Dear Dr. [insert name]
Thank you for taking the time to read this letter and for your openness to dialogue between physician and patient. I sincerely appreciate the care you provide and your willingness to consider perspectives that may differ from your own.
I want to be clear that I am not writing with the expectation of changing your professional stance regarding the Gardasil vaccine. Rather, my intent is to share an alternate patient viewpoint and to provide context for why some patients—myself included—approach this vaccine with caution. My hope is that this perspective may help facilitate informed, respectful conversations with patients who express similar concerns.
My primary concern relates to how Gardasil’s efficacy is commonly communicated. The vaccine is frequently described as preventing cervical cancer. To my understanding, Gardasil does not prevent cervical cancer itself; rather, it targets nine specific HPV strains out of more than 200 known types, only some of which are associated with cervical cancer. Importantly, the majority of HPV infections—including those involving high-risk strains—are transient and resolve spontaneously without intervention.¹²
Relatedly, Gardasil was approved based on its effect on surrogate endpoints—specifically, certain cervical lesions and genital warts—rather than on demonstrated cancer prevention.³ Many of these lesions, including some higher-grade lesions, are known to regress on their own under observation.⁴ Because progression from persistent HPV infection to cancer can take decades, long-term cancer outcomes cannot yet be directly measured, making absolute claims of cancer prevention premature by definition.⁵
In addition, FDA review documents from the original Gardasil approval process identified reduced—and in some subgroups, negative—efficacy among individuals who had evidence of prior exposure to vaccine-relevant HPV types at the time of vaccination. In particular, subjects who were both seropositive and PCR-positive for HPV 16 or 18 experienced higher rates of CIN 2/3 or worse compared to unvaccinated controls, a finding acknowledged in FDA advisory committee materials.⁶ This subgroup analysis underscores the importance of carefully distinguishing between pre-exposure and post-exposure risk–benefit profiles in patient counseling.
I am also concerned about statements asserting that Gardasil is unequivocally “safe and effective.” While many individuals tolerate the vaccine without serious adverse effects, there are documented cases of severe injury and death following vaccination, including cases compensated through the National Vaccine Injury Compensation Program.⁷ For patients evaluating risk–benefit tradeoffs, awareness of these outcomes is a meaningful component of informed consent.
Further, regulatory and internal sponsor documents acknowledge that Gardasil’s clinical development program was not designed to demonstrate prevention of cervical or other cancers, and that conclusions regarding cancer prevention rely on inference from surrogate markers and epidemiologic association rather than direct evidence of reduced cancer incidence.⁸ This limitation is central to how efficacy claims are framed and communicated to patients.
In addition, some peer-reviewed literature raises questions about trial design and reporting, including the use of aluminum-containing adjuvants as comparators rather than inert placebos, which complicates interpretation of both safety and efficacy data.⁹ Independent researchers have called for access to raw trial data to allow meaningful external reassessment.¹⁰
Finally, broader issues of pharmaceutical trust also influence patient decision-making. Gardasil is manufactured by Merck, a company with a documented history of major regulatory and legal violations, most notably involving Vioxx.¹¹ While past misconduct does not automatically invalidate current products, it reasonably informs patient skepticism regarding long-term safety assurances.
Along with peer-reviewed studies and government epidemiological data, I am also including materials derived from publicly available legal filings and expert analyses compiled by Wisner Baum, including their Plaintiffs’ Position Statement. These materials draw from discovery documents, regulatory submissions, and sworn expert testimony and are included not for advocacy, but to provide additional context regarding trial design, safety signals, and post-marketing outcomes.¹²
I offer these materials respectfully and without expectation, in the spirit of transparency and informed dialogue.
Thank you again for your time, your professionalism, and your willingness to engage with perspectives that may differ from prevailing public health narratives.

With respect,
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