatment to control 
this disease, and a collaborative effort 
is needed,” Dr. Silva said.

The main objective of the consor-
tium is to share knowledge and discov-
eries about the disease, along with cell
and tumor samples. “Different groups
have worked on this very rare disease,

but we need to put together all the in-
formation,” Dr. Silva said. “This is the
first time we’ve tried to create a big pic-
ture of the disease, from making the 
diagnosis to finding options for control-
ling it.” 

Biomarker studies
One main component of MD Ander-

son’s push to understand more about
parathyroid carcinoma is an institutional
review of all parathyroid carcinomas.
This includes obtaining parafibromin
stains, looking at molecular changes, and
investigating new immunohistochemical
parameters to identify the disease and
predict its trajectory more easily.

“We are trying to approach this dis-
ease from all directions—not only in
terms of diagnosis but also in terms of
predictive and prognostic markers,” Dr.
Williams said. “We want to see if any 
of those help predict which patients
have mere atypia versus carcinoma and
which are likely to develop advanced
disease.”

Dr. Silva is investigating several 
antibodies that could be used in histo -
pathology to clarify whether a patient’s
disease is a benign adenoma or parathy-
roid carcinoma. Whereas most previous
reports have used only one or two anti-
bodies, Dr. Silva intends to develop a
panel of markers for differentiating the
diseases. 

“With these biomarkers, we hope 
to improve the sensitivity and speci-
ficity of our diagnosis when we first 
encounter the patient,” Dr. Silva said,

“and this will help us provide earlier,
more effective treatment.”

Genomic profiling
Genomic profiling, too, plays an 

increasingly large role in determining
how to best approach parathyroid car -
cinoma. At MD Anderson, all parathy-
roid cancers archived between 1986
and 2015 are being subjected to ge-
nomic profiling, which should identify
genes the tumors commonly express
and help reveal the pathways underly-
ing the disease. Tissues are also being
banked to look at additional genes and
underlying changes that may point to
causes of the disease or that can be used
to help guide treatment.

“Currently, we don’t know what
genes these tumors have in common,”
Dr. Perrier said. “Once we have those
data and can perform computational
analysis, we can design a panel on a
platform for genomic profiling and tai-
lor treatment according to the results.” 

Creating new therapies may not be
necessary. “We already have targeted
therapies, such as vaccines and antibod-
ies, that were created for other kinds of
tumors,” Dr. Silva said. 

The whole-genome exon sequencing
data should be available soon, Dr. Per-
rier said, meaning that before long her
team may have something other than
surgery to offer parathyroid carcinoma
patients. In the meantime, patients may
be eligible for clinical trials on the basis
of their individual tumor’s characteris-
tics (see “A Patient’s Perspective,” p. 3). 

Immunogenic profiling
In a pilot program of immunogenic

profiling that was recently initiated by
Dr. Silva and her colleagues, 45 para -
thyroid tumors will be analyzed to in-
vestigate the differences in the tumor
environment according to the presence
or absence of tumor-infiltrating lym-
phocytes and programmed death ligand
1 expression on parathyroid tumors.

“We need to look at the tumor’s 
mutational status,” Dr. Busaidy said.
“We’re also working with the immu -
notherapy group here and looking at 
tumors’ immune signatures to see if

“Historically, 
parathyroid carcinoma
was an unusual
diagnosis with few
therapeutic options….
But now we have
something more to
offer.” 
– Dr. Nancy Perrier



they’re likely to respond to immuno -
therapy or if they need priming before
they’ll respond. And we have a few 
patients with parathyroid carcinoma
who have responded to antiangiogenic
therapy, so that is something else we’re
looking into.”

Moving forward
Adding to the improvements in

parathyroid carcinoma treatment and
research that may result from the ini-
tiatives at MD Anderson, the Ameri-
can Joint Committee on Cancer will
soon offer staging guidelines for para -
thyroid carcinoma.

“The new staging guidelines mean
that there will be a patient-based reg-
istry, and we will be able to accumulate
information and develop survival curves
to predict and better understand who
we need to treat more aggressively and
when,” Dr. Perrier said. “Up to now,
we’ve only been able to attempt this 
at individual institutions because we
haven’t had a collective effort of look-
ing at clusters of tumors and because 
of their rarity.” 

Despite the vast amount of work 
required to move forward in parathy-
roid carcinoma, the outlook is generally
positive.

“It takes an effort to look at a rare
disease like this to figure out how we
can improve the diagnosis and treat-
ment,” Dr. Williams said. “Working to-
gether, we can certainly make strides.” n

FOR MORE INFORMATION
Dr. Naifa Busaidy ..................713-792-2841
Dr. Nancy Perrier...................713-794-1345
Dr. Angelica Silva ..................713-745-0377
Dr. Michelle Williams ............713-794-1765

Bryan Tutt contributed to this article.
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Although HPV is known to cause
oropharyngeal, penile, anal, cervical,
vaginal, and vulvar cancers, only cervi-
cal cancer has established screening
guidelines and a reliable test—the Pa-
panicolaou (Pap) test—that can detect
early cancer or precancerous dysplasia.
“The Pap test can detect precancerous
tissue and prevent cervical cancer,” said
Erich Sturgis, M.D., M.P.H., a professor
in the Department of Head and Neck
Surgery and the Department of Epi-
demiology. “But we don’t have such a
test for oropharyngeal or anal cancer.”

Dr. Sturgis and his colleagues hope
to provide data for such tests in clinical
trials that will screen people at high
risk for HPV-related anal or oropharyn-
geal cancers. One such trial is currently
enrolling women, and another will soon
begin enrolling men.

Screening for anal cancers 
in women

Patients who have HPV-related 
cervical, vaginal, or vulvar carcinomas
are believed to be at high risk for HPV-
related anal carcinoma; however, the
rates of anal cancers in these patients
remain unclear. An ongoing clinical
trial seeks to determine the prevalence
of anal cancer in women who have 
cervical, vaginal, or vulvar cancer or
dysplasia and compare methods of

screening for HPV-related anal cancer
and dysplasia.

The clinical trial, known as the
Prevalence of Anal Dysplasia and Anal
Cancer in Women with Cervical, Vagi-
nal, and Vulvar Dysplasia and Cancer
(PANDA) trial (No. 2014-0021), is
now enrolling patients at MD Ander-
son, its regional care centers, and Lyn-
don B. Johnson Hospital in Houston.

Kathleen Schmeler, M.D., an asso-
ciate professor in the Department of
Gynecologic Oncology and Reproduc-
tive Medicine, and Craig Messick, M.D.,

Studies Explore Screening
for HPV-Related Anal and
Oropharyngeal Cancers
By Bryan Tutt

No consensus screening guidelines exist for
human papillomavirus (HPV) –related cancers
other than cervical cancer. As a step toward
establishing such guidelines, studies under
way or in the planning stages at The Univer-
sity of Texas MD Anderson Cancer Center will
test various strategies for early detection of
specific HPV-related cancers in populations
believed to be at high risk.

Immunohistochemical staining of tonsillar
cancer cells (brown) shows p16 overex-
pression and indicates an HPV-driven 
cancer of the oropharynx. Image courtesy
of Dr. Erich Sturgis.
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an assistant professor in the Department
of Surgical Oncology’s Section of Colon
and Rectal Surgery, are the co–princi-
pal investigators of the PANDA trial.
“Dr. Messick and I share several pa-
tients with both anal and cervical or
vulvar cancer, and this made us realize
that maybe we should be screening
women with gynecological cancers for
anal cancer,” Dr. Schmeler said. “That’s
why we’re doing this study.”

Dr. Schmeler said that current anal
cancer care, without standardized
screening, is similar to the state of cer-
vical cancer care before the advent of
the Pap test. “Most of the time, people
are diagnosed with anal cancer when 
it is symptomatic, after the cancer is 
advanced and has led to another prob-
lem,” she said. “That’s how cervical
cancer used to be, but since the Pap
test became standard, we’re finding cer-
vical cancer in the preinvasive phase 
or at an early stage. We’d like to do 
the same thing with anal cancer.”

The PANDA trial eventually will
enroll 500 patients. Eligible for the trial
are women 18 years or older who have
invasive squamous cell carcinoma or
high-grade dysplasia of the cervix,
vagina, or vulva. Excluded from the
trial are women who are pregnant or
have a history of dysplasia or invasive
carcinoma of the anus or anal canal. 

In addition to the standard tests re-
lated to their gynecological cancer or
dysplasia, patients in the study undergo
screening for anal cancer or dysplasia 
by an anal Pap test, anal HPV test, 
and high-resolution anoscopy. Patients
with abnormal findings on any of these
screening tests are referred to Dr. Mes-
sick’s group for further evaluation and
care.

Besides showing the prevalence of
HPV-related anal dysplasia and cancer
in this high-risk population of women,
data from the study will provide infor-
mation about the sensitivity and speci-
ficity of anal Pap tests, anal HPV tests,
and anoscopy. “We know there are
women at high risk for anal cancer,” 
Dr. Schmeler said. “We want to find
out how often and the most effective
way to screen these women.”

Screening for oropharyngeal
cancers in men

As the PANDA trial seeks to pro-
vide data that could lead to routine
screening guidelines for HPV-related
anal cancers, Dr. Sturgis is helping or-
ganize a trial to provide similar data 
for HPV-related oropharyngeal cancers.
Because both oropharyngeal HPV in-
fections and HPV-related oropharyn-
geal cancers are more common in men
than in women, Dr. Sturgis’s trial will
enroll men only, specifically those in
their 50s. 

The trial will soon begin enrolling
participants at several locations in the
Houston area. Participants will fill out 
a questionnaire about tobacco and alco-
hol use as well as sexual behavior, and
cell samples for HPV testing will be ob-
tained from the throat with a “swish
and spit” technique. Blood will also be
drawn to test for antibodies to early (E)
antigens of HPV type 16 in the serum. 

“Our previous research showed a
very strong link between antibodies 
to HPV-16 E6 and E7 antigens in the
serum and oropharyngeal cancer,” Dr.
Sturgis said. “We estimate that 1%–2%
of the men in our trial will test positive
for these antibodies.” 

Men whose serological tests are posi-
tive for antibodies to HPV-16 E6 or E7

antigens will be sent to MD Anderson
for further HPV and cancer screening,
as will an equal number of men who
test negative for the antibodies. Both
groups will undergo standard clinical
examinations of the throat, anus, and
penis and standard ultrasound examina-
tion of the neck lymph nodes. The anal
exams will include standard high-reso-
lution anoscopy and a newer technique,
high-resolution microendoscopy, as well
as selective brushings to obtain cells for
standard and novel HPV tests.

The main focus of the trial, how-
ever, will be oropharyngeal cancers.
“We will use some experimental ap-
proaches to see if imaging can identify
early oropharyngeal cancers before they
are visible to the naked eye,” Dr. Stur-
gis said. One technique that may be
used in the study, optical coherence 
tomography, is commonly used in oph-
thalmology but not to detect oropha-
ryngeal cancers. Another, narrow band
imaging, has been used with endoscopy
to detect early gastric tumors. 

The study will also involve taking
cell samples from the tonsils and the
base of the tongue to look for HPV that
has been integrated into the human
genome. Integrated HPV is typically
the first step of tumorigenesis in HPV-
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Screening for HPV-Related Cancers
[Continued from page 5]

Vaccination is the best way to prevent HPV-related cancers. Although the U.S. HPV
vaccination rate has improved, it lags behind the rates of many countries. The statis-
tics above show the percentages of eligible females who have received the complete
series of three vaccinations. The U.S. Centers for Disease Control and Prevention 
recommends HPV vaccination for both males and females 11 –26 years old. Source: 
Institut Català d’Oncologia Information Centre on HPV and Cancer.

[Continued on page 8]

South Africa UK Norway Mexico USA

HPV Vaccination Rates
ELIGIBLE FEMALES, BY COUNTRY

87% 86% 79% 67% 40%
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magazines, it’s likely that you have
seen advertisements for prescrip-
tion drugs. While these ads can help
raise awareness about certain medical
conditions, their contents should be
taken with a grain of salt. When you
see an ad for a prescription drug, here
are some things to consider. 

Limited regulation
The U.S. Food and Drug Adminis-

tration (FDA) requires televised drug
ads to include the following informa-
tion:
• the drug’s brand name and generic

name (for example, the drug with
the brand name Lyrica has the
generic name pregabalin),

• at least one FDA-approved use for
the drug,

• the drug’s major risks and side effects,
and

• detailed information about how the
drug works (including drug interac-
tions and less serious side effects) or
at least two sources (such as a Web
site or toll-free telephone number)
where people can get such informa-
tion. 
However, the FDA’s power to regu-

late advertising is limited. Ads are not
submitted to the FDA for approval be-
fore they are used. Instead, the FDA
takes action after they learn that a pre-
scription drug ad might be breaking the
law—examples of this include stating
that a drug can treat diseases that it is
not approved to treat by the FDA and
making claims about the drug’s effec-
tiveness that are not supported by evi-
dence. This means that the general
public could see ads that violate the 
law before the FDA can remove the ads
from circulation. That said, large-scale
advertising campaigns are expensive, 
so it is unlikely that a drug company
would intentionally release ads that do
not follow the FDA’s regulations.

Besides requiring a drug company 
to remove ads that violate the law, the

FDA may ask the company to publish 
a correction, or the FDA may take the
company to court. These actions are
taken if the misleading information
could pose a risk to people’s health. 

Side effects and risks
Federal law requires televised pre-

scription drug ads to list the drug’s most
severe risks, such as life-threatening
drug interactions and allergic reactions,
but televised ads do not have to list all
the drug’s side effects. Print ads must
list all known side effects and major
drug interactions, but these lists can 
be confusing and hard to read. The lack
of emphasis on side effects and interac-
tions can lead consumers to believe
that a drug is a good fit when it may
not be.

Consumers should keep in mind
that detailed information about a drug
in a print ad is no substitute for a doc-
tor’s advice. Things you may not even
think about—such as grapefruit juice,
herbal supplements, or nonprescription
pain relievers—can interact with pre-
scription medications. Your doctor can
tell you if any medications you take or
medical conditions you have might in-
teract with or cause side effects from a
particular drug.

Habit-forming drugs
Many prescription drugs, such as

narcotic pain relievers and certain anti-
depressants, can be habit-forming. Peo-
ple who take these drugs may become

dependent on them. This means that
once they start taking a drug, it’s hard
to stop. When they do stop, they’re
likely to experience unpleasant with-
drawal symptoms. 

The ad for a habit-forming drug
might not directly say that the drug 
is habit-forming. Instead, the ad may
advise potential users of the drug that
they should not stop taking it without
talking to their doctor first. The ad 
may also warn patients with a history 
of substance abuse that they should 
not take the drug. 

Costs and other concerns
Ads are not required to tell you 

how much a prescription drug costs or
whether a generic equivalent (the same
drug without the brand name) is avail-
able. Brand-name medications are typi-
cally more expensive than their generic
equivalents, even though both versions
contain the same ingredients and meet
the FDA standards for safety and quality.
In addition, newer brand-name drugs
tend to be more expensive than older
brand-name drugs. 

Critics of prescription drug ads say
the ads encourage patients to ask for
expensive brand-name drugs when a
less expensive option might work just 
as well. Many conditions can be treated
with several different drugs, and your
doctor may prescribe a different drug
than the one you’ve seen advertised to
treat your condition. It may be neces-
sary to try more than one drug before
finding a treatment that works for you.
You should talk to your doctor about 
all your treatment options and go over
their costs and benefits. n

– E. Nielsen

FOR MORE INFORMATION 
• Ask your physician 
• Call askMDAnderson at 877-632-6789
• Visit www.fda.gov/Drugs/Resources
ForYou/Consumers/PrescriptionDrug
Advertising
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related cancer. Dr. Sturgis said, “This will
be the first screening application of testing
for integrated HPV.”

Participants will be followed up for 5
years. The head and neck examination
and imaging studies will be repeated every
6 months, but the anal and penile tests
will not be repeated.

The two goals of the trial are, first, to
see whether serological HPV testing in a
high-risk group is an effective screening
tool and, second, to see which tests are
most effective for detecting early HPV-
related cancers or precancers. Dr. Sturgis
said, “The central question is, can we es-
tablish a screening mechanism for HPV-
related oropharyngeal cancer?” 

Encouraging HPV testing 
Other MD Anderson researchers are

looking into the role of HPV testing in
cancer screening and prevention. In one
trial scheduled to begin enrolling patients
this fall (No. 2015-0795, led by Jessica

Hwang, M.D., an associate professor in 
the Department of General Internal Medi-
cine), patients who have received allo-
geneic stem cell transplants will undergo
HPV testing in the anatomic areas associ-
ated with HPV-related cancers. Studies
have shown that such patients are at a
high risk of HPV-related cancers.

Dr. Hwang’s study, together with the
studies led by Dr. Sturgis and Drs. Schmeler
and Messick, may provide data that will
enable the early detection of HPV-related
cancers. In the meantime, Dr. Sturgis urges
physicians to encourage men in their 50s
to participate in his trial. 

Likewise, Dr. Schmeler said she hopes
physicians will encourage their patients
who have had one HPV-related gynecol-
ogical cancer to consider participating in
her clinical trial. “Since there are no
guidelines for anal cancer screening, this
study is a good option for physicians with
patients who are at risk.” n

FOR MORE INFORMATION
Dr. Jessica Hwang .....................713-745-3559
Dr. Craig Messick ......................713-445-1544

cmessick@mdanderson.org
Dr. Kathleen Schmeler ...............713-745-3518

kschmele@mdanderson.org
Dr. Erich Sturgis.........................713-792-5432

To learn more about ongoing 
clinical trials at MD Anderson, 
visit www.clinicaltrials.org.

“The central 
question is, can we
establish a screening
mechanism for HPV-
related oropharyngeal
cancer?” 
– Dr. Erich Sturgis

Screening for HPV-Related Cancers
[Continued from page 6]
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