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Abstract

A Regional Comparison of Barriers to Communication between Caregivers and Healthcare
Providers Regarding the HPV Vaccine in Georgia

By Kaliane Davidson

Background: HPV vaccination rates in Georgia among adolescents remain low despite the
availability of the HPV vaccine since 2006. Little research into barriers to communication
between healthcare providers and caregivers of adolescents regarding the vaccine has been
conducted in Georgia. This research seeks to identify and regionally compare barriers to
communication across East, Northwest, and South Georgia.

Methods: We conducted FGDs (n=12) with healthcare providers (n=6) and caregivers of
adolescents (n=6) that could be comparatively analyzed across similar regions of the state of
Georgia (East, Northwest, and South). Thematic analysis was utilized to identify, analyze, and
interpret common themes present across both the healthcare provider and caregiver FGDs. These
themes were then compared regionally to identify similarities and differences across Georgia
regions.

Results: Our examination finds that across different regions, participants discussed similar
themes, however, there were critical contextual differences when identifying barriers to
communication. Findings were categorized into three themes: (1) health literacy, (2) lack of trust,
(3) sex as a taboo topic. To improve communication between healthcare providers and caregivers
across the state, regional needs must be addressed to facilitate the development of community-
specific initiatives.

Conclusion: Georgia is a highly diverse state. This diversity is reflected in the variation of HPV
vaccination coverage across the state. An understanding of Georgia’s regional context is integral
to the development of targeted communication and intervention strategies aimed at increasing
HPV vaccination uptake and series completion. Improving communication between healthcare
providers and caregivers is critical to addressing low HPV vaccination completion in Georgia.
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CHAPTER 1: INTRODUCTION
1.1 Overview

Human papillomavirus (HPV) is such a prevalent sexually transmitted infection (STI)
that nearly all sexually active persons will become infected with it at some point in their lives.
Approximately 80 million people in the United States (U.S.) are infected with HPV, with nearly
14 million new infections occurring each year (CDC, 2019c). Half of these occurrences are
attributed to those aged 15 to 24 years old, and 80% of the sexually active population will

contract at least one HPV strain in their lifetime (CDC, 2019c).

More than 100 strains of HPV have been identified, of which at least 14 are high risk
(WHO, 2019). These high-risk infections can cause genital warts or cancer (CDC, 2019c).
Nearly 35,000 cases of HPV-attributed cancers occur in the U.S. each year, with cervical and
oropharyngeal cancers being the most common (CDC, 2019a). Despite the high prevalence of

HPV, many people are unfamiliar with it and how it can be prevented.

The HPV vaccine was introduced in 2006, and until 2011 was only recommended to
females (FDA, 2006). After 2011, recommendations were expanded to males (CDC, 2011). The
Centers for Disease Control and Prevention (CDC) and the Food and Drug Administration
(FDA) recommend vaccination for adolescents between 11-12 years old (CDC, 2011), and
research has shown the vaccine to be highly efficacious if received before infection (CDC,

2019c).

HPV vaccination uptake remains low in the U.S. The 2018 National Immunization
Survey-Teen (NIS-Teen) found that only 68.1% of adolescents in the U.S. aged 13-17 years had

initiated the HPV vaccination, and that only 51.1% were up-to-date on the series (Walker et al.,



2019). This data demonstrated a slight increase from 2017, where 65.5% had initiated
vaccination, and 48.6% were up-to-date (Walker et al., 2018). Despite this slight increase in
vaccination coverage, overall rates are far from the Healthy People 2020 (HP2020) national

target of 80% coverage for adolescents 13-15 years old (Healthy People 2020, n.d.).

HHS Region IV, which includes Georgia, reported the second-lowest HPV vaccine
uptake (64.3% initiation, 46.7% up-to-date) across all the regions in the U.S. (Walker et al.,
2019). In Georgia, 68.1% of teens aged 13-17 years had initiated the series, and 49.6% were up-
to-date (Walker et al., 2019). Compared to other up-to-date coverage rates of adolescent vaccines
mandated in Georgia such as the Tetanus, diphtheria, and acellular pertussis vaccine (Tdap)
(94.2%) and the meningococcal conjugate vaccine (MenACWY) (94.8%), HPV ranks the lowest

(49.6%) (Walker et al., 2019).

To help increase HPV vaccination rates among adolescents, the Georgia Department of
Health (GA DPH), in collaboration with CDC, established a Comprehensive Cancer Control Plan
that aimed for 50% vaccine completion for adolescents by the end of 2019 (Georgia Department
of Public Health, 2014). Results from this initiative have not been released to date. Regional
Cancer Coalitions in South, Central, East, Northwest, and West Central Georgia are also working
to address community-level needs to increase vaccine uptake through various partnerships

(Georgia Department of Public Health, 2018b).

Research has found that properly executed communication and recommendation
strategies are critical to HPV vaccine uptake and series completion (Gilkey & McRee, 2016;
Holman et al., 2014; Katz et al., 2016; Perkins et al., 2015). There has been limited research into

the barriers and motivators to HPV vaccination uptake among adolescents in the state of Georgia



(Bairu et al., 2019; King et al., 2019; Lahijani, 2019; Vu et al., 2019). However, there is a
distinct gap in research into specific communication barriers between healthcare providers and
the caregivers of adolescents. This research gap is made even more apparent when examining the
issue regionally. Georgia is a diverse state (United States Census Bureau, 2019), and to increase
HPV vaccine uptake and adherence among adolescents and their caregivers, more research is
needed on these specific communication barriers. By identifying local context, community-
specific initiatives could be developed that would enjoy greater efficacy in ultimately reducing

HPV-related cancers.

1.2 Problem Statement

Despite numerous studies on the efficacy of the HPV vaccine, uptake remains low both in the
U.S. and the state of Georgia. The 2018 NIS-Teen reported that only 49.6% of adolescents 13-17
years of age in the state of Georgia completed the HPV vaccination series. This finding is well
below the national target of 80% coverage among adolescents (Healthy People 2020, n.d.). When
compared to mandated adolescent vaccines in the state, such as Tdap, which has 94.2%
completion and MenACWY with 94.8% completion, it is clear that HPV uptake is low (49.6%)

(Walker et al., 2019).

The Georgia DPH reports that there are over 1,000 new cases of HPV-attributed cancers each
year in the state of Georgia (Georgia Department of Public Health, 2018a). Between 2011-2015,
an average of 357 new cases of cervical cancer, 394 new cases of oropharyngeal cancer, and 208
new cases of anal cancer caused by HPV were reported across the state (Georgia Department of

Public Health, 2018a).



Effective communication between caregivers and providers is vital because it assists in
increasing awareness and encourages acceptance of vaccination (Gilkey & McRee, 2016;
Holman et al., 2014; Katz et al., 2016; Perkins et al., 2015). A better understanding of barriers to
communication could aid in the uptake and completion of the HPV vaccination series among
adolescents. National and state-focused studies have examined the importance of communication
between caregivers and healthcare providers, but little is known about barriers to communication
in the state of Georgia, especially within a regional context (Bairu et al., 2019; King et al., 2019;
Lahijani, 2019; Vu et al., 2019). Further insight into the needs of these regions and the
development of community-specific programs to target these populations could increase uptake

of the HPV vaccine.

1.3 Purpose Statement

This study seeks to identify and compare barriers to communication regarding the HPV
vaccine between caregivers of adolescents and healthcare providers across three regions of the
state of Georgia (East, Northwest, and South). Study objectives include: (1) examining barriers
to communication regarding the HPV vaccine between caregivers and healthcare providers in the
East, Northwest, and South regions of the state of Georgia, (2) further analyzing and comparing

the identified barriers across these regions.

Understanding the factors that inhibit communication could further inform regionally

targeted strategies to increase the uptake of the HPV vaccine among adolescents.



1.4 Research Questions

1) What are the barriers to communication regarding the HPV vaccine between
caregivers and healthcare providers in the East, Northwest, and South regions of the state

of Georgia?

2) How do the identified barriers to communication compare across the East, Northwest,

and South regions of the state of Georgia?

1.5 Significance Statement

This work will support a deeper understanding of the population-level factors affecting
uptake of the HPV vaccine regionally, specifically among caregivers and healthcare providers in
the state of Georgia. The focus on effective communication between caregivers and providers is
significant because it can assist in increasing awareness and encouraging acceptance of the
vaccination. Often providers have the role of the educators and caregivers as the decision-makers
for adolescents. Understanding the barriers faced by these parties can aid in the creation of
additional evidence-based research and further inform interventions to improve the uptake of the
vaccine among adolescents. Probable stakeholders could include academic researchers, advocacy

groups, community organizations, healthcare professionals, and advisory communities.



1.6 Definition of Terms

Bible Belt An area chiefly in the southern U.S. whose inhabitants are
believed to hold uncritical allegiance to the literal accuracy of
the Bible. (Merriam-Webster, n.d.)

Caregiver In this study, a caregiver was defined as anyone over 18 years of

age responsible for the medical decision making for at least one
adolescent between 9 to 17 years of age.

Healthcare Provider In this study, a healthcare provider included any provider or clinic

staff who interacted with patients and their caregivers.

1.7 List of Acronyms

AAFP American Academy of Family Physicians

AAP American Academy of Pediatrics

ACIP Advisory Committee on Immunization Practices
ACS American Cancer Society

CBOs Community-Based Organizations

CDC Centers for Disease Control and Prevention

CG Caregiver

CME Continuing Medical Education

DHHS U.S. Department of Health and Human Services
E East Georgia

EMR Electronic medical record

EIRB Emory University Institutional Review Board
FDA The U.S. Food Drug and Administration

FGD Focus Group Discussion

GEORGIA DPH
HCP

HP2020

Georgia Department of Health
Healthcare Provider

Healthy People 2020



HPV
IDDI
MenACWY
MMR
NIS-Teen
NW

S

STI
Tdap
U.S.
VAERS

VIS

Human Papillomavirus

Intervention Development, Dissemination, and Implementation
Meningococcal conjugate vaccine

Measles Mumps Rubella vaccine

National Immunization Survey-Teen

Northwest Georgia

South Georgia

Sexually Transmitted Infection

Tetanus, diphtheria, and acellular pertussis vaccine
United States

Vaccine Adverse Event Reporting System

Vaccine Information Statement



CHAPTER 2: BACKGROUND

2.1 Literature Review

Introduction

At this time, approximately 80 million people in the United States (U.S) have been
infected with at least one strain of Human papillomavirus (HPV) (CDC, 2019c). Each year,
nearly 14 million people become newly infected, with half of these occurrences between those
aged 15 to 24 years old (CDC, 2019c). Given the extensive prevalence of HPV infection, a
significant portion of the population will contract at least one strain of HPV in their lifetime

(CDC, 2019¢).

HPV is most commonly spread through skin-to-skin contact via vaginal, anal, and oral
sex with someone who has the virus (CDC, 2019c). Other, but less conventional methods of
transmission include digital-anogenital, non-penetrative genital to genital, and shared clothing
and towels (Bednarczyk, 2019; Liu et al., 2016). Most HPV infections present asymptomatically

and clear on their own by the immune system (CDC, 2019c).

There are over 100 different strains of HPV (WHO, 2019). At least 14 are identified as
high risk (WHO, 2019). High risk infections can cause genital warts or cancer. HPV types 16
and 18 are attributed to causing 70% of cervical cancers and pre-cancerous lesions (WHO,
2019). Persistent HPV infections — those that last two years or more — can cause HPV-associated
cancers and/or genital warts (WHO, 2019). Each year, approximately 35,000 cases of cancer in

the U.S. are caused by HPV (CDC, 2019a). Cancer of the cervix, vulva, vagina, penis, anus, and



oropharynx are linked to HPV, and of these cancers, cervical and oropharyngeal are the most

common (CDC, 2019a).

Despite the ubiquity of HPV, many people are unaware of the disease, much less the
methods for HPV infection prevention. In a study by Apaydin et al. (2018), most participants
correctly identified HPV as a cause of cervical cancer but incorrectly named testicular, prostate,
and ovarian cancer as HPV-related cancers. Unfamiliarity with anal, oropharyngeal, and penile

cancers was common (Apaydin et al., 2018).

HPV Vaccination Recommendation

Since being licensed and recommended for use in the US in 2006, HPV vaccination
recommendations have evolved over the years. As of 2019, more than 120 million doses of the
HPV vaccine have been distributed (CDC, 2019d). The United States Food and Drug
Administration (FDA) initially approved Gardasil, a quadrivalent vaccine developed by Merck &
Co., Inc. (Merck & Co., Inc, n.d.), in 2006 for females 9-26 years of age, and promoted it as an
efficacious means of preventing infection with four common strains of HPV (FDA, 2006). In
2011, the Advisory Committee on Immunization Practices (ACIP) HPV working group began
recommending Gardasil for use for males aged 11 — 26, replacing guidance from 2009 for males
9-26 years old (CDC, 2011). Gardasil only protected against cervical cancer and genital warts. In
2014, Gardasil 9 was introduced to protect against the four strains covered by the first generation
of the vaccine, along with five additional strains (FDA, 2014). Of these nine HPV types, seven

strains cause cervical and other cancers, and two cause genital warts (NIH, 2015).

Initially, the FDA approved the vaccine series to include males 9-15 years old (FDA,

2014). One year later, the FDA approved expanded use to males 16-26 years of age (CDC,
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2015). Expanded use of the vaccine, through shared clinical decision making with a healthcare
provider, for individuals 27-45 years old was approved in 2018 (FDA, 2018). While targeted to
adolescents between 11 to 12 years old, the vaccine can be administered as early as age nine
(CDC, 2019a). In 2016, the CDC and ACIP recommended that for 11-12-year-olds Gardasil 9,
the 9-valent vaccine, be reduced from three doses to two, taken six months apart (CDC, 2016).
Adolescents that started the vaccination after their 15" birthday would still need three doses to
complete the series (CDC, 2016). For 11 and 12-year-olds, HPV vaccination is recommended in
conjunction with other adolescent vaccines such as Tdap, MenACWY, and the annual flu
vaccine (CDC, 2020). Despite ACIP and other professional guidelines, a study by Kulczycki et
al. (2016) found that only a little more than half (55%) of surveyed health professionals said they
used ACIP or CDC information as their primary sources on HPV vaccination. Research has
found that physicians’ dedication to parents, as well as personal beliefs and attitudes on HPV
vaccination, may be stronger predictors than professional guidelines in recommending

vaccination (Kulczycki et al., 2016).

In the United States, from 2006 — when the quadrivalent HPV vaccine was introduced —
through 2010, the prevalence of HPV infection decreased 56% among females aged 14-19 years
(Markowitz et al., 2013). A review of various studies on the efficacy of the vaccine series found
no decrease in protection after vaccination (CDC, 2019d; Deleré et al., 2014). The vaccine series
also showed high effectiveness against HPV 16 and 18, the high-risk strains, and cross-

protection against strains 31, 33, and 45 (Latsuzbaia et al., 2019).

A recent ten-year study on the effectiveness of the vaccine found substantial decreases in
HPV infection among women who were vaccinated with the bivalent or quadrivalent series

(Spinner et al., 2019). This study also suggested that herd immunity was a factor in the
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protection of unvaccinated women since the prevalence of the same HPV strains also decreased
among these women (Spinner et al., 2019). A separate study found that herd immunity was also
observed in men and oral HPV infections (Chaturvedi et al., 2019; Mehanna et al., 2019). As
HPV vaccination rates continued to increase among men and women, the prevalence of oral

infection among unvaccinated men dropped (Mehanna et al., 2019).

The HPV vaccine is largely viewed as safe and effective by regulators (FDA, 2019). The
CDC and the FDA are responsible for closely monitoring the licensing process and extensive
testing has been completed over the years. From 2006 until 2014, over 67 million doses of the
HPV vaccine were distributed across the U.S., and only 25,176 reports of adverse events were
reported to the Vaccine Adverse Event Reporting System (VAERS) (White, 2014). Minor side
effects such as dizziness, tenderness, redness, and swelling where the shot was administered
were most commonly reported (White, 2014). Similar side effects were reported for other

adolescent vaccines, such as Tdap, MenACWY, and the flu vaccine (White, 2014).

HPV Vaccination Rates: U.S. and Georgia

In 2010, the U.S. Department of Health and Human Services (DHHS) launched HP2020,
an initiative to promote health and disease prevention. HP2020 set a goal for national HPV
vaccine coverage at 80% for adolescents aged 13-15 (Healthy People 2020, n.d.). National HPV
vaccination rates remain well below the HP2020 target. In 2018, NIS-Teen found that only
68.1% of teens in the U.S. aged 13-17 years had initiated the HPV vaccination and that only
51.1% completed the series (Walker et al., 2019). This indicated a slight increase from 2017,

where 65.5% had initiated vaccination, and 48.6% completed the series (Walker et al., 2018).
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HPV vaccination rates in the U.S. are comparatively lower than in other developed
countries. Some countries, such as Australia and Scotland have reached more than 80% of
targeted girls while the U.S. has barely reached 50% (J. Brotherton et al., 2011; J. M. L.
Brotherton & Bloem, 2015; Markowitz et al., 2016; Sinka et al., 2014). In southern U.S. states,
even lower rates of vaccination have been reported, especially in lower-income and rural

communities (Kulczycki et al., 2016).

HHS Region IV, which includes Georgia, had the second-lowest HPV vaccine uptake
(64.3% initiation, 46.7% up-to-date) across all the regions (Walker et al., 2019). When analyzing
Georgia specifically, 68.1% of teens aged 13-17 years had initiated the HPV vaccination, and
49.6% were up-to-date (Walker et al., 2019). Overall, HPV vaccination rates in Georgia remain
well below the national target of 80% HPV vaccination completion (Healthy People 2020, n.d.).
Compared to the series completion of other adolescent mandatory vaccines mandated in Georgia,

such as Tdap (94.2%) and MenACWY (94.8%), HPV ranks low (Walker et al., 2019).

Georgia is a highly diverse state that includes various cultures, socioeconomic status, and
geographic barriers impacting vaccination beliefs, knowledge, and access (Dennison et al.,
2019). The U.S. Census Bureau reported that as of 2019, over 10 million people live in Georgia,
a 9.6% increase from 2010 (United States Census Bureau, 2019). Females constitute 51.4% of
the population, and 23.8% of people are under 18 years (United States Census Bureau, 2019).
The racial breakdown is 60.5% White, 32.4% Black or African American, 9.8% Hispanic or
Latino, 4.3% Asian, 0.5% American Indian and Alaskan Native, 0.1% Native Hawaiian and
other Pacific Islander (United States Census Bureau, 2019). The foreign-born population is
10.1% (United States Census Bureau, 2019). Georgia’s median household income is $55,679,

and 14.3% of the population lives below the U.S. federal poverty level (United States Census
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Bureau, 2019). A reported 88.6% of households have a computer, and 79% have a broadband
internet subscription (United States Census Bureau, 2019). Among those under 65 years old,

15.7% do not have health insurance (United States Census Bureau, 2019).

Georgia is a diverse state, and to increase HPV vaccine uptake and adherence to the
vaccine series, more research is needed on the barriers affecting vaccination. To date, there has
been limited research explicitly conducted with adolescent populations in the state (Bairu et al.,
2019; Dennison et al., 2019; King et al., 2019; Lahijani, 2019; Vu et al., 2019). As a result,
identifying local context and issues to support the development of policy to address this

population has been challenging.

HPV-Related Policies/Legislation: U.S. and Georgia

School entry age into kindergarten is the most common time for assessment of
vaccination status (Mellerson, 2018). While vaccination mandates are more common for
childhood vaccinations, vaccination mandates for the adolescent age range are less extensive.
Laws in all 50 U.S. states require that all children entering school have received state-mandated
vaccinations or have an exemption (Bednarczyk et al., 2019; Omer et al., 2018). Exemptions
may include medical, religious, and personal beliefs; however, exemption availability and
acceptability vary by state, dependent upon the policies of each state (Bednarczyk et al., 2019;

Omer et al., 2018).

Since the HPV vaccine has been available, states have responded by introducing policies
that promote awareness and education about the vaccine, and that increase its accessibility
through additional funding and insurance coverage (Laugesen et al., 2014). As such, HPV

vaccination rates vary widely across the U.S. Overall, states that were more conservative
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politically, and religious reported lower HPV vaccination rates (Franco, Mazzucca, Padek, &
Brownson, 2019). However, these factors were found to have little influence on Tdap and
measles, mumps, and rubella vaccine (MMR) completion schedules in the same states (Franco,
Mazzucca, Padek, & Brownson, 2019). Unlike other adolescent vaccines like Tdap and
MenACWY, HPV is not mandatory for enroliment in schools (Omer et al., 2018). HPV
vaccination mandates are uncommon. Currently, the only states that have mandates in effect for
HPV vaccination in secondary schools are Rhode Island, Virginia, and the District of Columbia

(Bednarczyk et al., 2019; Immunization Action Coalition, 2019).

Georgia DPH established a Comprehensive Cancer Control Plan that addresses the need
to increase HPV vaccination rates among all adolescents 13-17 years old, with a goal of 50%
vaccine completion by the end of 2019 (Georgia Department of Public Health, 2014). The plan
recognizes the need for: (1) healthcare providers to make a strong and clear recommendation to
the parents of adolescents; (2) promotion of communication around the HPV vaccine in
conjunction with Tdap, MenACWY, and the annual flu vaccine; and (3) culturally appropriate
communications campaigns around the vaccine (Georgia Department of Public Health, 2014).
The results of this initiative have not yet been released. In addition to the Georgia DPH initiative,
regional Cancer Coalitions in South, Central, East, Northwest, and West Central Georgia are also
working to address community-level needs to increase vaccine uptake through various

partnerships (Georgia Department of Public Health, 2018b).

In 2014, the Georgia DPH Immunization Program implemented a communication
campaign funded by the CDC to increase HPV vaccination coverage among teens in the state
(National Public Health Information Coalition, 2014). The campaign “Talk to Your Doctor about

Vaccinating Your Sons and Daughters Against HPV” was displayed as ads on various
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transportation modes across the Metro-Atlanta region in locations such as bus shelters, interiors
of busses and trains, and train stations (National Public Health Information Coalition, 2014).
During the six month campaign period, it was estimated that over 55 million impressions were
made on the public, and about 2,000 adolescents in the region received the vaccine (National

Public Health Information Coalition, 2014).

Perceived Motivators to HPV Vaccination Among Caregivers: U.S. and Georgia

For caregivers, the existence of a healthcare provider as a source of information and a
strong and clear recommendation from that healthcare provider are both critical components to
HPV vaccination acceptance (Gilkey et al., 2019; Gilkey & McRee, 2016; Kulczycki et al.,
2016). Successful messages that can lead to vaccination provide reassurance to caregivers and
address common questions or concerns (Opel et al., 2013). Common topics of discussion
between caregivers and providers include diseases prevented by the HPV vaccine, vaccine safety
and side effects, information about cancer prevention, and same-day vaccination (Calo et al.,
2018; Dorell et al., 2013; Lindley et al., 2016). Caregiver perception of sexual activity often also
guides the willingness of caregivers to vaccinate their children (Dela Cruz et al., 2017). The
promotion of discussion among caregivers and their children should occur regardless of the

parent’s belief in their child’s sexual activity (McRee et al., 2012).

Educational materials could be used as a tool to further communication. They should not
only be distributed but should be discussed between caregivers and physicians (Dela Cruz et al.,
2017). A study among caregivers in Hawaii found that they favor materials that are culturally
tailored and feature anecdotes of locals regarding motivators and barriers to vaccination (Dela

Cruz et al., 2017).
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There is currently limited research into motivators of HPV vaccination among caregivers
in the context of the state of Georgia. A recent study by Bairu et al. (2019) found that some
perceived motivators of caregivers include the caregiver’s responsibility to protect their
adolescent, which includes managing the adolescents health and having them vaccinated (Bairu
et al., 2019). Caregivers also indicated a social responsibility to vaccinate and mentioned the
desire to support herd immunity as a means to protect adolescents who were not vaccinated

(Bairu et al., 2019).

Despite being perceived as a barrier to some caregivers, the Merck “Did You Know?”
commercial was found to be a motivator among caregivers who believed that it brought the issue
to the limelight and educated the public (Bairu et al., 2019). Some caregivers even mentioned to
their providers that the commercial was a catalyst for vaccinating their male child (Bairu et al.,
2019).

Positive communication skills and the healthcare provider’s reputation among the
community were factors associated with trust in the provider (Bairu et al., 2019). Providers felt
that trust placed in them by caregivers led to greater acceptance in their recommendation (Bairu

etal., 2019).

Perceived Barriers to HPV Vaccination Among Caregivers: U.S. and Georgia

According to CDC Director Robert R. Redfield, “1 in 4 parents who received a medical
recommendation for the HPV vaccine chose not to have their child vaccinated” (CDC, 2019b).
Parental perceptions of the HPV vaccine have been well studied (Dempsey et al., 2016; Dorell et
al., 2013; Gilkey et al., 2019; Javanbakht et al., 2012; Lindley et al., 2016). Studies have found

that some parents who note a lack of knowledge about HPV and the preventive options have
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contributed to low vaccine uptake and adherence (Barnack et al., 2010; Dennison et al., 2019;
Dilley et al., 2018; Krakow et al., 2017; Kumar et al., 2019) (Apaydin et al., 2018). Studies have
also found that a recommendation for vaccination is not always made by providers (Hughes et

al., 2011; Perkins et al., 2014). This missed opportunity creates a barrier to vaccination.

A study by Gilkey et al. (2019), exploring sources of parental concern regarding the HPV
vaccine, found that one-third of parents ranked potential long-term side effects of the HPV
vaccination as their biggest worry. Other prevalent concerns included perceived newness of the
vaccine, motives of drug companies, short-term side effects, and that HPV vaccination may be
unnecessary (Gilkey et al., 2019). Further, parents expressed additional barriers such as the fear
of promoting risky sexual behavior as a result of receiving the vaccination, vaccine costs, and
overall misinformation from social influences, the internet, or social media (Dilley et al., 2018;

Gilkey et al., 2019; Holman et al., 2014; Kornides et al., 2018).

The readability of messages also presented as a barrier to some parents. Low health
literacy disproportionately affects marginalized populations and impacts over one-third of U.S.
adults (Schillinger, 2002). Some parents claimed that they were not able to fully comprehend the
educational materials provided to them (Calo et al., 2018). Interestingly, this same study found
that messaging encouraging HPV vaccination is often more challenging to understand than anti-

vaccine messaging (Calo et al., 2018).

Research has largely focused on HPV vaccination for females (Johnson et al., 2017). The
feminization of HPV has also resulted in caregivers not being as aware of the need to vaccinate
their male children (Bairu et al., 2019; Franco et al., 2019; Holman et al., 2014). Often the

burden of HPV screening, vaccination, and treatment is left to females or the caregivers of
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females. Some caregivers reported that healthcare providers recommended the vaccine to their
male children less often or not at all (Franco et al., 2019; Liddon et al., 2010; Lindley et al.,
2016; Newman et al., 2013). It has been found that females generally are more likely than males
to complete the vaccination series despite males having a higher likelihood of contracting HPV
during their life (Franco et al., 2019; Gilkey & McRee, 2016). More needs to be done to share
the burden of disease regardless of gender and to address further the low perceived risk of HPV

infection among males and their caregivers.

In Georgia, some caregivers recognized that vaccines, in general, have a positive impact
on health and the wellbeing of their adolescents. However, these beliefs did not seem to
encompass the HPV vaccine (Bairu et al., 2019). Barriers to vaccine uptake include confusing
and often difficult to understand information around the vaccine (Bairu et al., 2019). Caregivers
specifically expressed a lack of health literacy when doctor’s terms, as opposed to layman’s
terms, were used in addition to what they viewed as conflicting information around the vaccine

between new and previously released information (Bairu et al., 2019).

While some caregivers viewed the Merck “Did You Know?” commercial as a motivator
to vaccine update, others saw it as an impediment that focused on shaming parents and fear-
mongering (Bairu et al., 2019). Lack of diversity among those featured in the commercial also
contributed to a negative outlook (Bairu et al., 2019). Due to the fairly recent approval of the
HPV vaccine, especially when compared to other vaccines, issues surrounding vaccine safety

and side effects were also prevalent and warranted more research (Bairu et al., 2019).
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Caregivers also indicated that they viewed their adolescent’s physical sex as a barrier.
While the HPV vaccine was largely focused on female prevention of cervical cancer, some

caregivers of males were unaware of the possible cancer risks to males (Bairu et al., 2019).

The caregiver provider relationship was explored from many angles. Lack of trust
through past negative experiences with providers was discussed in addition to racial
discrimination (Bairu et al., 2019). Some parents noted that lack of communication was an
additional barrier, recalling the differences of when doctors used to spend more time face-to-face

with every patient, aiding in the cultivation of a relationship (Bairu et al., 2019).

Identified Strategies for Increasing HPV Vaccine Uptake

Research has been done to identify perceived barriers among caregivers to HPV
vaccination, yet examining how caregivers prefer to receive vaccination information has not
been given as much attention (Bednarczyk, 2015). A potential solution to increase HPV uptake is
to encourage communication between all stakeholders, including adolescents, their caregivers,
and healthcare professionals (Bednarczyk, 2015). Communication between these stakeholders
should be promoted to increase access to the HPV vaccine, develop trust, and further education

(Bednarczyk, 2015).

Healthcare providers have reported that the negative perceptions and attitudes of
caregivers towards vaccination are barriers in providing the vaccine to adolescents (Holman et
al., 2014). Further, research has found that some providers undervalue the importance of some
vaccines to parents (Healy et al., 2014; Holman et al., 2014). A strong and clear HPV vaccine
recommendation by healthcare providers is commonly associated with parental acceptance to

vaccinate their child (Bednarczyk, 2015; Dempsey et al., 2016; Kempe et al., 2019). To better
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address barriers to vaccination among parents, providers could personalize and tailor their
communication approach based on their relationship with the patient and caregivers, and
knowledge that they may have on what may constitute as barriers and concerns for the caregiver
(Leask et al., 2012). This remains true even among caregivers who were initially unsure in their
decision making about vaccination (Dempsey et al., 2016; Kempe et al., 2019). It has been
recommended that providers use targeted interventions for vaccine-hesitant caregivers that
address negative beliefs rather than solely focusing on increasing knowledge (Lindley et al.,

2016).

Communication, combined with the distribution of education materials, especially among
vaccine-hesitant caregivers, contributed to higher reported levels of caregiver vaccine acceptance
among providers (Reno et al., 2019). Successful approaches include providers advocating for the
development and distribution of educational materials that address barriers — specifically around
vaccine safety — cited by caregivers, and that openly state potential side-effects (Gilkey et al.,
2019). It has been recommended that providers also continue to integrate the vaccine as part of
the recommended vaccine schedule, stressing the importance of vaccination before sexual debut
and the impact it will have long-term as a tool for cancer prevention (Gilkey & McRee, 2016).
Additionally, providers should make strong patient-specific recommendations that are focused
on the needs of each caregiver and their adolescent (Bairu et al., 2019). Healthcare providers
should also encourage parents to schedule for vaccination in advance of future visits (CDC

National Prevention Information Network, 2018).

Not much is known about the reasons for “secondary acceptance” of the HPV vaccination
by caregivers (Kornides et al., 2018). This acceptance occurs when caregivers consent to

vaccination after declining initially (Kornides et al., 2018). A study by Kornides et al. (2018)
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found that almost half of the caregivers surveyed reported secondary acceptance of HPV
vaccination at a later healthcare visit, and another quarter mentioned the intent to vaccinate over
the next year. Findings from this study suggest that an initial high-quality recommendation is
correlated with secondary acceptance as well as aging of the child and caregivers gaining

additional information about the vaccine in follow-up visits (Kornides et al., 2018).

Perceived Motivators to HPV Vaccination Among Healthcare Providers: U.S. and Georgia

Studies have revealed various perceived motivators to HPV vaccination among
healthcare providers. Providers see a shift to cancer prevention from the prevention of a sexually
transmitted disease as a major motivator among caregivers to have their adolescent vaccinated
for HPV (McCave, 2010; Perkins et al., 2014). Providers also discussed caregiver perceptions of
the vaccine changing over time from being viewed as a “new vaccine” to something more
common and routine for adolescents to receive (Perkins et al., 2014). As a result of this
transformed perception, caregivers more commonly brought up the vaccine to providers (Perkins

etal., 2014).

Georgia-specific research has been limited. A recent study by King et al. (2019) found
that perceived motivators by healthcare providers include when caregivers understand
educational materials about the vaccine and their concerns are addressed. Education that
addresses side effects and safety information is especially important (King et al., 2019). Trust
developed through communication or knowing that their provider vaccinated their own children

for HPV was also perceived to be a motivator to vaccination (Bednarczyk et al., 2018).

Perceived Barriers to HPV Vaccination Among Healthcare Providers: U.S. and Georgia
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In the U.S., providers cited caregiver perceptions and concerns about the “newness” of
the vaccine as a barrier to vaccination (Perkins & Clark, 2012, 2013). Providers also believed
that caregivers were concerned about the young age at which the vaccine was recommended,
which was viewed as potentially encouraging sexual maturation prematurely (Perkins & Clark,
2013). Lack of school mandates for vaccination was also a perceived barrier (Perkins & Clark,

2012).

A recent study by Cunningham-Erves et al. (2019) identified the most common barrier as
caregiver concerns of vaccine safety, followed by caregivers believing that their child is not at
risk of contracting HPV through sex (Cunningham-Erves et al., 2019). Other less mentioned
barriers included concerns about vaccine efficacy and the cost of vaccination (Cunningham-

Erves et al., 2019).

Studies identifying perceived barriers among healthcare providers in Georgia have been
minimal. A recent study recognized cultural and religious barriers that included belief in
abstinence (King et al., 2019). Other studies have identified providers believing in a negative
perception by caregivers of how the vaccine is linked to promoting or condoning sex (Perkins &
Clark, 2013; Vu et al., 2019). Possible parental concerns about potential side effects, which often
were a result of the influence of alternate sources of information such as the media and internet,

were also identified as barriers in another study (Bednarczyk et al., 2018).

Identified Strategies for Increasing HPV Vaccine Uptake

A provider recommendation that includes a “clear, strong message” is a leading strategy
to increase HPV vaccine uptake (Head et al., 2017; Perkins et al., 2014). A provider

recommendation that included bundling the HPV vaccine with other adolescent vaccines such as
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Tdap, MenACWY, and tetanus was also identified as a potential strategy to increase uptake
(Perkins et al., 2014; Thomas et al., 2013). Providers sharing tailored information for different
cultural and religious backgrounds was also successful (McRee et al., 2014; Thomas et al.,

2013).

In addition to using a guide to lead discussion, it may be beneficial to create the
opportunity for providers to address caregiver concerns regarding the vaccine by utilizing a
screening tool to proactively identify concerns (McRee et al., 2014). Additional information
could also be provided to caregivers before clinical visits, so caregivers have the opportunity to

review the information in advance (McRee et al., 2014).

Additional tools such as increasing providers’ education on HPV and active vaccination
tracking via electronic medical record (EMR) reminder systems to initiate conversation could
also be beneficial (Dilley et al., 2018). A more inclusive recommendation process that promotes
communication between various stakeholders in the decision making process such as healthcare
professionals (i.e., pediatricians, obstetricians and gynecologists, general practitioners, family
practitioners) and adolescents with their caregivers could positively impact vaccination rates

(Barnack et al., 2010).

Provider lack of knowledge about the recommended number of vaccine doses may
contribute to under vaccination (Lindley et al., 2016). Additional resources, such as educational
materials both in print and via the web, have been developed by various organizations such as
the CDC and the American Cancer Society (ACS) to offer guidance on how to recommend the

HPV vaccine and answer any questions that may arise (Calo et al., 2018).
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Knowledge Gap
What is needed to address the knowledge gap

While the barriers of HPV vaccine uptake in the U.S. have been explored in-depth, more
research is needed to study and increase uptake in the state of Georgia. Evidence-based strategies
that address vaccine hesitancy through policies, caregiver education, or provider communication
techniques are needed (Henrikson et al., 2015; Sadaf et al., 2013). To address these challenges,
further investigation into the communication between caregivers of adolescents and healthcare
providers could help provide a deeper understanding of the barriers and motivators to HPV
vaccination across the state. A richer understanding of the state and regional context could be

beneficial to improving vaccination initiatives specific to the community at hand.
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CHAPTER 3: MANUSCRIPT

3.1 Contribution of the Student

| coded qualitative data in the form of previously transcribed transcripts from focus group
discussions that were part of an environmental scan of HPV and HPV vaccination in Georgia. |
used the coding to identify and further analyze the themes present in the data. These themes were
compared regionally across the state of Georgia to produce my findings. This thesis comprises
my findings for the fulfillment of my Master of Public Health Degree. My thesis committee
consisted of Dr. Robert A. Bednarczyk and Adrian King, who provided guidance and support

throughout the entire process.

3.2 Background

HPV vaccination rates in Georgia remain well below the HP2020 target goal of 80%
coverage (Healthy People 2020, n.d.). According to the 2018 NIS-Teen, up to date coverage of
the vaccine statewide among adolescents 13-17 years old was 49.6%, whereas two mandated
adolescent vaccines Tdap and MenACWY were 94.2% and 94.8%, respectively (Walker et al.,

2018).

Research has shown that the vaccine is highly efficacious if received before HPV
infection (CDC, 2019c). The vaccine protects against more than 100 strains of HPV, some of
which cause genital warts or cancer (WHO, 2019). Approximately 35,000 cases of HPV-
attributed cancers occur in the U.S. each year, with cervical and oropharyngeal cancers being the

most common (CDC, 2019a).
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Communication and vaccine recommendation have been linked to increased HPV
vaccine uptake and series completion (Gilkey & McRee, 2016; Holman et al., 2014; Katz et al.,
2016; Perkins et al., 2015). Little research into communication barriers between healthcare
providers and caregivers of adolescents regarding the vaccine has been conducted in the Georgia
context. The results of the study can be used to improve the effectiveness of programs aimed at
HPV-related cancers by identifying the context of regional concerns and enabling initiatives

specific to the community.

3.3 Methodology

IRB Approval

This research project was reviewed and approved by the Emory University Institutional

Review Board (EIRB).

Methods

The research team conducted 23 total focus group discussions (FGDs) across the state of
Georgia between April — July 2018. The goal of this research was to gain an understanding of the
knowledge, attitudes, and perception related to HPV vaccination among caregivers of

adolescents and pediatric healthcare providers across the state of Georgia.

Our research included FGDs that were composed of healthcare providers and caregivers
that could be comparatively analyzed across similar regions of the state of Georgia. The goal of
this research was to identify and compare barriers to communication regarding the HPV vaccine

between caregivers and healthcare providers across three regions of Georgia: East, Northwest,
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and South. Our findings can be used to address these barriers and further inform regionally

targeted interventions to increase the uptake of the HPV vaccine among adolescents.

All FGDs employed a participant-type (e.g., healthcare provider, caregiver of adolescent)
specific semi-structured focus group discussion guide. All FGD guides were reviewed for clarity
and applicability by the Intervention Development, Dissemination, and Implementation (IDDI)
Shared Resource at Winship Cancer Institute of Emory University. FGD guides and informed

consent documents were reviewed and approved by the Emory University IRB.

Participant Eligibility Criteria

Eligible participants consisted of caregivers of adolescents and healthcare providers who
resided in Georgia and could both speak and write in English. Eligible caregivers were also
required to be at least 18 years of age and be the primary caregiver for at least one adolescent
between 9 to 17 years of age. Eligible healthcare providers included any provider or staff who

directly interacted with patients and their caregivers and was also 18 years or older.

Participant Recruitment

The research team identified regional cancer or immunization coalitions throughout the
state of Georgia, who agreed to assist in the recruitment for the research project. Gatekeepers
were utilized since the research included individuals throughout various parts of the state, and
the research team did not have the needed ties or community relationships to conduct effective
recruitment from afar. A staff member from each organization was selected to act as a recruiter
for the study. Staff from these organizations distributed materials provided by the research team

to assist with recruitment. Materials included a flyer template detailing the project and the scope
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of participant involvement, eligibility criteria, and proposed FGD dates and times within each

community. Each participant was offered a $30 gift card for their participation.

Informed Consent Process

Each participant was provided with an informed consent form created by the research
team and approved for use by the EIRB. The consent form stated that the FGD would be
recorded and that anything discussed, including names or potentially identifying information,
would be kept confidential and be de-identified during transcription. Participants were advised
that involvement in the FGD was completely voluntary and that they could choose not to answer
any question they were not comfortable with, and they could leave the FGD freely at any time.
Participants were given time to review the form, ask questions, and ultimately provide written
consent with their signature, if they chose to participate in the study. Participants only
participated in the research study after providing written consent, via signing the informed

consent form.

Focus Group Facilitation

All FGDs took place in a private location at a set time that was previously coordinated by
the recruiter from the participating regional coalition. FGDs were conducted in three regions of
the state of Georgia. FGDs in South Georgia (S) were completed in Albany, Blakely, and
Savannah, Georgia. FGDs in Northwest Georgia (NW) were completed in Calhoun and
Summerville, Georgia. Lastly, FGDs conducted in East Georgia (E) were facilitated in Sylvania

and Warrenton, Georgia.
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Participants were given an overview of the study that included being advised on the time
commitment of approximately 1.5 — 2 hours and reviewing consent forms and ground rules (e.g.,
respect of differing opinions, maintaining confidentially of discussions, no phone call, etc.). The

facilitator addressed any questions of the participants before beginning the FGD.

For caregivers of adolescents, the FGD guide focused on general health questions such as
seeking healthcare, healthy habits, and immunizations. HPV-specific questions were asked to
gather information on participants’ knowledge and views. An activity was also conducted to gain
further insight into the barriers and motivators of HPV vaccination initiation. Participants were
asked to rank, in order of importance, motivators and barriers they identified in choosing whether

or not to vaccinate their adolescent.

For healthcare providers, the FGD guide was centered around methods of communication
with caregivers of adolescents regarding general health topics, sexual health, and immunizations.
HPV topics focused on how and when the conversation was initiated, as well as the providers’
perceived barriers and motivators to vaccine uptake among adolescents. Questions in the guide
included “What are some of the most common talking points that you have during a general
adolescent health exam or appointment?”” and “What are some common questions that parents or
guardians ask you about the HPV vaccine?” and “What do you specifically say when you

recommend the HPV vaccine?”

Analysis

Audio files were transcribed, verbatim, by the research team. After the audio files were
transcribed, they were de-identified and uploaded into MAXQDA 2018 (VERBI GmbH, Berlin,

Germany) for qualitative analysis. To guide the analysis, a codebook was developed that utilized
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a deductive approach based in grounded theory. Further, it defined each theme, code, and sub-
code and provided inclusion and exclusion criteria. Transcripts were coded by the research team
using the developed codebook, and additional codes were developed inductively as new themes

emerged during analysis. All transcripts were coded until saturation was reached.

A thematic analysis of the transcript data was conducted to identify, analyze, and
interpret common themes present across both the healthcare provider and caregiver FGDs. These
themes were then compared across their respective FGDs by region. Data analysis focused on (1)
the knowledge and views of caregivers of adolescents towards HPV and the HPV vaccine in
each region, (2) methods of communication around HPV and the HPV vaccine between
healthcare providers and caregivers in each region, (3) comparison of the identified

communication barriers regionally.

3.4 Results

In total, 12 FGDs with a total of 107 participants were included for analysis. These FGDs
were divided into healthcare provider (HCP) and caregiver (CG) specific groups (six HCP, six
CG). Overall, 55 healthcare providers and 52 caregivers were included in the research.

Participants represented three regions of Georgia: South, Northwest, and East.

This research sought to understand the varying perspectives of healthcare providers at all
levels of practice. Thus nurses, clinical managers, physicians, pediatricians, medical assistants,
front-desk staff, and any other patient-facing staff members were included in the focus group
discussions. The majority (71%) lived in the Southern Region of the state. Nearly half (44%)
were experienced health care providers with ten or more years of experience. For caregivers,

most (89%) were from the East or Southern Regions of the state. Caregivers were mostly female
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(94%), and all were at least 21 years of age. Table 1. Describes the socio-demographic

characteristics of the participants in further detail.

Overview

To identify and compare barriers to communication between healthcare providers and
caregivers regionally, a comparative thematic analysis was conducted to highlight themes
discussed throughout HCP and CG FGDs. The identified themes were selected because they
were inherently present across all the HCP and CG FGD that were analyzed. These themes were
compared across the three regions in Georgia (South, Northwest, and East). The findings
highlight three common themes discussed by the participants: (1) ineffective education and low
health literacy, (2) lack of trust, and (3) sex as a taboo topic. These findings are presented as
themes further stratified by region to facilitate comparison of the FGDs. This research provides
insight into these themes and how they compare to each other across three demographically
diverse regions of Georgia, providing a greater understanding of how they may impact

demographic groups or regional populations differently.

Health Literacy

One of the major themes that emerged among caregivers in all three regions was the
effectiveness of the education by healthcare providers. Education largely seemed to be
ineffective, evidenced by the gaps in caregivers’ ability to identify reliable information and
sources to gain education on HPV and the HPV vaccine. In regions where education was present
through the distribution of informative materials, some caregivers reported little comprehension,

a problem that providers felt was due mainly to low health literacy in the region. As a result,
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some caregivers turned to alternative sources of information for education, a choice which seems

to have further impacted the caregiver — provider relationship negatively.

Education and Communication

South Georgia

Healthcare providers in South Georgia discussed the importance of actively educating
caregivers and recommending the HPV vaccine. As a way of describing this active education one
provider spoke about the need to encourage in-person communication and dialogue in the
provider-patient relationship: “those vaccine information sheets they just get thrown away to the
side, they want to hear what you have to say...”. (S, HCP) One provider stated, “it’s our
responsibility to give education.” (S, HCP) Consistent communication and messaging around the
HPV vaccine were also recognized as tools to encourage vaccine uptake. For some providers,
this consistency was provided through follow-up recommendations made during subsequent
visits or when other opportunities presented themselves. One provider stated, “...it’s a little hard
but the thing is, if you are persistent every time they come, you talk to them about HPV vaccine,

and uh they do, they do say yes sometimes, 50% ...” (S, HCP)

When caregivers in South Georgia were questioned about their HPV awareness, it
became evident through gaps in their knowledge that communication around HPV vaccination
with their provider had not been effective or had not occurred all together. These knowledge
gaps emerged from a perceived lack of provider communication — “...our providers aren’t
talking about it” one caregiver noted (S, CG) — to claims that providers did not strongly
recommend the vaccination or provide sufficient information. One caregiver explained, “My first

introduction was commercials, information through the television...a couple years ago it was a
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big new one and I kept seeing it and kept seeing it, and | was like ‘ok you 're only telling me
glimpses but I'm curious enough to wanna know’ so then afterwards then I began to inquire with
the doctors when I would go for his doctor’s visits...”. (S, CG) Another caregiver expressed their
desire for more educational information after missed opportunities in receiving this information:
“...lack of knowledge yeah...because we’re big on...health fairs... so a lot of people like our
providers [redacted] and [redacted] | feel like they need to have pamphlets and information on

their tables because they are our providers.” (S, CG)

Northwest Georgia

Healthcare providers in Northwest Georgia recognized the importance of needing to
“educate parents”. One provider explained in detail their approach to communication around the
vaccine: “Well if they 've never had it before and it’s their first time um I always tell them that
‘now you're at the age uh for the recommended HPV [vaccination]. Um start it at 11 so if we
can start today then you’ll come back in 6 months and then you’ll be done’...I have several like
stories of people I've known where, that they didn’t realize they had HPV and ended up with
throat cancer...So you know, and so and if they are still on the fence I'll give them a VIS sheet
and I'll let Dr. [Real Name Stated] talk to them.” (NW, HCP) Not only was educating parents
important to providers, but a focus on repetition and follow-up was discussed. As one provider
stated regarding the importance of a follow-up recommendation if the vaccine was initially
declined, “l think it’s our job to bring it up every year, or every visit you know depending on
where they are but if we just kind of ignore, we look at our notes and see that they denied it the

last time and just don’t bring it up I think we do them a disservice.” (NW, HCP)
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Contrarily, some caregivers recalled conversations around HPV vaccination with their
child’s healthcare providers, which did not result in a very strong recommendation and lack of
follow-up. One caregiver stated, “I actually had this conversation with another parent that, like
her pediatrician didn’t push it [HPV vaccine] at all. Like offered it and she was like, ‘no [ don’t

think we’re going to do that’, and they were like ok. And moved on.” (NW, CQG)

East Georgia

As in South and Northwest Georgia, providers in East Georgia also recognized the need
to “educate parents”. One provider described their process, “...ves I do provide education at that
time so if they change their mind and or think about it later they know.” (E, HCP) Providers
across the region differed in the types of sources they found educational and the materials they
chose to offer. One provider explained their approach: “I don’t give the brochure to them
because I'm afraid they might not even read it, so I read with them every brochure, when | give it
to the patient I try to read it. And so then at that time HPV will come up and then I will address.”
(E, HCP) Another provider added: “And sometimes I do give them a brochure to take, so those
brochures do have and we do have extensive education reading material, or each of these are in

our system the CSCF, that’s really incredible, very good help for us to educate them.” (E, HCP)

When caregivers were asked about HPV, it was evident many did not know much about
the topic. More so than in any other region, caregivers in East Georgia reported a lack of
knowledge or understanding of the importance of the HPV vaccine. When asked about what they
knew regarding the HPV vaccine, these caregivers stated, “I don’t know anything about it. 1
don’t know... Nothing. Participant 6. I don’t know anything about the vaccine, I'm just being

honest. Participant 5: I'm just finding out about the vaccine. Participant 3: Yeah me too. Just
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finding out.” (E, CG) Reported lack of knowledge related to HPV vaccination in this region
potentially identifies a glaring gap in communication between provider and caregiver as it is

evident that the education provided by providers is not memorable or effective.

Similar to Northwest Georgia, a lack of awareness of the risk of HPV to males was
present among caregivers. A caregiver recalled, “even when you take your sons to the doctor, you
know...taking them to the doctor they don’t put an emphasis on [HPV] for boys. I don’t think
I'’ve ever, ever, taken my sons to the doctor and had them sit down and had this conversation
about HPV, ever.” (E, CG) Also, similarly to Northwest Georgia, some caregivers reported a
passive recommendation for the HPV vaccination from their child’s healthcare providers. An
East Georgia caregiver described their experience: “My doctor gave me the pamphlet and said
you need to read and decide if it’s something you want to do or not. They didn’t try to force it to
me and they didn’t strongly encourage or discourage.” (E, CG) These passive recommendations

may not appropriately convey the importance of the HPV vaccine compared to other vaccines.

Health Literacy

Various informational sources were discussed as tools by both healthcare providers and
caregivers for further education on the HPV vaccine. These sources ranged from educational
courses in schools to traditional distributed medical informational materials such as Vaccine
Information Statement (VIS) and pamphlets. Alternative sources of education, such as social
media, “Dr. Google”, WebMD, and YouTube, were also mentioned. Both providers and
caregivers were aware of the benefit of having access to information that is easily understandable

to the community and in-turn, facilitate making appropriate health decisions.

South Georgia
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Misinformation, through various media sources, was cited as an additional barrier to
dialogue between healthcare providers and patients. In two different cities in South Georgia,
providers mentioned “Dr. Google” specifically as a source of potential misinformation as
patients and their caregivers regularly reported using Google for information. Providers also
alluded to this plethora of potentially incomplete or inaccurate information as negatively
impacting the trust and confidence that caregivers placed in providers and ultimately questioning
their medical advice. One provider in South Georgia stated, ““...often times people that are very
very educated that have read on their own and they maybe have the belief that they know better

than their provider...they don’t come in and automatically trust their provider, you know?” (S,

HCP)

Conversely, some caregivers felt that turning to these alternative sources of information
provided vaccination guidance in a more readily comprehensible language. One caregiver in
South Georgia, when referring to YouTube as an informational tool, said it was “more visual”
and enabled easy searches for information, which could be helpful for people. Another noted that

through Google, they could look up everything they needed to know.

In some areas of South Georgia, healthcare providers discussed their awareness of
inherent knowledge gaps among residents. One provider in South Georgia recalled, “...1 think
it’s a big knowledge deficit mostly, in this area, and, and this area in particularly, in particular,
it is very low income, you can just drive through the streets of [name of town] and see the blight
as you go through...”. (S, HCP) The gaps in knowledge are further widened when patient
education strategies rely mainly on the distribution of health materials such as pamphlets, fact
sheets, and websites due to low comprehension of said materials. Providers indicated that these

distributed educational materials are often written in technical language that may pose challenges
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to understanding. Another South Georgia provider stated, “If you only have a 9" grade
education, and your child brings you a pamphlet home, do you understand even what you 're
reading.” (S, HCP) Caregivers in these areas were also aware of these health literacy gaps. One
described that materials were beneficial and educational for them when they used “layman’s
terms, not doctors terms” and noted that “/we] don 't want it to go over our heads. We’d miss it.”
Further punctuating the point, they added, “I want my child to understand it if they read it.” (S,

CG)

As a way to mitigate these challenges, providers attempted to create and encourage
dialogue with caregivers to gauge their knowledge levels. One provider in South Georgia stated,
“I like for families to voice to me um what is the thing that creates worry, or risk, or harm for
their child...because it helps me understand honestly based on the lingo and depth of knowledge
where | should start in my discussion with the patient and family, because physicians are
typically really bad about using medical jargon and lingo that doesn 't really effectively drive

home the message for the family...” (S, HCP)

East Georgia

Some caregivers in East Georgia expressed difficulty in identifying reliable sources of
information and, at times, distinguishing truth in conflicting information. The internet often was
cited as a source of inconsistent information. Common websites included WebMD, and “Dr.
Google”, and Wikipedia which was referenced as “Wackopedia”. One caregiver stated, “That’s
the problem though you can keep on looking until you find the answer that you want so how do

you know what’s real, and what you want.” (E, CG) Alternatively, some caregivers expressed
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confidence in other websites, “I go to Johns Hopkins, Mayo Clinic, those sites you can find good

information and | feel like those are trustworthy.” (E, CG)

Specifically, in East Georgia, caregivers cited too much inconsistent information and not
enough long-term research around the HPV vaccine as barriers to having their child vaccinated.
As one noted, “I’ve been doing research here and there and unfortunately there is so much
conflicting information it’s really hard to get a grasp on [the vaccination] so I've not done it

yet.” (E, CQG)

A provider in East Georgia highlighted the importance of adequate education for patients
to counter false sources of information in these rural areas: “...you 're offering them something
they don’t have a clue about cause a lot of our patients... like you said they come from a rural
area, and a lot of them are undereducated so they have no idea what this new vaccine is. They
see stuff on TV that kind of scares them so they are kind of hesitant to give it to their kids.” (E,

HCP)

Lack of Trust

Throughout all the regions trust was seen as a predictor to a positive provider — patient
relationship. When caregivers did not trust their child’s provider, they were less inclined to
adhere to their recommendations. Across these regions trust was discussed as being built through
open communication and the development of rapport. In some regions trust was built initially
through time spent during each healthcare visit and was ultimately deepened in the long term as
the provider engaged with various generations of a family. As one caregiver stated, “if they
[kids] got a doctor that they remain with, grew up with, then it’s easier for them to talk to them

and open up.” (CG, S)
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Building Trust through Communication

South Georgia

Providers in South Georgia primarily acknowledged the importance of building trust
through open communication. A provider in South Georgia stated, ““so having the bedside
manner and the skillset to be able to talk to the patient in a way that, or the patient’s family,
understands what it is that you're trying to say ...it’s important to acknowledge the patients’

feelings because they re not gonna do it [vaccinate] if they don’t trust you.” (S, HCP)

Providers also mentioned the importance of being well versed in the topic that they were
speaking to patients about as an extension of building trust, further adding to the patient’s ability
to trust the provider. Consequently, these providers mentioned losing credibility with caregivers
if they did not have information when asked. A provider in South Georgia recalled, “You need to
be correct, one. And, two, be confident in how you communicate with families, not in an
antagonistic way um but you have to be viewed as an expert. It just takes one encounter where
you and your team are not viewed as experts and you are immediately no longer valued in that
discussion, my opinion is discounted.” (S, HCP) Caregivers in the same region echoed these
concerns and revealed being apprehensive if their provider was unable to answer their medical
questions. One caregiver in South Georgia recalled a negative experience they had with their
child’s provider, “My son he was 14, | forget what shot they were trying to get him to get, but the
shot he was supposed to get but I didn’t get it, she the lady couldn’t explain to me what it was
for.” (S, CG) The perception by caregivers of a healthcare provider’s lack of knowledge can

negatively impact the trust caregivers have in these professionals.
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A unique challenge described by caregivers in rural South Georgia was the “rotating
door of providers” which created barriers to establishing a relationship with their healthcare
provider. One caregiver mentioned the presence of only one pediatrician in a neighboring town
due to the departure of others seeking to practice in an urban city. Some caregivers expressed the
desire for healthcare providers that had a historical knowledge of their health, which in some
cases meant knowledge spanning multiple generations of the caregiver’s family. Some caregivers
associated these more long-term types of relationships as a reason to trust the recommendation
and advice of their provider. When speaking about whose opinion they trust, one caregiver
stated, “Especially if you’ve been going to that doctor for a while and they seem generally
concerned about that child because, like, my daughter she actually grew up with that doctor and

so she acts as if she’s the mother to that child...” (S, CG)

Northwest Georgia

In Northwest Georgia, the importance of establishing rapport between the provider and
caregiver was a point of focus. There was mention by some rural caregivers that if their provider
vaccinated their own child for HPV or, if the provider did not have a child, but would vaccinate
their child if they did, then caregivers would be more inclined to follow suit. Other caregivers did
not feel the same way, noting that ultimately, they made their decisions based on their own
knowledge and beliefs. A caregiver in Northwest Georgia recalled an exchange with their child’s
provider, “Um and | just told her that that it was still my choice and that [ wasn’t comfortable
with it. And she said, to me, ‘well I give it to my kids’, and I said well that’s fabulous but that’s
your choice...” (NW, CG)

Some caregivers mentioned that the rapport with their provider was diminished when

they felt like they were not being listened to. A caregiver in Northwest Georgia spoke of a



41

negative experience, “They started pushing me and | do not give it and will not give it but um
they started pushing me, like it was a very heated conversation in my pediatrician’s office
because | opted not to do it [vaccinate for HPV].” (NW, CG) On the other hand, providers
discussed their belief in communication as a gateway to knowledge and education. Another
participant discussed the provision of information and education in improving their rapport with
patients, “I don’t think it’s trying to persuade somebody, I just think it’s just giving them the
knowledge. Um here’s these options you do have your choice to make. I mean you don’t have 1o
do this but here are some options. And | think just giving the person the options they can go back
and research it themselves.” (NW, HCP)

East Georgia

Providers in East Georgia were aware of the confidence and propensity to trust that some
caregivers had in their child’s healthcare provider. “Participant 3: I think that’s one advantage
maybe in a rural area. Its small, and cuz people never move so there is already that trust, there’s
already some groundwork for it there...Some of them will ask, ‘Do you, you think | should get
[HPV vaccine]?’ Participant 7: ‘Did you give it to your child’, or something like that. And I'’ll be
like yeah, so then that makes them feel like okay, I can give it to their child...” (E, HCP) This
sense of trust between caregivers and their child’s healthcare provider was viewed as necessary

for building rapport, similar to Northwest Georgia.

Also comparable to Northwest Georgia, some caregivers associated trust with feeling like
they were being listened to: “For me, trusting my doctor is how much they are listening to me, so
when I talk about communication, it’s not just what they tell me, it’s are they truly listening to my
concern, are they willing to research further, to find out what, what | want to know.” (E, CG)

Ultimately, trust was how some caregivers determined which medical advice, or sources, to
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follow. As one caregiver said, “You have to go to a doctor that you trust the most and... | end up,

you know, picking what'’s best.” (E, CG)

Time

South Georgia

In South Georgia, specifically, providers mentioned face-to-face time spent with patients
as a barrier to communication. One provider cited a few instances where the attending physician
did not have the time to have in-depth conversations with the patient, so education fell to nurses
or other staff, further impeding rapport between the physician and caregiver, which could
potentially create a burden on the time management for nurses. Other providers in the region
echoed similar issues caused by time constrictions. For them, the limited time spent with patients
left little opportunity to talk through the patient’s concerns, let alone introduce and provide
education on the HPV vaccination. One provider explained, “Time is definitely a factor. Because
they 're here with a sick visit, okay, so you know, we get, we get fifteen minutes, ten minutes in
between patients. So, in that ten minutes we 've got to address that day’s issue and on the top of
it, HPV vaccine. And if they 've already refused the vaccine, we need more time, so, definitely

that’s another factor.” (S, HCP)

East Georgia

Providers in East Georgia also recognized the critical role that time plays in promoting
the HPV vaccination. The brief amount of time spent between healthcare providers and
caregivers was seen as a barrier to building rapport and enabling communication, further

impacting the trust relationship between both parties. A caregiver in East Georgia recalled how
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much the patient-provider relationship has changed over the years, ““...doctors ain 't like they was
back in the days when we was growing up...I don’t want to sit and go the doctor’s office and sit

there for 30 minutes, he comes in for two minutes, then he’s back out the door.” (E, CG)

Sex as a Taboo Topic

A common belief expressed by both providers and caregivers throughout the state was
that the discussion of sex, especially as it related to adolescents and young adults, was taboo and
not common. This belief created barriers in talking about HPV and the HPV vaccine. In some
regions, this barrier was a direct result of religion and the practice of abstinence. Some
caregivers mentioned that the vaccine was potentially viewed by other caregivers in the region as

potentially promoting sexual promiscuity among teens.

South Georgia

Healthcare providers in South Georgia were acutely aware of how the perception of sex
as a taboo topic created barriers to communication and acceptance of the HPV vaccine. One
provider in South Georgia recalled the public’s reception of the HPV vaccine when it was first
introduced, “People were just appalled that, why would you want a 12-year-old or something to
be um vaccinated for a sexually transmitted disease.” (S, HCP) Some providers recognized the
barrier created by the association with sex and adapted their communication to focus more on
cancer prevention. One provider recalled, “they don’t want to talk about it um, but when you shift
the focus to what the benefit is from a cancer perspective, it makes it more palatable I think to

parents.” (S, HCP)

East Georgia
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In East Georgia, providers and caregivers discussed a similar view of ‘sex as taboo’ as a
communication barrier. One provider believed that caregivers “do not want to hear that their
child is grown enough to be sexually active, I think yes, I agree, they just don’t want to discuss.”
(E, HCP) Another stated, “mammas will say, ‘well my child is not sexually active’, so we don’t
even, ‘I don’t even want you to have that discussion’ so that kind of ties your hands at that point

too.” (E, HCP)

13 s

One caregiver described this barrier as prohibitive to conversation around HPV, “it’s sex
related, or that word sex is in the way you can contract it, it kind of says, you know, from a
parent’s standpoint, ‘ok my child is not sexually active so, you know, we don’t have to worry
about that’... If it was passed by like a cold with just casual touching or just being in the air, [
don’’t think there would be as much negative um, you know, response with getting the vaccine or
talking about it either.” (E, CG) Caregivers also spoke about censored sex education classes that
generally pushed abstinence as barriers to education and communication with their child, “A lot
of parents have a problem with sex education being taught in the school. (Group agreement: oh
va, that’s true) They have big problem with that.” (E, CG) Nevertheless, caregivers in this region
were aware and spoke openly about how children were having sex. Another caregiver stated,
“...let’s be real, you know, kids have sex, (group agreement: mhm) they do. And they re having
sex uneducated.” (E, CG) Caregivers largely expressed the belief that while they were aware that
adolescents were having sex, some caregivers in the region might oppose this viewpoint due to

apprehensions in speaking about sex, particularly with their child.

Religious Morality

South Georgia
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Across South Georgia, providers discussed the notion that caregivers believed that the
vaccine gave permission and encouraged sex. A provider in South Georgia stated, “Parents think
they are protecting their child from the information, and protecting their child from having too
much information and considering that if they give them the vaccination then it actually is a
stamp that says to their child that they can have sex...” (S, HCP) Another provider in South
Georgia recalled an example of the interaction with caregivers: “...let me put it this way. We are
so and so [Religion] followers, okay? And my daughter or my son is not going to have sex before
that age [age of recommended vaccination]. So, it’s like religious belief which is being converted
to their practices.” (S, HCP) One provider, who was currently practicing in rural South Georgia,
described the inherent differences in sex education and communication between South Georgia
and an urban area in the Northeast United States: “But um, down here it’s very, it’s difficult.
Because first of all, in [urban city in another state], the kids have condoms. You can come grab a
condom and it’s good...You know, and it’s different here. God forbid you mention a condom.”

(S, HCP) Most caregivers were aware of the moral opposition to HPV vaccination that was

voiced in this region, likely influenced by the Bible Belt.

Despite providers believing moral norms stemming from religion were a strong
determinate of a caregiver’s willingness to vaccinate their child against HPV, some caregivers
noted that while this impacted their decision making, others were very clear in their belief that it
was archaic and irrational to believe that adolescents were practicing abstinence. A caregiver in
South Georgia said, “I just went to a meeting at the high school and they 're like we’ve got 21
girls pregnant this year.” (S, CG) Some caregivers were strong supporters of sex education
classes that went beyond abstinence and taught about sexually transmitted infections, including

education on HPV.
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Northwest Georgia

Similar to South Georgia, providers in the Northwest region appeared to anticipate
barriers in talking about the vaccine with caregivers due to perceived moral values of abstinence
among the community. One provider stated, “Participant 8: [Name of town] is kind of in the
‘Bible belt’ and they 're very big on abstinence until you 're married and so a lot of people kind of

feel like if you're even recommending it or suggesting it then you re... Participant: Condoning
[sex].” (NW, HCP) A caregiver in the same region voiced a similar communication style
grounded in abstinence from their healthcare provider. This caregiver, however, voiced concerns
that their child would not be protected if they did not get vaccinated and would be susceptible to
HPV, “I had a physician just said you know, you can pray. Just pray for your child that they will
stay, you know, abstinent until they get married. But in this day and age you know that the
percentage of that happening is very slim so, what if she decides to stay that way but she meets
somebody and she marries somebody that has it. Now she’s come in contact and she’s not

protected.” (NW, CG).

East Georgia

While some providers in East Georgia echoed a perceived awareness of the desire by
caregivers for their adolescents to be abstinent, similarly to Northwest and South Georgia, some
providers also disclosed that recommending abstinence was not a viable solution since
adolescents were likely having sex. “You can still recommend abstinence, but for me it’s a waste
of- (laughter), it’s halfway uncomfortable because nobody is but it’s not, it’s not a bad idea to
bring that up.” (HCP, E) Some caregivers presumed that their child was not vulnerable to an

HPV infection because they were not sexually active. One caregiver when speaking about
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possibly wanting to wait until their child was older to have them vaccinated said, “I mean you 're
11 now, to 12, 13, 14, even 15, their bodies are just becoming young ladies to where you wait
until they 're 16 or 17 and pray to God they 're not sexually active.” (CG, E) Another caregiver

said, “if you refused the vaccine it was like ‘not my kid, my kid isn’t going to be doing that’.

(CG, E)

3.5 Discussion

Introduction

Although the barriers and motivators to HPV vaccination among adolescents in the U.S.
have been widely studied (Apaydin et al., 2018; Dela Cruz et al., 2017; Gilkey & McRee, 2016;
Holman et al., 2014; Javanbakht et al., 2012; Katz et al., 2016; Sadaf et al., 2013), little is known
about these factors within the diverse population of the state of Georgia. Recent research has
started to fill these gaps in knowledge (Bairu et al., 2019; King et al., 2019; Lahijani, 2019; Vu et
al., 2019), however, there lacks a comparative regional analysis of barriers affecting HPV
vaccination uptake among adolescents in the state. A regional analysis is important because
Georgia is both highly diverse (United States Census Bureau, 2019) and has varied HPV
vaccination uptake across the state (Walker et al., 2019). For interventions to be successful at
increasing uptake and maintaining adherence, programs must be developed to target and
communicate effectively to specific populations. Therefore, this study seeks to identify and
compare barriers to communication regarding the HPV vaccine between caregivers of

adolescents and healthcare providers across the East, Northwest, and South regions of Georgia.

Our examination of these factors found that across different regions participants

discussed similar themes, however, there were critical contextual differences when identifying
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barriers to communication. The themes included (1) ineffective education about HPV
compounded by low health literacy inhibiting access and comprehension of educational material,
(2) caregiver lack of trust in their provider, and (3) apprehension towards discussing the vaccine

given possible connotations of sexual promiscuity.

Health Literacy

Both caregivers and providers across all three regions presented that communication
around the HPV vaccination has not been clear. Despite healthcare providers in all the regions
discussing — often in detail regarding their own practices — the importance of communication and
education about HPV and the HPV vaccine with caregivers and adolescents, Conversely, our
results clearly indicate that caregivers either do not remember or report never receiving HPV
vaccination recommendations. These gaps in communication demonstrate that current
educational efforts by providers may not be perceived as effective or create a memorable

impression on caregivers.

Research has shown that effective health communication and education is a catalyst for
creating and reinforcing behavior change (Arlinghaus & Johnston, 2017). While one of the
primary outcomes of effective communication and education is an increase in knowledge — an
essential first step towards addressing vaccine hesitancy, knowledge alone is not enough to
change vaccination behaviors (Goldstein et al., 2015; Jarrett et al., 2015). Effective
communication and education produce a complete understanding of why vaccination is
important and how it will result in a desirable health outcome (Arlinghaus & Johnston, 2017).
Based on this, if regional healthcare providers engage in effective, dialogue-based,
communication and education with adolescents and caregivers, vaccination uptake could

increase in the East, Northwest, and South regions of Georgia. Regarding communication in
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particular, providers should focus on creating opportunities with caregivers that focus on
initiating dialogue about the importance and efficacy of the vaccine. Caregivers and adolescents
should be encouraged to voice their concerns, and the resulting discussion could be beneficial in

changing behaviors and increasing vaccination uptake.

Additional training for providers related to the HPV vaccination recommendation could
also have a positive impact on uptake. In the South and East regions, specifically, caregivers
discussed turning to alternate sources of information about the vaccine to help mitigate their gaps
in knowledge. While alternate sources may seem beneficial because they are more accessible to
caregivers, they may not always provide accurate information. The inability to identify good
information and sources makes these caregivers particularly vulnerable to inaccurate and
potentially harmful information. If providers are properly trained, then they should be able to
confidently address questions that caregivers may have and provide a strong vaccination

recommendation.

Healthcare providers in the South and East regions expressed concern about alternate
sources as well, not only because they may provide possibly inaccurate information, but also
because they claimed these alternate sources negatively impact the patient-provider relationship.
Providers stated that alternate sources can degrade a caregiver’s confidence and trust in their
provider. Some providers mentioned that some caregivers were adamant about questioning the
provider’s medical advice because they found information on the internet that supported a
contradictory viewpoint. Providers offering a strong, scientifically based recommendation for

vaccination is essential to engage in positive, trust-building discourse with a caregiver.
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Considering the need for more easily accessible information, a viable strategy for
providers in these regions would be to translate traditional written material into media sources
such as pictures and videos that could be shared at medical clinics as well as via websites and
social media. For example, Winship Cancer Institute at Emory University successfully developed
animated video tools to improve patient comprehension of 26 terms that medical staff frequently
use when talking about prostate cancer treatment (Emory University Woodruff Health Sciences
Center, 2014). This type of visual tool to address health literacy could be adapted to address

HPV vaccination.

Throughout our research, a clear need for understandable information and
communication methods was described by participants. Healthcare providers in all three regions
discussed distributing educational materials to caregivers and patients. In the South and
Northwest regions, providers specifically mentioned the use of vaccine information statements
(VIS) sheets. However, providers in the South and East regions expressed awareness that some
distributed educational materials are not utilized, acknowledging that educational gaps exist in
these communities. Accordingly, the distribution of educational materials in the South and East
regions has not been shown to be effective due to caregivers’ low comprehension of the medical
jargon in these materials. While VIS provide information on vaccines and are required by law to
be distributed to patients prior to every dose of specific vaccines, additional supplemental
information via provider-developed materials specific to the patient population still need to be

provided.

Another option could be to develop community-specific educational materials, which
would be beneficial to bridging education gaps and improving communication between

caregivers and providers. These materials could be developed by community members who
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know the community best, such as providers in the region in partnership with community-based
organizations (CBOs) (King et al., 2019). These materials must be tailored so that they are easy
to understand by members of the community, targeted to the needs of adolescents and their
caregivers, and culturally appropriate (King et al., 2019). Materials also need to be written in
language that is easily understood at a proper comprehension level (Kirrsch et al., 2002). These
educational materials should also be used solely as a complement to the discussion providers

have with caregivers and adolescents; they should not act as a substitute.

Across all three regions, healthcare providers acknowledged the importance of revisiting
the vaccine recommendation at subsequent visits if a caregiver refuses the provider’s initial
recommendation. Providers saw this follow-up as valuable to start early on with other vaccines
and build over time, so by the time that HPV comes up, open communication has been
established, and vaccination seems routine. One communication strategy supported by the US
CDC, Georgia DPH, and other researchers is recommending HPV vaccination at the same time,
and in the same way, as other adolescent vaccines can increase uptake (Berkowitz et al., 2015;

Dunne et al., 2014; Georgia Department of Public Health, 2014; Perkins et al., 2014)

However, various caregivers in the Northwest and East regions, mentioned that their
provider never followed-up regarding the HPV vaccine again after they initially declined it.
Providers in these areas should be encouraged to continue following-up with caregivers and
adolescents about vaccination at future visits. Protocol could be developed to track this follow-up
to ensure that the vaccine is recommended for all appointments if it has been previously
declined. A caregiver then would be required to sign a form stating that they are declining the
vaccine every time. Providers should be trained on this active follow-up process and

communication. Since lack of follow-up was not brought up widely in South Georgia, it may be
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worthwhile to see if the techniques they are using to track and follow-up with patients could be
adapted to the Northwest and East regions. Provider follow-up has been found to be important to
vaccine acceptance (Gilkey & McRee, 2016; Kornides et al., 2018), and previous research has
found that parents who initially refuse HPV vaccination will likely accept if it is discussed at
future appointments (Kornides et al., 2018). Follow-up communication should promote open
dialogue that facilitates trust between the provider and caregivers/adolescents, highlights vaccine
importance, addresses concerns, and closes with a recommendation for vaccination (Kornides et

al., 2018).

Some caregivers in Northwest and East Georgia recalled feeling like the vaccination
recommendation by the provider was aggressive. This finding may be a result of the
“announcement” approach (Brewer et al., 2017). In this type of approach, providers
communicate in an assuming manner that caregivers should want to vaccinate their child instead
of engaging in dialogue that creates space for discussion and potential further education. Despite
previous research finding that the announcement approach has been successful in improving
vaccination uptake (Brewer et al., 2017), this study presents that some caregivers instead felt
discomfort with this type of approach, which ultimately affected the trust they had in their
provider. As a way to address these concerns, the state or provider organizations such as the
Georgia Chapter of the American Academy of Pediatrics (AAP), could consider promoting
communication training for providers that encourages them to facilitate continuous dialogue with
patients and caregivers — a dialogue that provides space to voice concerns. This training could be
in the form of Continuing Medical Education (CME) for providers to earn continuing credits.
Collaboration with AAP and American Academy of Family Physicians (AAFP) would be critical

to ensure these credits include a certain number of hours focused on communication and
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effective discourse with patients and caregivers. This type of training could be integrated into
medical curricula and incorporate modules in active listening, acknowledgment of concerns,
engagement and vaccine recommendation. In the medical setting, all staff engaging with patients
should be trained, so they are comfortable talking about the vaccine and can share a consistent

message.

Lack of Trust

Trust is critical to decision making about vaccination (Bairu et al., 2019; Koski et al.,
2019). Caregivers in East and South regions valued time spent with their healthcare provider as a
pathway towards developing trust. Some caregivers in the South region valued provider
relationships involving in-depth knowledge of a family or patient’s medical history that often
spanned generations, while others in the East region spoke of the importance in building a
trusting relationship with a provider through time spent together in a medical appointment. Trust-
based relationships are important because they facilitate providers’ abilities to make
recommendations and improve patient adherence to these recommendations. Trust provides the
space for caregivers and providers to have productive communication allowing for shared

decision-making.

In South Georgia, caregivers especially valued trust built over time with their provider,
often developed across generations. However, when compared with other regions in this study, it
was identified that developing trust-based relationships was uniquely difficult to South
Georgians due to the Physicians for Rural Areas Assistance Program that compounds underlying
problems concerning healthcare access in this largely rural and expansive region. This program
incentivizes recent graduates of medical school programs to practice in rural parts of Georgia

after graduation. After a set number of years, their loans are forgiven. Many caregivers felt that
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after completion of the program, providers left to practice in urban regions, such as Metro-
Atlanta, given a likelihood of increased income and opportunities that may not be present in
smaller rural towns. This “rotating door of providers” inhibited the development of rapport,
which compromised trust between healthcare providers, adolescents and their caregivers. The
state of Georgia may want to consider revising its Physicians for Rural Areas Assistance
Program (Georgia Board of Health Care Workforce, n.d.) to extend its program beyond a two-
year commitment and instead provide additional incentives. Prior research has found that
financial incentives positively influence the retainment of providers in rural areas (Goodfellow et
al., 2016). Possible incentives provided for the Physicians for Rural Areas Assistance Program
could include longer terms to complete loan forgiveness (e.g., after 2 years, 50% is forgiven;
after 4 years, 80% is forgiven; after 5 years, 100%), housing subsidies, individual and business
tax incentives, and career support services to encourage medical professionals to remain in rural
areas after completion of the program. Caregivers in rural areas revealed a preference of
providers having a comprehensive knowledge of the patient and family. While this program is
beneficial for the provider and brings quality physicians to rural areas, it prohibits the formation

of long-term bonds with caregivers and adolescents.

Whereas caregivers in South Georgia focused on time when speaking about trust,
caregivers in Northwest and East Georgia felt that trust was built through rapport, and especially
feeling like they were being listened to. While some providers in Northwest Georgia viewed
sharing a personal anecdote as a potential way to gain a caregiver’s trust, it was not received this
way by some caregivers. Some caregivers mentioned that their provider sharing stories of their
child being vaccinated for HPV came across as forceful. This incongruity in experiences

illustrates that employing communication techniques to effectively assess caregivers and
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adolescents during appointments to discover what they see as important with a focus on
preventative health is essential (King et al., 2019). Education by the provider can then be aligned

with their caregiver/adolescent’s beliefs and values, aiming to increase vaccination uptake.

Providers in South Georgia discussed instances where trust was lost with caregivers and
adolescents. These instances included not being very knowledgeable on certain medical topics,
especially not being able to answer questions posed by caregivers and adolescents. Caregivers in
South Georgia agreed that if they feel their provider is not knowledgeable on a health topic, then
they are more likely to lose trust in them. Providers should be up to date on information
regarding the vaccine and confident in their ability to broach the subject and speak about it.
Improving the knowledge and confidence of caregivers could be done through CME, including
online courses and attending educational events such as conferences. Health clinics could
consider training all front-facing staff to have a base-level knowledge of vaccination services

offered so they can provide information to patients if needed.

Sex as a Taboo Topic

Both providers and caregivers in all regions expressed the perception that the HPV vaccine is
regarded as being linked to sex and promiscuity, and as a result, is considered a taboo topic in
their region. This consideration of the vaccine being taboo is held even if the providers and
caregivers themselves did not link the vaccine to sex and promiscuity. More so than in East
Georgia, South and Northwest Georgia presented that this universal viewpoint was because of

religious beliefs and influenced by the Bible Belt.

Providers in all regions widely discussed the heightened sensitivity in discussing topics that

intersected with sex, such as the HPV vaccine, with caregivers. It appears these providers were
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anticipating barriers from caregivers who believed that their children were not having sex.
However, caregivers in these regions generally acknowledged that they know adolescents are
having sex. Provider hesitancy to talk about sex has been previously identified as a large barrier
to HPV vaccination (Gilkey & McRee, 2016), and providers could benefit from additional
training to talk about sensitive topics such as sex. Further, medical school curricula should also
include these types of classes. This perception by providers that caregivers are more hesitant
towards discussing the vaccination than they actually are has been previously identified (Gilkey
et al., 2017). Imposing protocols and procedures to always recommend vaccination for the
recommended ages would help hinder providers from imposing their personal point of view

regarding what they believe caregivers want to discuss.

3.6 Limitations

As with most research, our study has limitations. First, the limited number of FGDs
across the regions presents the need to conduct further research to gain a more comprehensive
view of perceptions throughout the state. Our limited view provides a starting point for further

research to be conducted, which could further elaborate on the ideas discussed within this paper.

Second, recruitment efforts may have allowed for selection bias. Since this was a
convenience sample, recruited by partner organizations, the generalizability of the findings is
limited to those participants, but do present a view of the issues important to caregivers and
providers in each region related to HPV vaccination. The number of participants could have also
been more evenly distributed between regions and further diversified to include more males

overall. Third, participants were asked to recall past events and conversations, which may have
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introduced a potential source of recall bias. Also, some participants may have given answers that

they found to be socially appropriate in the FGD, creating social desirability bias.

Last of all, the findings of this study are not generalizable to other areas of Georgia or
different states. Nevertheless, future research in Georgia or other states could draw from this

study.

However, our study has many strengths. First, it helps address the current gap in literature
on regional barriers to communication between caregivers and providers regarding the HPV
vaccine in Georgia. This study also has a wide geographical reach across the state that allowed

for comparative analyses within the regions to be conducted.

3.7 Conclusion

This novel study assesses barriers to communication between healthcare providers and
caregivers regarding HPV vaccination at the regional level in East, Northwest, and South
Georgia. Communication between providers and caregivers is critical for successful HPV uptake
and series completion among adolescents. Based on our results, we have found similarities and
key differences between the East, Northwest, and South regions regarding health literacy, the

lack of trust in the provider-caregiver relationship, and the topic of sex.
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CHAPTER 4: PUBLIC HEALTH IMPLICATIONS

Most HPV-attributed cancers are highly preventable with the HPV vaccine. While
vaccination rates are slowly increasing each year, there is still much work to be done. Within the
state of Georgia, there is only limited research into the regional context of vaccination
acceptance, including motivators and barriers to vaccination, and more research is needed to
foster a robust understanding of the needs held by the state’s diverse population. A more
complete understanding of regional context would be integral to the development of targeted

intervention strategies aimed at increasing vaccination uptake.

Understanding the healthcare provider — caregiver relationship, especially as it is related
to communication, is important because the efficacy of this communication is critical to
addressing vaccine hesitancy. Caregivers are the gatekeepers for the health of adolescents and
introducing caregivers to the HPV vaccine concurrently with other adolescent vaccines could
help facilitate acceptance. Active communication and listening, education, trust, and the breaking
down of misconceptions concerning the vaccine all are key elements that contribute to a

strengthened patient-caregiver relationship.



59

REFERENCES

Apaydin, K. Z., Fontenot, H. B., Shtasel, D., Dale, S. K., Borba, C. P. C., Lathan, C. S., Panther, L., Mayer, K.
H., & Keuroghlian, A. S. (2018). Facilitators of and barriers to HPV vaccination among sexual and
gender minority patients at a Boston community health center. Vaccine, 36(26), 3868—3875.
https://doi.org/10.1016/j.vaccine.2018.02.043

Arlinghaus, K. R., & Johnston, C. A. (2017). Advocating for Behavior Change With Education. American
Journal of Lifestyle Medicine, 12(2), 113-116. https://doi.org/10.1177/1559827617745479

Bairu, W., King, A. R., & Bednarczyk, R. A. (2019). Caregivers of Adolescents’ Motivators and Barriers to
Vaccinating Children against HPV in Georgia [Submitted for publication].

Barnack, J. L., Reddy, D. M., & Swain, C. (2010). Predictors of Parents’ Willingness to Vaccinate for
Human Papillomavirus and Physicians’ Intentions to Recommend the Vaccine. Women’s Health
Issues, 20(1), 28-34. https://doi.org/10.1016/j.whi.2009.08.007

Bednarczyk, R. A. (2015). Human Papillomavirus Vaccine and Sexual Activity: How Do We Best Address
Parent and Physician Concerns? JAMA Internal Medicine, 175(4), 624—625.
https://doi.org/10.1001/jamainternmed.2014.7894

Bednarczyk, R. A. (2019, September). Addressing HPV Vaccine Hesitancy and Myths. Immunize Georgia.

Bednarczyk, R. A., Chamberlain, A., Mathewson, K., Salmon, D. A., & Omer, S. B. (2018). Practice-,
Provider-, and Patient-level interventions to improve preventive care: Development of the P3
Model. Preventive Medicine Reports, 11, 131-138. https://doi.org/10.1016/j.pmedr.2018.06.009

Bednarczyk, R. A., King, A. R., Lahijani, A., & Omer, S. B. (2019). Current landscape of nonmedical
vaccination exemptions in the United States: Impact of policy changes. Expert Review of
Vaccines, 18(2), 175-190. https://doi.org/10.1080/14760584.2019.1562344

Berkowitz, Z., Malone, M., Rodriguez, J., & Saraiya, M. (2015). Providers’ beliefs about the effectiveness

of the HPV vaccine in preventing cancer and their recommended age groups for vaccination:



60

Findings from a provider survey, 2012. Preventive Medicine, 81, 405-411.
https://doi.org/10.1016/j.ypmed.2015.10.007

Brewer, N. T., Hall, M. E., Malo, T. L., Gilkey, M. B., Quinn, B., & Lathren, C. (2017). Announcements
Versus Conversations to Improve HPV Vaccination Coverage: A Randomized Trial. Pediatrics,
139(1). https://doi.org/10.1542/peds.2016-1764

Brotherton, J., Gertig, D., Chappell, G., Rowlands, L., & Saville, M. (2011). Catching up with the catch-up:
HPV vaccination coverage data for Australian women aged 18-26 years from the National HPV
Vaccination Program Register. Communicable Diseases Intelligence Quarterly Report, 35(2), 197.

Brotherton, J. M. L., & Bloem, P. J. N. (2015). HPV vaccination: Current global status. Curr Obstet Gynecol
Re, 4(4), 220-233.

Calo, W. A, Gilkey, M. B., Malo, T. L., Robichaud, M., & Brewer, N. T. (2018). A content analysis of HPV
vaccination messages available online. Vaccine, 36(49), 7525-7529.
https://doi.org/10.1016/j.vaccine.2018.10.053

CDC. (2011, December 23). Recommendations on the Use of Quadrivalent Human Papillomavirus
Vaccine in Males—Advisory Committee on Immunization Practices (ACIP), 2011.
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6050a3.htm

CDC. (2015, March 27). Use of 9-Valent Human Papillomavirus (HPV) Vaccine: Updated HPV Vaccination
Recommendations of the Advisory Committee on Immunization Practices. Morbidity and
Mortality Weekly Report (MMWR).
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6411a3.htm

CDC. (2016, January 1). CDC recommends only two HPV shots for younger adolescents. CDC.
http://www.cdc.gov/media/releases/2016/p1020-HPV-shots.html

CDC. (20193, August 22). HPV Vaccine Prevents HPV and Cancers that It Causes. Centers for Disease

Control and Prevention. https://www.cdc.gov/hpv/parents/about-hpv.html



61

CDC. (2019b, August 30). An Estimated 92% of Cancers Caused by HPV Could be Prevented by Vaccine.
https://www.cdc.gov/media/releases/2019/p0822-cancer-prevented-vaccine.html

CDC. (2019c, September 12). STD Facts—Human papillomavirus (HPV).
https://www.cdc.gov/std/hpv/stdfact-hpv.htm

CDC. (2019d, December 2). HPV Vaccine Safety. Centers for Disease Control and Prevention.
https://www.cdc.gov/hpv/parents/vaccinesafety.html

CDC. (2020, February 25). Preteen Vaccines at 11-12 Years Old. Centers for Disease Control and
Prevention. https://www.cdc.gov/vaccines/parents/by-age/years-11-12.html|

CDC National Prevention Information Network. (2018, August 14). Tips and Time-Savers for Talking With
Parents About HPV Vaccine | National Prevention Information Network.
https://npin.cdc.gov/publication/tips-and-time-savers-talking-parents-about-hpv-vaccine

Chaturvedi, A. K., Graubard, B. I., Broutian, T., Xiao, W., Pickard, R. K. L., Kahle, L., & Gillison, M. L.
(2019). Prevalence of Oral HPV Infection in Unvaccinated Men and Women in the United States,
2009-2016. JAMA, 322(10), 977-979. https://doi.org/10.1001/jama.2019.10508

Cunningham-Erves, J., Koyama, T., Huang, Y., Jones, J., Wilkins, C. H., Harnack, L., McAfee, C., & Hull, P.
C. (2019). Providers’ Perceptions of Parental Human Papillomavirus Vaccine Hesitancy: Cross-
Sectional Study. JMIR Cancer, 5(2). https://doi.org/10.2196/13832

Dela Cruz, M. R. I., Tsark, J. A. U., Chen, J. J., Albright, C. L., & Braun, K. L. (2017). Human Papillomavirus
(HPV) Vaccination Motivators, Barriers, and Brochure Preferences Among Parents in
Multicultural Hawai’i: A Qualitative Study. Journal of Cancer Education: The Official Journal of
the American Association for Cancer Education, 32(3), 613-621.

https://doi.org/10.1007/s13187-016-1009-2



62

Deleré, Y., Wichmann, O., Klug, S. J., van der Sande, M., Terhardt, M., Zepp, F., & Harder, T. (2014). The
Efficacy and Duration of Vaccine Protection Against Human Papillomavirus. Deutsches Arzteblatt
International, 111(35-36), 584-591. https://doi.org/10.3238/arztebl.2014.0584

Dempsey, A. F., Pyrzanowski, J., Lockhart, S., Campagna, E., Barnard, J., & O’Leary, S. T. (2016). Parents’
perceptions of provider communication regarding adolescent vaccines. Human Vaccines &
Immunotherapeutics, 12(6), 1469-1475. https://doi.org/10.1080/21645515.2016.1147636

Dennison, C., King, A. R., Rutledge, H., & Bednarczyk, R. A. (2019). HPV Vaccine-Related Research,
Promotion and Coordination in the State of Georgia: A Systematic Review. Journal of Community
Health, 44(2), 313-321. https://doi.org/10.1007/s10900-018-0589-7

Dilley, S. E., Peral, S., Straughn, J. M., & Scarinci, I. C. (2018). The challenge of HPV vaccination uptake
and opportunities for solutions: Lessons learned from Alabama. Preventive Medicine, 113, 124—
131. https://doi.org/10.1016/j.ypmed.2018.05.021

Dorell, C., Yankey, D., Kennedy, A., & Stokley, S. (2013). Factors that influence parental vaccination
decisions for adolescents, 13 to 17 years old: National Immunization Survey-Teen, 2010. Clinical
Pediatrics, 52(2), 162—-170. https://doi.org/10.1177/0009922812468208

Dunne, E. F., Markowitz, L. E., Saraiya, M., Stokley, S., Middleman, A., Unger, E. R., Williams, A., &
Iskander, J. (2014). CDC Grand Rounds: Reducing the Burden of HPV-Associated Cancer and
Disease. MMWR. Morbidity and Mortality Weekly Report, 63(4), 69-72.

Emory University Woodruff Health Sciences Center. (2014, November 12). Video tool improves health
literacy in prostate patients.
https://news.emory.edu/stories/2014/11/video_tool_for_prostate_patients/index.html

FDA. (2006, June 8). FDA Licenses New Vaccine for Prevention of Cervical Cancer and Other Diseases in
Females Caused by Human Papillomavirus. Press Announcements.

http://www.fda.gov/NewsEvents/Newsroom/PressAnnouncements/2006/ucm108666.htm



63

FDA. (2014, December 10). FDA approves Gardasil 9 for prevention of certain cancers caused by five
additional types of HPV. FDA News Release.
https://web.archive.org/web/20150110233107/https://www.fda.gov/NewsEvents/Newsroom/
PressAnnouncements/ucm426485.htm

FDA. (2018, August 15). FDA approves expanded use of Gardasil 9 to include individuals 27 through 45
years old | FDA. FDA Approves Expanded Use of Gardasil 9 to Include Individuals 27 through 45
Years Old. https://www.fda.gov/news-events/press-announcements/fda-approves-expanded-
use-gardasil-9-include-individuals-27-through-45-years-old

FDA. (2019). Gardasil Vaccine Safety. FDA. https://www.fda.gov/vaccines-blood-biologics/safety-
availability-biologics/gardasil-vaccine-safety

Franco, M., Mazzucca, S., Padek, M., & Brownson, R. C. (2019). Going beyond the individual: How state-
level characteristics relate to HPV vaccine rates in the United States. BMC Public Health, 19(1),
246. https://doi.org/10.1186/s12889-019-6566-y

Georgia Board of Health Care Workforce. (n.d.). Loan Repayment Programs. Georgia Board of Health
Care Workforce. Retrieved April 16, 2020, from https://healthcareworkforce.georgia.gov/loan-
repayment-scholarship-programs/loan-repayment-programs

Georgia Department of Public Health. (2014). Georgia Comprehensive Cancer Control Plan 2014-2019.
46.

Georgia Department of Public Health. (2018a). Cancers Attributable to Human Papillomavirus (HPV)
Georgia 2011-2015. http://dph.georgia.gov/document/document/hpv-fact-sheet-2011-
2015/download

Georgia Department of Public Health. (2018b, December 18). Comprehensive Cancer Control Program.

https://dph.georgia.gov/comprehensive-cancer-control-program



Gilkey, M. B., Calo, W. A., Marciniak, M. W., & Brewer, N. T. (2017). Parents who refuse or delay HPV
vaccine: Differences in vaccination behavior, beliefs, and clinical communication preferences.
Human Vaccines & Immunotherapeutics, 13(3), 680—686.
https://doi.org/10.1080/21645515.2016.1247134

Gilkey, M. B., & McRee, A.-L. (2016). Provider communication about HPV vaccination: A systematic
review. Human Vaccines & Immunotherapeutics, 12(6), 1454-1468.
https://doi.org/10.1080/21645515.2015.1129090

Gilkey, M. B., Mohan, D., Janssen, E. M., McRee, A.-L., Kornides, M. L., & Bridges, J. F. P. (2019).
Exploring variation in parental worries about HPV vaccination: A latent-class analysis. Human
Vaccines & Immunotherapeutics, 15(7-8), 1745-1751.
https://doi.org/10.1080/21645515.2019.1574157

Goldstein, S., MacDonald, N. E., & Guirguis, S. (2015). Health communication and vaccine hesitancy.
Vaccine, 33(34), 4212-4214. https://doi.org/10.1016/j.vaccine.2015.04.042

Goodfellow, A., Ulloa, J. G., Dowling, P. T., Talamantes, E., Chheda, S., Bone, C., & Moreno, G. (2016).
Predictors of Primary Care Physician Practice Location in Underserved Urban or Rural Areas in
the United States: A Systematic Literature Review. Academic Medicine, 91(9), 1313-1321.
https://doi.org/10.1097/ACM.0000000000001203

Head, K. J., Biederman, E., Sturm, L. A., & Zimet, G. D. (2017). A retrospective and prospective look at
strategies to increase adolescent HPV vaccine uptake in the United States. Journal Human
Vaccines & Immunotherapeutics. https://www-tandfonline-

com.proxy.library.emory.edu/doi/full/10.1080/21645515.2018.1430539

64

Healthy People 2020. (n.d.). Immunization and Infectious Diseases. Retrieved November 10, 2019, from

https://www.healthypeople.gov/2020/topics-objectives/topic/immunization-and-infectious-

diseases/objectives



65

Healy, C. M., Montesinos, D. P., & Middleman, A. B. (2014). Parent and provider perspectives on
immunization: Are providers overestimating parental concerns? Vaccine, 32(5), 579-584.
https://doi.org/10.1016/j.vaccine.2013.11.076

Henrikson, N. B., Opel, D. J.,, Grothaus, L., Nelson, J., Scrol, A., Dunn, J., Faubion, T., Roberts, M.,
Marcuse, E. K., & Grossman, D. C. (2015). Physician Communication Training and Parental
Vaccine Hesitancy: A Randomized Trial. Pediatrics, 136(1), 70-79.
https://doi.org/10.1542/peds.2014-3199

Holman, D. M., Benard, V., Roland, K. B., Watson, M., Liddon, N., & Stokley, S. (2014). Barriers to human
papillomavirus vaccination among US adolescents: A systematic review of the literature. JAMA
Pediatrics, 168(1), 76—82. https://doi.org/10.1001/jamapediatrics.2013.2752

Hughes, C. C., Jones, A. L., Feemster, K. A., & Fiks, A. G. (2011). HPV vaccine decision making in pediatric
primary care: A semi-structured interview study. BMC Pediatrics, 11, 74.
https://doi.org/10.1186/1471-2431-11-74

Immunization Action Coalition. (2019, December 2). HPV Mandates for Children in Secondary Schools.
State Information. https://www.immunize.org/laws/hpv.asp

Jarrett, C., Wilson, R., O’Leary, M., Eckersberger, E., & Larson, H. J. (2015). Strategies for addressing
vaccine hesitancy — A systematic review. Vaccine, 33(34), 4180-4190.
https://doi.org/10.1016/j.vaccine.2015.04.040

Javanbakht, M., Stahlman, S., Walker, S., Gottlieb, S., Markowitz, L., Liddon, N., Plant, A., & Guerry, S.
(2012). Provider perceptions of barriers and facilitators of HPV vaccination in a high-risk
community. Vaccine, 30(30), 4511-4516. https://doi.org/10.1016/j.vaccine.2012.04.062

Johnson, K. L., Lin, M.-Y., Cabral, H., Kazis, L. E., & Katz, I. T. (2017). Variation in Human Papillomavirus
Vaccine Uptake and Acceptability Between Female and Male Adolescents and Their Caregivers.

Journal of Community Health, 42(3), 522-532. https://doi.org/10.1007/s10900-016-0284-5



66

Katz, I. T., Bogart, L. M., Fu, C. M., Liu, Y., Cox, J. E., Samuels, R. C., Chase, T., Schubert, P., & Schuster, M.
A. (2016). Barriers to HPV immunization among blacks and latinos: A qualitative analysis of
caregivers, adolescents, and providers. BMC Public Health, 16(1), 1-10.
https://doi.org/10.1186/512889-016-3529-4

Kempe, A., O’Leary, S. T., Markowitz, L. E., Crane, L. A., Hurley, L. P., Brtnikova, M., Beaty, B. L., Meites,
E., Stokley, S., & Lindley, M. C. (2019). HPV Vaccine Delivery Practices by Primary Care
Physicians. Pediatrics, 144(4). https://doi.org/10.1542/peds.2019-1475

King, A. R., Vu, M., & Bednarczyk, R. A. (2019). Healthcare Provider Strategies to Discuss and Promote the
HPV Vaccination Series with Parents of Adolescents in the State of Georgia [Unpublished].

Kirrsch, I. S., Jungeblut, A., Jenkins, L., & Kolstad, A. (2002). Adult Literacy in America: A first look at the
results of the national adult literacy survey (p. 201).

Kornides, M. L., McRee, A.-L., & Gilkey, M. B. (2018). Parents Who Decline HPV Vaccination: Who Later
Accepts and Why? Academic Pediatrics, 18(2S), S37-543.
https://doi.org/10.1016/j.acap.2017.06.008

Koski, K., Lehto, J. T., & Hakkarainen, K. (2019). Physician self-disclosure and vaccine-critical parents’
trust: Preparing medical students for parents’ difficult questions. Health Professions Education,
5(3), 253-258. https://doi.org/10.1016/j.hpe.2018.09.005

Krakow, M., Beavis, A., Cosides, O., & Rositch, A. F. (2017). Characteristics of Adolescents Lacking
Provider-Recommended Human Papillomavirus Vaccination. Journal of Adolescent Health, 60(5),
619—622. https://doi.org/10.1016/].jadohealth.2016.11.028

Kulczycki, A., Qu, H., & Shewchuk, R. (2016). Primary Care Physicians’ Adherence to Guidelines and Their
Likelihood to Prescribe the Human Papillomavirus Vaccine for 11- and 12-Year-Old Girls.
Women’s Health Issues: Official Publication of the Jacobs Institute of Women’s Health, 26(1), 34—

39. https://doi.org/10.1016/j.whi.2015.07.012



67

Kumar, M. M., Boies, E. G., Sawyer, M. H., Kennedy, M., Williams, C., & Rhee, K. E. (2019). A Brief
Provider Training Video Improves Comfort With Recommending the Human Papillomavirus
Vaccine. Clinical Pediatrics, 58(1), 17-23. https://doi.org/10.1177/0009922818805217

Lahijani, A. (2019). HPV Vaccine Promotion: The Church as an Agent of Change [Submitted for
publication].

Latsuzbaia, A., Arbyn, M., Tapp, J., Fischer, M., Weyers, S., Pesch, P., & Mossong, J. (2019). Effectiveness
of bivalent and quadrivalent human papillomavirus vaccination in Luxembourg. Cancer
Epidemiology, 63, 101593. https://doi.org/10.1016/j.canep.2019.101593

Laugesen, M. J., Mistry, R., Carameli, K. A., Ribisl, K. M., Needleman, J., & Bastani, R. (2014). Early policy
responses to the human papillomavirus vaccine in the United States, 2006-2010. The Journal of
Adolescent Health: Official Publication of the Society for Adolescent Medicine, 55(5), 659—-664.
https://doi.org/10.1016/j.jadohealth.2014.04.015

Leask, J., Kinnersley, P., Jackson, C., Cheater, F., Bedford, H., & Rowles, G. (2012). Communicating with
parents about vaccination: A framework for health professionals. BMC Pediatrics, 12, 154.
https://doi.org/10.1186/1471-2431-12-154

Liddon, N., Hood, J., Wynn, B. A., & Markowitz, L. E. (2010). Acceptability of human papillomavirus
vaccine for males: A review of the literature. The Journal of Adolescent Health: Official
Publication of the Society for Adolescent Medlicine, 46(2), 113-123.
https://doi.org/10.1016/j.jadohealth.2009.11.199

Lindley, M. C., Jeyarajah, J., Yankey, D., Curtis, R., Markowitz, L. E., & Stokley, S. (2016). Comparing
human papillomavirus vaccine knowledge and intentions among parents of boys and girls:
Human Vaccines & Immunotherapeutics: Vol 12, No 6. Human Vaccines & Immunotherapeutics,
12(6). https://www-tandfonline-

com.proxy.library.emory.edu/doi/full/10.1080/21645515.2016.1157673



68

Liu, Z., Rashid, T., & Nyitray, A. G. (2016). Penises not required: A systematic review of the potential for
human papillomavirus horizontal transmission that is non-sexual or does not include penile
penetration. Sexual Health, 13(1), 10-21. https://doi.org/10.1071/SH15089

Markowitz, L. E., Hariri, S., Lin, C., Dunne, E. F., Steinau, M., McQuillan, G., & Unger, E. R. (2013).
Reduction in human papillomavirus (HPV) prevalence among young women following HPV
vaccine introduction in the United States, National Health and Nutrition Examination Surveys,
2003-2010. The Journal of Infectious Diseases, 208(3), 385—393.
https://doi.org/10.1093/infdis/jit192

Markowitz, L. E., Liu, G., Hariri, S., Steinau, M., Dunne, E. F., & Unger, E. R. (2016). Prevalence of HPV
After Introduction of the Vaccination Program in the United States. Pediatrics, 137(3).
https://doi.org/10.1542/peds.2015-1968

McCave, E. L. (2010). Influential Factors in HPV Vaccination Uptake Among Providers in Four States.
Journal of Community Health, 35(6), 645—652. https://doi.org/10.1007/s10900-010-9255-4

McRee, A.-L., Gilkey, M. B., & Dempsey, A. F. (2014). HPV vaccine hesitancy: Findings from a statewide
survey of health care providers. Journal of Pediatric Health Care: Official Publication of National
Association of Pediatric Nurse Associates & Practitioners, 28(6), 541-549.
https://doi.org/10.1016/j.pedhc.2014.05.003

McRee, A.-L., Gottlieb, S. L., Reiter, P. L., Dittus, P. J., Halpern, C. T., & Brewer, N. T. (2012). HPV vaccine
discussions: An opportunity for mothers to talk with their daughters about sexual health.
Sexually Transmitted Diseases, 39(5), 394-401.
https://doi.org/10.1097/0LQ.0b013e318248aaa0

Mehanna, H., Bryant, T. S., Babrah, J., Louie, K., Bryant, J. L., Spruce, R. J., Batis, N., Olaleye, O., Jones, J.,
Struijk, L., Molijn, A., Vorsters, A., Rosillon, D., Taylor, S., & D’Souza, G. (2019). Human

Papillomavirus (HPV) Vaccine Effectiveness and Potential Herd Immunity for Reducing



69

Oncogenic Oropharyngeal HPV-16 Prevalence in the United Kingdom: A Cross-sectional Study.
Clinical Infectious Diseases: An Official Publication of the Infectious Diseases Society of America,
69(8), 1296-1302. https://doi.org/10.1093/cid/ciy1081

Mellerson, J. L. (2018). Vaccination Coverage for Selected Vaccines and Exemption Rates Among
Children in Kindergarten—United States, 2017-18 School Year. MMWR. Morbidity and Mortality
Weekly Report, 67. https://doi.org/10.15585/mmwr.mm6740a3

Merck & Co., Inc. (n.d.). GARDASIL®9 (Human Papillomavirus 9-valent Vaccine, Recombinant) for Health
Care Professionals. Retrieved January 3, 2020, from
https://www.merckvaccines.com/Products/Gardasil9

Merriam-Webster. (n.d.). Bible Belt. In Merriam-Webster. Retrieved April 4, 2020, from
https://www.merriam-webster.com/dictionary/Bible+Belt

National Public Health Information Coalition. (2014). HPV Cancer Prevention Campaign.
https://www.nphic.org/member-entries-print-awardees/item/8813?summary=1

Newman, P. A., Logie, C. H., Doukas, N., & Asakura, K. (2013). HPV vaccine acceptability among men: A
systematic review and meta-analysis. Sexually Transmitted Infections, 89(7), 568-574.
https://doi.org/10.1136/sextrans-2012-050980

NIH. (2015, March 2). Gardasil 9 Protects against Additional HPV Types (nciglobal,ncienterprise)
[CgvArticle]. National Cancer Institute.
https://www.cancer.gov/types/cervical/research/gardasil9-prevents-more-hpv-types

Omer, S. B,, Allen, K., Chang, D. H., Guterman, L. B., Bednarczyk, R. A., Jordan, A., Buttenheim, A, Jones,
M., Hannan, C., deHart, M. P., & Salmon, D. A. (2018). Exemptions From Mandatory
Immunization After Legally Mandated Parental Counseling. Pediatrics, 141(1), e20172364.

https://doi.org/10.1542/peds.2017-2364



70

Opel, D. J., Heritage, J., Taylor, J. A., Mangione-Smith, R., Salas, H. S., DeVere, V., Zhou, C., & Robinson, J.
D. (2013). The Architecture of Provider-Parent Vaccine Discussions at Health Supervision Visits.
Pediatrics, 132(6), 1037-1046. https://doi.org/10.1542/peds.2013-2037

Perkins, R. B., & Clark, J. A. (2012). What Affects Human Papillomavirus Vaccination Rates? A Qualitative
Analysis of Providers’ Perceptions. Women’s Health Issues, 22(4), e379-e386.
https://doi.org/10.1016/j.whi.2012.04.001

Perkins, R. B., & Clark, J. A. (2013). Providers’ Perceptions of Parental Concerns about HPV Vaccination.
Journal of Health Care for the Poor and Underserved, 24(2), 828—839.
https://doi.org/10.1353/hpu.2013.0080

Perkins, R. B., Clark, J. A, Apte, G., Vercruysse, J. L., Sumner, J. J., Wall-Haas, C. L., Rosenquist, A. W., &
Pierre-Joseph, N. (2014). Missed opportunities for HPV vaccination in adolescent girls: A
qualitative study. Pediatrics, 134(3), e666-674. https://doi.org/10.1542/peds.2014-0442

Perkins, R. B., Zisblatt, L., Legler, A., Trucks, E., Hanchate, A., & Gorin, S. S. (2015). Effectiveness of a
provider-focused intervention to improve HPV vaccination rates in boys and girls. Vaccine, 33(9),
1223-1229. https://doi.org/10.1016/j.vaccine.2014.11.021

Reno, J. E., Thomas, J., Pyrzanowski, J., Lockhart, S., O’Leary, S. T., Campagna, E. J., & Dempsey, A. F.
(2019). Examining strategies for improving healthcare providers’ communication about
adolescent HPV vaccination: Evaluation of secondary outcomes in a randomized controlled trial.
Human Vaccines & Immunotherapeutics, 15(7-8), 1592-1598.
https://doi.org/10.1080/21645515.2018.1547607

Sadaf, A,, Richards, J. L., Glanz, J., Salmon, D. A., & Omer, S. B. (2013). A systematic review of
interventions for reducing parental vaccine refusal and vaccine hesitancy. Vaccine, 31(40),

4293-4304. https://doi.org/10.1016/j.vaccine.2013.07.013



71

Schillinger, D. (2002). Association of Health Literacy With Diabetes Outcomes. JAMA, 288(4), 475.
https://doi.org/10.1001/jama.288.4.475

Sinka, K., Kavanagh, K., Gordon, R., Love, J., Potts, A., Donaghy, M., & Robertson, C. (2014). Achieving
high and equitable coverage of adolescent HPV vaccine in Scotland. J Epidemiol Community
Health, 68(1), 57-63. https://doi.org/10.1136/jech-2013-202620

Spinner, C., Ding, L., Bernstein, D. I., Brown, D. R, Franco, E. L., Covert, C., & Kahn, J. A. (2019). Human
Papillomavirus Vaccine Effectiveness and Herd Protection in Young Women. Pediatrics, 143(2).
https://doi.org/10.1542/peds.2018-1902

Thomas, T. L., Strickland, O., Diclemente, R., & Higgins, M. (2013). An Opportunity for Cancer Prevention
During Preadolescence and Adolescence: Stopping Human Papillomavirus (HPV)-Related Cancer
Through HPV Vaccination. Journal of Adolescent Health, 52(5, Supplement), S60-S68.
https://doi.org/10.1016/j.jadohealth.2012.08.011

United States Census Bureau. (2019). U.S. Census Bureau QuickFacts: Georgia.
https://www.census.gov/quickfacts/GA

Vu, M., Luu, M., Haardorfer, R., Berg, C. J., Escoffery, C., & Bednarczyk, R. A. (2019). A multilevel analysis
of factors influencing the inaccuracy of parental reports of adolescent HPV vaccination status.
Vaccine, 37(6), 869—876. https://doi.org/10.1016/j.vaccine.2018.12.032

Walker, T. Y., Elam-Evans, L., Yankey, D., Markowitz, L. E., Williams, C., Mbaeyi, S., Fredua, B., & Stokley,
S. (2018). National, Regional, State, and Selected Local Area Vaccination Coverage Among
Adolescents Aged 13—-17 Years—United States, 2017. MMWR. Morbidity and Mortality Weekly
Report, 67. https://doi.org/10.15585/mmwr.mm6733al

Walker, T. Y., Elam-Evans, L., Yankey, D., Markowitz, L., Williams, C., Fredua, B., Singleton, J., & Stokley,

S. (2019). National, Regional, State, and Selected Local Area Vaccination Coverage Among



72

Adolescents Aged 13—-17 Years—United States, 2018. MMWR. Morbidity and Mortality Weekly
Report, 68. https://doi.org/10.15585/mmwr.mm6833a2

White, M. D. (2014). Pros, cons, and ethics of HPV vaccine in teens—Why such controversy?
Translational Andrology and Urology, 3(4), 429-434. https://doi.org/10.3978/].issn.2223-
4683.2014.11.02

WHO. (2019, February 24). Human papillomavirus (HPV) and cervical cancer. WHO.

http://www.who.int/immunization/diseases/hpv/en/



APPENDIX

Table 1: Participant Demographic Characteristics (N= 107)

73

n % n %

Health Care Providers Caregivers (N=52)
(N=55)
Region Region

South 39 71% South 24  46%

Northwest 8 15% Northwest 6 12%

East 8 15% East 22 42%
Gender Gender

Male 7 13% Male 3 6%

Female 48 87% Female 49  94%
Age Age
21-30 Years 6 11% 21-30 Years 4 10%
31-40 Years 12 22% 31-40 Years 17  44%
41-50 Years 18 33% 41-50 Years 9 23%
51-60 Years 8 15% 51-60 Years 6 15%
60+ Years 10 19% 60+ Years 3 8%
Employment Type Employment Status

Nurse 15 27% Employed 27  52%

MA, PA 4 7% Unknown 25 48%

Nurse Practitioner 2 4% Number of Reported 148

Children

Physician (Primary, 6 11% # Male Children 59

Pediatrician, OBGYN,

etc.)

Practice Manager / 3 5% # Female Children 64

Administrator
Clinical Staff 6 11%
Other Patient Facing 19 35%
Practice Staff

Years in Practice

Less than 10 11 20%

10-19 12 22%

20+ 12 22%

Missing 20  36%



Table 2: Representative Participant Quotes
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South Georgia

Northwest Georgia

East Georgia

education, and

layman’s terms,

every year, or

another parent

because I'm

Provider Caregiver Provider Caregiver Provider Caregiver
1. Health If you only have a | Participant 6: I think it's our job | I actually had this | I don’t give the My doctor gave
Literacy 9th grade That’s right, to bring it up conversation with | brochure to them | me the pamphlet

and said you need

your child brings | not doctors terms, | every visit you that, like her afraid they might | to read and decide
you a pamphlet yes. Mhm, don’t know depending pediatrician didn't | not even read it, if it's something
home, do you want it to go over | on where they are | push [HPV so | read with you want to do or
understand even our heads. We’d | but if we just kind | vaccine] at all. them every not. They didn't
what you're miss it. of ignore, we look | Like offered it brochure, when I | try to force it to
reading. Participant 4: | at our notes and and she was like, | giveittothe me and they didn't
want my child to | see that they 'no | don't think patient | try to strongly
understand it if denied it the last | we're goingto do | read it. And so encourage or
they read it. time and just don't | that', and they then at that time discourage.
bring it up I think | were like ok. And | HPV will come
we do them a moved on. up and then | will
disservice. address.
it's our ...lack of Well if they’ve They started ...you're offering | I've been doing
responsibility to knowledge never had it pushingme and | | them something research here and
give education. yeah...because before and it’s do not give itand | they don't havea | there and
we’re big their first time um | will not give it but | clue about cause a | unfortunately

on...health fairs...
so a lot of people
like our providers
[redacted] and
[redacted] | feel
like they need to
have pamphlets
and information
on their tables
because they are
our providers

I always tell them
that now you’re at
the age uh for the
recommended
HPV
[vaccination]. Um
startitat 11 so if
we can start today
then you’ll come
back in 6 months
and then you’ll be
done...I have
several like

um they started
pushing me, like
it was a very
heated
conversation in
my pediatrician’s
office because |
opted not to do it
[vaccinate for

HPV].

lot of our
patients... like
you said they
come from a rural
area, and a lot of
them are
uneducated so
they have no idea
what this new
vaccine is. They
see stuff on TV
that kind of scares
them about stuff

there is so much
conflicting
information its
really hard to get
a grasp on [the
vaccination] so
I've not done it
yet.
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stories of people
I’ve known
where, that they
didn’t realize they
had HPV and
ended up with
throat cancer...So
you know, and so
and if they are
still on the fence
I’ll give them a
VIS sheet and I’ll
let Dr. [Real
Name Stated] talk
to them.

that we're telling
them about so
they are kind of
hesitant to give it
to their kids.

2. Lack of Trust

...S0 having the
bedside manner
and the skillset to
be able to talk to
the patient in a
way that, or the
patients family,
understands what
it is that you're
trying to say...it's
important to
acknowledge the
patients' feelings
because they're
not gonna do it
[vaccinate] if they
don't trust you.

Especially if
you’ve been
going to that
doctor for a while
and they seem
generally
concerned about
that child because,
like, my daughter
she actually grew
up with that
doctor and so she
acts as if she’s the
mother to that
child...

I don’t think it’s
trying to persuade
somebody, | just
think it’s just
giving them the
knowledge. Um
here’s these
options you do
have your choice
to make. I mean
you don’t have to
do this but here
are some options.
And | think just
giving the person
the options they
can go back and
research it
themselves.

They started
pushing me and |
do not give it and
will not give it but
um they started
pushing me, like
it was a very
heated
conversation in
my pediatrician's
office because |
opted not to do it
[vaccinate for

HPV].

Participant 3: |
think that's one
advantage maybe
in arural area. Its
small, and cuz
people never
move so there is
already that trust,
there's already
some groundwork
for it
there...Some of
them will ask,
"Do you, you
think I should get
[HPV vaccine]?"
Participant 7: 'Did
you give it to your
child', or
something like
that. And I'll be

For me, trusting
my doctor is how
much they are
listening to me, so
when | talk about
communication,
it's not just what
they tell me, it's
are they truly
listening to my
concern, are they
willing to
research further,
to find out what,
what | want to
know.
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like yeah, so then
that makes them
feel like okay, |
can give it to their
child...

You need to be
correct one. And
two be confident
in how you
communicate with
families, not in an
antagonistic way
um but you have
to be viewed as an
expert. It just
takes one
encounter where
you and your
team are not
viewed as expert
and you are
immediately no
longer valued in
that discussion,
my opinion is
discounted.

My son he was
14, 1 forget what
shot they were
trying to get him
to get, but the shot
he was supposed
to get but | didn't
get it, she the lady
couldn't explain to
me what it was
for.

3. Sex as a Taboo
Topic

...let me put it
this way. We are
so and so
[Religion]
followers, okay?
And my daughter
or my son is not
going to have sex
before that age
[age of

| just went to a
meeting at the
high school and
they’re like we
got 21 girls
pregnant this year.

Participant 8:
[Name of town] is
kind of in the
‘Bible belt' and
they're very big
on abstinence
until you're
married...and a
lot of people kind
of feel like if

I had a physician
just said you
know, you can
pray. Just pray for
your child that
they will stay, you
know, abstinent
until they get
married. But in
this day and age

They do not want
to hear that their
child is grown
enough to be
sexually active, |
think yes, | agree,
they just don’t
want to discuss.

A lot of parents
have a problem
with sex
education being
taught in the
school. (Group
agreement: oh ya,
that’s true). They
have big problem
with that.
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recommended
vaccination]. So
it's like religious
belief which is
being converted
to their practices.

you’re even
recommending it
or suggesting it
then you’re
basically, you
know..you’re
...Participant:
Condoning [sex]

you know that the
percentage of that
happening is very
slim so, what if
she decides to
stay that way but
she meets
somebody and she
marries somebody
that has it. Now
she’s come in
contact and she’s
not protected.

Parents think they
are protecting
their child from
the information,
and protecting
their child from
having too much
information and
considering that if
they give them the
vaccination then it
actually is a stamp
that says to their
child that they
can have sex...

| just went to a
meeting at the
high school and
they’re like we’ve
got 21 girls

pregnant this year.

...mammas will
say, “well my
child is not
sexually active”,
so we don’t even,
“Idon’t even
want you to have
that discussion”
so that kind of ties
your hands at that
point too.

...let’s be real,
you know, Kids
have sex, (group
agreement: mhm)
they do. And
they’re having sex
uneducated.




