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Introduction: What is HPV infection?
• Human papillomavirus (HPV) is a viral infection that transmitted through contact with

infected skin or mucosa.

• Mostly common STD. HPV is a common cause of cutaneous and mucosal infection.

At least 80% sexually active adults have been infected at some time, but usually

asymptomatic

• The types of HPV that cause warts are different from the types that cause cancer,

genital warts, common warts, plantar warts, flat warts.

• HPV is categorized in types:

• Low Risk Warts 90% by 6 and/or 11

• High Risk Cancer 70% 16 and/or 18
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Information About HPV Infection:
How and When?

• Most women want to know how and when they acquired the disease. 

• HPV is spread by direct physical contact during sex. 

• Incubation period can last for months and the first recognition of a lesion 

may represent a relapse rather than a first episode



Clinical Appearance of Genital Warts
• Genital warts are typical found on the vulva, vaginal, groin,

perineum, anal skin, and/or suprapubic skin.

• Genital warts can be single or multiple, flat, dome-shaped, 

cauliflower-shaped, filiform, fungating, pedunculated, cerebiform,

plaque-like, smooth, verrucous, or lobulated.

• The color varies; warts may be white, skin-colored, erythematous, violaceous, brown, or hyperpigmented.

• The warts are typically asymptomatic but can occasionally be pruritic



Clinical Appearance of Genital Warts



DX: Vestibular Papillomatosis
üNormal variant of the vulvar anatomy. 

üMonomorphous, asymptomatic, 
tubular projections 1 to 2 mm that are 
symmetrical, soft, and located in the 
vulvar vestibule. 

üCommonly mistaken for warts firm, 
often with a cauliflower-type 
appearance (multiple projections off a 
single base) & less symmetrical.



What are the Pretreatment Evaluations?

• NO determination of  HPV type is necessary. 

• NO indication for screening for additional STD, but such screening is indicated 

in high risk groups.

• Biopsy is NOT necessary before indicating therapy, except in particular cases.



• Any suspicious features:

v fixation (infiltration of dermis) 

v irregular and unusual pigmentation (red, blue, black, brown) 

v induration, bleeding, ulceration, or sudden recent growth

• The patient is postmenopausal or immunocompromised. 

• The lesion is refractory to medical therapy

What are the Indications for Biopsy?



How can genital wart correlate with cancer?

• Malignant degeneration of anogenital warts is rare. 

• Malignant transformation is more likely to occur in immunosuppressed patients.

• Although HPV 6 and 11, low-risk HPV types, are responsible for most cases of 
genital warts, coinfection with high-risk HPV genotypes linked to anogenital and 
head and neck cancer is common.

• Women with anogenital warts should undergo cervical cancer screening 
according to standard guidelines. 



What are the Indications for Treatment? 
• No medical indication for treatment of asymptomatic warts incidentally 

noted on physical examination

• Some symptomatic patients may choose expectant management for 
spontaneously resolve.

• Main indication for treatment for symptoms
• Pruritus
• Bleeding
• Burning
• Tenderness 
• Vaginal discharge 

• There is no evidence that eradication of warts eliminates infectivity.

• Pain
• Obstruction of the vagina
• Dyspareunia
• Psychologic distress



Treatment Options: Medical Therapy

Medical therapy 

Cyto-destructive

Podophyllotoxin

Podophyllum resin

TCA & BCA

FU

Immune-mediated Imiquimod

Interferon

Sincatechins



Treatment Options: Surgical Therapy

Surgical therapy
Ablative

Cryoablation

Laser ablation

Electrocautery

CUSA

Excisional 



Approach to the treatment of vulvovaginal warts

Self-administered therapies (vulva)

Podofilox 0.5 percent solution

Imiquimod 5 percent cream

Sinecatechins 15 percent ointment

Provider-admininstered therapies (vulva)

Without anesthesia

Cryotherapy with liquid nitrogen or cryoprobe

Podophyllin resin 10 to 25 percent in a compound tincture of benzoin

Trichloroacetic acid or bichloroacetic acid 80 to 90 percent

With anesthesia

Surgical removal (sharp, electrocautery, curettage, laser)

Therapies preferred for pregnant women (vulva)

Without anesthesia

Trichloroacetic acid or bichloroacetic acid 80 to 90 percent

Cryotherapy with liquid nitrogen or cryoprobe

With anesthesia

Surgical removal (sharp, electrocautery, curettage, laser)

Therapies preferred for treatment of vaginal warts

Without anesthesia

Cryotherapy with liquid nitrogen

Trichloroacetic acid or bichloroacetic acid 80 to 90 percent
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What are the Treatment Choices?

Treatment choice is based on:

• Location, number, and size of the warts; 

• Patient characteristics (pregnancy, comply with therapy, immunocompromise); 

• Availability of resources and clinical expertise; 

• Patient preferences after considering side effects, cost, and convenience



Medical Treatment for Genital Warts

• The majority of genital warts are cleared by a course of medical therapy.

• No treatment is significantly superior to another or appropriate for all 

patients and all types of warts. 

• If the patient has not responded to the initial therapy after 3 weeks or 

complete clearance has not occurred by 6 to 12 weeks, it is appropriate 

to switch to a different method.



Indication for Surgical Treatment

• For patients with extensive (>20 cm ) and/or bulky disease, surgery

is suggested as initial therapy.

• Laser ablation is less destructive and less technically challenging 

than excision, and better tolerated than electrocautery



Overview of Treatment and Prognosis

• Prolonged treatment with frequent follow-up is often necessary. 

• Treatments lead to clearance of warts in 35 to 100 percent of patients in 3
to 16 weeks, but do not necessarily eradicate all HPV infected cells.

• Because clinically and histologically latent HPV can exist beyond the 
treatment area, the possibility of clinical recurrence or transmission of 
HPV to sexual partners remains.

• Recurrence is variable depending on the patient's medical condition, 
immune status, and the extent of disease, but 20 to 30 percent of patients 
have a recurrence.



What are the Treatment for Recurrent Disease?

• For patients with recurrent disease, the same treatment that resulted in 

initial clearance of warts is repeated and is likely to be successful. 

• For refractory disease, we suggest a surgical approach or a combination 

of intralesional interferon and TCA



Genital عالیمهفته  و  6 بارداري ساله با 34خانم• Wart  در می نمایدمراجعه ،
می نماید سوال بارداري رويآن  اثراتو  Managementمورد 
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Pregnancy with Genital Warts

Three important issues arise in pregnancy:

1. Worsening of the disease in the pregnant state 

2. Choice of safe and effective treatment

3. Potential vertical transmission to the fetus



Indications for Treatment of GW in 
Pregnant Women

• Similar to those of non pregnant women. 

• Lesions that potentially obstruct the birth canal (vagina and perineum) 

to avoid complications during vaginal birth. 

• Treatment may not reduce the risk of vertical transmission.



Treatment of Genital Wart in Pregnancy
• Podophyllin, podophyllotoxin, interferon, and FU are all contraindicated during pregnancy 

because of potential fetal harm.

• TCA has no systemic absorption and no known fetal effects; therefore, it is the preferred 

medical treatment for pregnant women. Clearance rates are highest and recurrence rates 

lowest when TCA is used in the second half of the pregnancy.

• Cryoablation is also considered a safe and effective treatment for use in pregnancy. 

• TCA treatment is preferable, because it has fewer side effects than cryoablation.
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Vertical Transmission
• HPV can manifest in young children as mucosal, conjunctival, or laryngeal disease. 

• Juvenile-onset respiratory papillomatosis (JRP) is the most severe 

outcome, although rare. 

• Children are usually diagnosed with this condition at 2 to 5 years of 

age, and may require multiple surgical procedures during their lifetime

• Treatment of visible lesions is unlikely to eradicate the HPV virus, 

particularly virus in the upper vagina and endocervical canal, the potential for transmission 

likely remains even after treatment.



Mode of Delivery

• Vertical transmission may occur antepartum. 

• One large retrospective cohort study found no protective benefit of 

cesarean delivery on the rate of neonatal JRP infection

• Cesarean delivery is indicated if vulvar or vaginal warts obstruct the 

birth canal, as the lesions may avulse and hemorrhage or cause 

dystocia during an attempted vaginal delivery.



، و دمی کنبه مطب مراجعه  پرینهدر  ضایعاتی با مادرشتوسط  ساله اي 5 دختربچه
می کند سوالآن  ایجاد چگونگیمادر او از 
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Genital Wart in Children

• The possibility of sexual abuse is a major concern <10 percent to 90 

• Other potential methods for HPV acquisition are:

• From caregiver, such as bathing or diaper changing

• Perinatal or prenatal transmission 

• Transmission via fomites such as contaminated towels or underwear



High Risk HPV and Fertility

• Multiple studies have reported that HPV can affect men’s sperm by 

decreasing sperm motility (how well they swim) and increasing the rate of 

sperm cell death.

• Also, HPV is noted to be more prevalent in infertile men, and men with 

HPV have worse semen quality.

• In women, HPV has been linked to a decreased ability of the fertilized 

embryo to implant in the uterus and an increase in embryo cell death.



HRسه ماه قبل تست  که خانمی HPV دمؤی کولپوسکوپیو  داشته استمثبت 

CIN I  وضعیت، در مورد می نمایدمراجعه  بارداري عالئم بابوده است 

Management  می نماید سوالخود.
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Association Between Maternal HPV 
Infection and Adverse Pregnancy Outcomes:
Systematic Review and Meta-Analysis, Published: 05 February 2020

• They found a consistent and significant association between HPV and
miscarriage, preterm birth and preterm premature rupture of membranes.

• HPV may also be associated with IUGR, low birth weight, and fetal death, but 
findings are limited by suboptimal control of biases.



High Risk HPV During Pregnancy
• Significantly higher prevalence of HR HPV during pregnancy compared to the 

postpartum period.

• Reduced HR HPV clearance during pregnancy with a catch-up postpartum, 
suggesting that an altered immune-response. 

• Postpartum pregnant women clear HR–HPV faster than non-pregnant women 
after a same period of follow-up. 

• Downward trend in high-risk HPV prevalence postpartum may be explained by 
cervical trauma occurring at the time of delivery with repair of the cervical 
epithelium



The HPV vaccine and pregnancy

• There are currently three FDA-approved HPV vaccines: Gardasil, 

Gardasil-9, and Cervarix. 

• The HPV vaccine is not recommended for pregnant women. 

• NO adverse effects reported from the few women who have gotten the 

HPV vaccine while unknowingly pregnant, but more research in this area 

is needed before it can be considered truly safe for the fetus.



Conclusion
• The main indications for treatment of vulvovaginal warts are bothersome 

symptoms and/or psychologic distress.

• Patients up to 40%	of vulvovaginal warts will resolve without treatment. 

• The majority of genital warts are cleared by a course of medical therapy.

• If the patient has not responded to the initial therapy after 3 weeks or 

complete clearance has not occurred by 6 to 12 weeks, it is appropriate to 

switch to a different method



- Conclusion
• During pregnancy bothersome symptoms from vulvar or vaginal warts, 

TCA treatment is suggested rather than cryoablation. 

• For treatment of potentially obstructive lesions, laser therapy is suggested 

rather than excision.

• These therapies have no known fetal effects.

• In pregnant patients with HPV, probability of vertical transmission is low, 

and C/S is not indicated for delivery mode.
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