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ABSTRACT

INTRODUCTION: General practitioners (GP) and practice nurses (PN) perform the majority of cervical
screening in Christchurch and will have a key role in influencing uptake of human papillomavirus (HPV)
immunisation.

AIM: To assess and compare GP and PN knowledge about HPV disease, attitudes concerning adolescent
sexual behaviour and intentions to recommend HPV immunisation.

METHODS: A self-administered, anonymous questionnaire was distributed to GPs and PNs in Christch-
urch, New Zealand who attended peer-led small group meetings hosted by Pegasus Health Independent
Provider Association in May 2008.

RESULTS: Participation rate was 39%. Overall, 94% of respondents knew that HPV immunisation will
not replace cervical cancer screening; 73% knew that HPV is the cause of cervical cancer; 48% knew that
most HPV infections will clear without medical treatment; 20% correctly reported that anogenital warts
are not cervical cancer precursors. More GPs reported comfort discussing sexual behaviour with adoles-
cents than PNs (p <.008). While 95% of participants intend to recommend immunisation for 13-15-year-
old girls, PNs were more likely than GPs to recommend HPV immunisation to older female adolescents
and more often indicated that HPV vaccination may lead to risky sexual behaviour (p <.0001).

DISCUSSION: This is the first New Zealand study to assess primary care knowledge and attitudes about
HPV and HPV immunisations. The results are encouraging, provide a baseline for future research and
may guide the development of training materials for GPs and PNs.

KEYWORDS: Papillomavirus, human; papillomavirus vaccines; family physician; primary health care

Introduction with persistent infection with high-risk HPV

In New Zealand (NZ), the National Cervical types.*’
Screening Programme has driven the dra-
matic decline in cervical cancer incidence and Vaccines are available which demonstrate almost
mortality since 1990. Still, approximately 200 100% efficacy in preventing persistent infection
and the development of precancerous lesions
caused by high-risk HPV types, HPV16 and
HPV18 (Gardasil® and Cervarix®).® These two

strains are responsible for 70% of cervical cancers.”

women are diagnosed with cervical cancer each
year and about 70 will die from it.! Human
papillomavirus (HPV) is now recognised as

the most common sexually transmitted infec-
tion (STI)? with at least 15 types linked to the
development of cervical cancer.” Most HPV

Most anogenital warts are caused by strains of
HPV6 and HPV11,2 and these two are also incor-
infections will clear without medical treatment,  porated in Gardasil®. HPV vaccination is expected

but almost all cervical cancers are associated to ultimately reduce cervical cancer incidence,
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the required frequency of cytologic testing in the
future, and the number of women who will be
subjected to the stress of abnormal test results, col-
poscopy and treatment.”'® To obtain these positive
effects, a high level of vaccination uptake is neces-
sary, preferably before the onset of sexual activity.
This in turn is dependent upon the willingness of
individuals to accept vaccination, parents’ willing-
ness to have their children vaccinated and GP and
PN willingness to administer HPV vaccines.

Beginning September 2008 Gardasil® became
publicly funded and available for girls aged 12-18
years."! Studies repeatedly have shown that the
public trusts their primary health care provid-

ers to give them the best information about
HPYV, cervical cancer and the HPV vaccines.'*"
GPs and PN are in an ideal position to discuss
perceived barriers to immunisation by initiating

a conversation with girls and their parents about
their concerns, clarifying any misunderstandings
and to support informed consent for the vaccine.'®
What limited evidence there is from overseas
suggests that doctors and nurses who are charged
with providing HPV vaccines need informa-

tion on current understanding of HPV natural
history, epidemiology, prevention, treatment or

vaccination.'”!8

In some studies, clinicians (mostly
specialists rather than generalists) have expressed
a level of discomfort in addressing sexually
transmitted infections, especially among pre-

adolescent children and their parents.!®1%

The goal of this survey was to provide the first
estimates of NZ GP and PN knowledge, attitudes
and intentions regarding HPV and HPV vaccines.
Christchurch was an ideal place to base this
research as the Canterbury District Health Board
has decided to incorporate the HPV immunisa-
tion programme into the usual general practice
schedule.” In other DHB catchments, the deci-
sion was made to deliver through school-based
programmes using public health nurses.

Methods

Study design

Between 5 and 20 May 2008, a cross-sectional
survey was carried out of primary care providers
who were attending peer-led, small-group meet-

WHAT GAP THIS FILLS

essential for their HPV-related practices.

to deliver comprehensive HPV-related patient care.

What this study adds: This study provides the first estimates in New
Zealand describing the knowledge, attitudes and intentions of GPs and PNs
about HPV and HPV vaccines. It identifies areas which deserve particular at-
tention and may inform efforts to strengthen primary care providers' capacity

What we already know: General practitioners (GPs) and practice nurses
(PNs) provide patient care across a broad spectrum and are familiar with the
challenges of a continually changing immunisation schedule. In Canterbury,

New Zealand, human papillomavirus (HPV) immunisations will be delivered

through primary care. Clear, concise and relevant HPV information will be

ings conducted by the Pegasus Health Independ-
ent Provider Association. GPs and PNs undertake
similar educational topics in their own discipli-
nary small groups.

Approval and support for the distribution of the
questionnaire during the educational meetings
was secured from the Clinical Practice Education
Committee at Pegasus and ethical approval for
the study was granted by the Upper South Island
‘B’ Regional Ethics Committee.

Study population

The target population included all GPs and PNs
in Christchurch who were attending a series

of small group educational meetings on public
health topics.

Questionnaire and its administration

A self-administered, anonymous questionnaire
(see Appendix 1 available in the electronic ver-
sion) along with an information sheet and a pre-
addressed, stamped envelope was hand-delivered
to GPs and PN at the small group meetings by
Pegasus Clinical Education facilitators. Partici-
pants could either leave their completed question-
naires at the meeting or post them in subsequent-
ly. One postal reminder notification about the
questionnaire was sent to all GPs and PNs via the
Pegasus Health Education Team.

The questionnaire included some questions used
in previous overseas studies,?**2426%% together
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with questions developed with NZ-specific con-
tent. The questionnaire was pre-tested on a con-
venience sample of seven GPs and PNs in order to
ensure clarity and ease of administration.

The questionnaire included four sections assess-
ing: provider and practice characteristics (six
items); knowledge about HPV infection and its
prevention (five items); attitudes about adolescent
behaviour and counselling (five items) including
intentions to recommend HPV vaccines (nine
items) and self-rated sufficiency of received HPV
information (one question); preferences for edu-
cational topics and sources of information (two
multiple response questions).

No financial or material incentives for participa-
tion were used in this study. On average, the
survey took five to 10 minutes to complete.

Data assessment and statistical analysis

Responses used Likert agreement scales and were
entered into Epilnfo version 3.4.3, 2007. Due to
the non-random distribution of the participants
and because responses may have been altered

by what happened within the group meetings,
clustering was taken into consideration by us-

ing the Complex Sample Analysis. Descriptive
statistics, including frequencies, percentages, 95%
confidence intervals and design effects, were used

to describe the responses. Because of the small
sample size and because the design effects of this
study were determined to be minimal, p-values
of <.05 were used to indicate statistical signifi-
cance as calculated in the StatCalc option of Epi-
Info 2007. All results were reported separately
for GPs and PNs.

Results

Profile of respondents

Three hundred and ninety-seven questionnaires
were distributed and 155 were returned for an
overall participation rate of 39%; 16% of the par-
ticipants completed a questionnaire at the meet-
ing and 84% returned it by post. Participation was
higher amongst GPs (43%) than PNs (36%).

All questionnaires were analysed. However,

data pertaining to age and years in practice were
unusable in one instance due to inconsistencies.
Table 1 details the demographic characteristics of
the respondents. Practice nurses were on average
three years older than GPs. Two-thirds of GPs
and all PNs were female.

Knowledge about HPV and HPV vaccines

As seen in Table 2, most GPs and PNs were aware
that HPV vaccination will not eliminate the need
for continued cervical screening. Over half of the

Table 1. Provider characteristics

n (%)
Age
Cervical screening  Yes 84 (100%)
Offered No 0
Gender Female 55 (65.5)
Male 29 (34.5)
Years in practice <10 years 12 (15.2)
10-19 years 29 (36.7)
20-29 years 31(39.2)
>30 years 7(8.9)
Ethnicity NZ/European 69 (85.2)
Maori 3(3.7)
Pacific 0
Asian 1(1.2)
Other 8(9.9)

*  SD =standard deviation

Mean (SD)*

46.4 years (8.1)
Range (30-68)

n (%) Mean (SD)*

49.2 years (9.2)
Range (24-65)

67 (95.7%)
3(4.3)

69 (100)

17.6 years (8.6) 24 (35.8)
15 (22.4)
21(31.3)

7(10.4)

65 (92.9)
0
1(1.4)
1(1.4)
3(4.3)

15.5 years (10.4)
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Table 2. Respondent knowledge regarding HPV and HPV vaccines

Correct response

(95% CI*)

n (%)

True/False Statement GP
HPV is most corflmon 69 (81.2%)
sexually transmitted (73.3-89.1)"
infection (TRUE) ’ ’
sty sy 050
(TRUE) (65.1-84.9)
Anogenital warts induced
by HPV 6 and 11 are cervical (2184(313’7.32;)+
cancer precursors (FALSE) ’ :
Immunisation with HPV
vaccine will eliminate need 79(92.9)
for cervical screening (88.7-97.0)
(FALSE)
postumviniecionsail  asen

(44.7-63.5)

treatment (TRUE)

*  Cl=Confidence Interval

Not sure Incorrect response
n (%) n (%)
(95% CI) (95% CI)
PN GP PN GP PN
42 (60.0%) 11(12.9%) 14 (20.0%) 5(5.9%) 14 (20.0%)
(48.4-71.6)1 (5.6-20.3) (11.3-28.7) (0.5-11.3) (9.4-30.7)
49 (71.0) 10(11.9) 12(17.4) 11(13.1) 8(11.6)
(60.9-81.2) (5.7-18.1) (8.0-26.7) (4.4-21.7) (6.1-17.1)
5(7.2) 27 (32.1) 25(36.2) 29 (34.5) 39 (56.5)
(2.4-12.)* (17.8-46.5) (26.8-45.7) (24.6-44.4)* (47.0-66.0)
65 (94.2) 3(3.5) 3(4.3) 3(3.5) 1(1.4)
(88.1-100.3) (0.4-6.7) (-1.4-10.1) (0.4-6.7) (-1.5-4.4)
29 (42.0) 19 (22.4) 10 (14.5) 20(23.5) 30 (43.5)
(25.5-58.6) (12.4-32.3) (5.5-23.5) (15.9-31.1)t (31.1-55.9)*

t+ Denotes a difference of statistical significance (p-value < .05) when compared to other provider type

participants knew that HPV is the most common
STI and the majority knew that persistent HPV
infection is a necessary cause of cervical cancer.
One-third of GPs and half of PNs incorrectly
agreed that anogenital warts induced by HPV
types 6 and 11 are cervical cancer precursors.
Approximately 50% of all participants knew that
most HPV infections will clear without medical
treatment; however, significantly more PNs than
GPs answered this question incorrectly (p< .008).

Attitudes and intentions to
recommend HPV vaccine

Table 3 reports attitudes about patient counsel-
ling messages and intentions to recommend HPV
vaccination. Most participants agreed that their
patients will heed their advice about cervical
screening and comply with counselling about
receiving the HPV vaccination. Half of the

GPs and two-thirds of PNs somewhat agreed
that their patients will comply with counsel-
ling regarding safe sexual behaviours. Most
participants reported that they are comfortable
addressing sexual behaviour with adolescents.
However, significantly more GPs indicated that
they were comfortable discussing sexual behav-
iour compared with PNs. When asked if vaccina-

tion against an STI might encourage risky sexual
behaviour in adolescents, significantly more

PNs than GPs agreed with the statement 37%

vs 10%). It should be noted that PN responses
(100% female) were significantly different than
either male or female GP responses to ques-
tions about increased risk-taking behaviour after
immunisation and comfort discussing adolescent
sexual behaviour.

The majority of GPs and PN stated that they
intend to recommend an HPV vaccine to their pa-
tients if it is publicly funded. More than 70% also
indicated that they would recommend the vaccine
even if their patients have to pay for it. Over 90%
of all respondents favour recommendation of the
quadrivalent HPV vaccine which is protective
against both cervical cancer and anogenital warts.

GPs were most likely to recommend HPV im-
munisation for girls aged 13-15 years followed by
pre-adolescent girls aged 9-12 and young women
aged 16-26. PNs were most likely to recommend
the HPV vaccine for young women aged 16-26,
followed closely by girls aged 13-15 and then by
pre-adolescent girls aged 9-12 years. GPs were
significantly more likely than PNs to recommend
HPV vaccine to 9-12-year-old girls (p<.004).
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Table 3. Attitudes about patient counselling and intentions to recommend HPV vaccine

GP PN

n (%) n (%)

My patients will comply if | counsel them about:

Safe sex behaviour (condom, abstinence) 85 (?9(15 ?6629{31)) 69 é54(16 _57?2))
Regular Cervical Screening (frequency <3 years) 85 (8922(235098)) 68 (263,35(89_2969%5))
A e | e o
| am comfortable addressing sexual behaviour with adolescent patients 85 ?922(926_15368; 69 (Sz(gi‘;:ég
Vaccination against an STI may encourage risky sexual behaviour in 33 8(9.6%)* 63 25 (36.8%)*

adolescents (2.4-16.8) (25.3-48.3)
| will recommend an HPV vaccine to my patients:

L . 81(95.3%) 66 (95.7%)
If itis publicly-funded 85 (90.4-100) 69 (91.2-100)
. . . 65 (76.5%) 51(72.9%)
Even if my patients have to pay for it 85 (68.8-84.1) 70 (60.6-85.1)
I will be most likely to recommend the HPV vaccine to:
66 (84.6%)* 36 (63.2%)*
Females aged 9-12 years 78 (75.2-94.0) 57 (50.0-76.3)
81 (100%)* 59(90.8%)*
Females aged 13-15 years 81 (100.0-100.0) 65 (82.7-98.9)
67 (81.7%) 55 (91.7%)
Females aged 16-26 years 82 (75.5-87.9) 60 (83.8-99.6)
16 (21.9%) 16 (30.2%)
Females aged 27-45 years 73 (12.2-31.6) 53 (17.8-42.6)
37 (51.4%) 25 (49.0%)
Males aged 9-15 years 72 (41.2-61.5) 51 (35.3-62.8)
*  Agree ='Strongly Agree + Somewhat Agree'
t+ Cl=Confidence Interval
+ Denotes a difference of statistical significance (p-value < .05) when compared to other provider type
About half of all participants would be likely conducted after approval and licensing but prior
to recommend the vaccine to boys aged 9-15. to the widespread public distribution of any
Females aged 27-45 were the most unlikely age HPV vaccine. This survey found that most GPs

group to receive support for vaccine reccommenda-  and PNs were aware of new scientific evidence
tion from either GPs or PNs. about HPV infection and HPV-related conditions.
Similar to other studies,?** most Christchurch
Twelve percent of GPs and 17% of PNs indicated ~ providers know that HPV is a very common STL
that they have not received enough information. While some early provider studies found little
knowledge about the link between HPV infection
and cervical cancer, more recent studies, includ-

Discussion ing this one, indicate that this connection has
This is the first NZ study to provide descrip- been made.'¢2%2'2430 Differences in knowledge
tive estimates of the knowledge, attitudes and may be linked to the availability of vaccines or
intentions of GPs and PNs about key issues the timing of the studies and more information
surrounding HPV infection and its prevention. may have been accessible to the participants of
Unlike most previous studies, this study was this study.
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Most Christchurch providers correctly reported
that immunisation with the HPV vaccine will
not eliminate the need for cervical screening,.
Currently available vaccines do not protect
against all pathologic HPV types, and vaccinated
individuals are not protected against viral types
to which they have already been exposed.*
Furthermore, benefits of vaccination may be
reduced if a false sense of protection results in

a decrease in cervical screening practices. This
study is consistent with other studies of HPV-
related knowledge that show providers may not
completely understand the relationship of genital

warts to genital cancers by HPV type.!21:522

The influence providers perceive they have over
the reception of their counselling messages
may gauge the potential effectiveness of HPV
management and vaccine delivery practices in
Christchurch. When compared to the Canadian
survey of providers,” the results are similar with
most providers confident that their counselling
messages are well-received. This implies that
Christchurch providers believe they are able

to influence patient behaviour and that their
patients trust them.

Social stigma related to STIs, or vaccination
against an STI, has been voiced as a concern by
parents and young women."”* Although some
studies reported a reluctance by some providers to
discuss sexual behaviour with adolescents or their
parents, these findings were mostly reported from
surveys and qualitative research on paediatricians
in the USA.2*%3¢ Although GPs in Christchurch
and paediatricians in the US are not directly
comparable, this reluctance does not appear to be
a concern as the majority of GPs in this study are
quite comfortable with these discussions.

This study did, however, demonstrate that
Christchurch PN respondents were less com-
fortable with addressing sexual behaviour with
adolescents and their perception of increased
sexual risk-taking behaviour after immunisation.
It is unknown whether those who are vaccinated
against HPV will participate in more risky sexual
behaviour although previous adolescent research
suggests they will not."® Nevertheless, providers
should continue to reinforce the importance of
safe sexual behaviour post-vaccination because

of the health risks posed by STIs other than the
HPV types included in the vaccine. In Christch-
urch, vaccine uptake is high in relation to the
rest of NZ.*” However, providers may anticipate
challenging barriers to immunising children
against an STI that are not present with other
childhood vaccines. Reluctance by providers to
discuss sexual behaviour with preadolescents or
to address parental concerns about vaccination
may reduce vaccine uptake.

Most previous studies which questioned intention
to recommend the HPV vaccine by age, found
that across provider specialties there was a greater
intention to recommend HPV vaccination for
older as compared to younger adolescents.'® While
this study found similar results among PN, all
Christchurch GPs who took part in this study
reported that they would recommend the vaccine
for girls aged 13-15 years. This is consistent with
other studies of nurses which also found a linear
increase in acceptability for age of administration
for 11-17 years of age.*® This reluctance to vacci-
nate young adolescents may be due to perceptions
that their patients are at low risk for HPV infec-
tion or concerns about discussions of sexuality.

Compared to the 7% of Canadian GPs who
reported having sufficient information, Christch-
urch GPs indicated that they were better
informed.? This indicates that more informa-
tion may have been available at the time of

this survey. It should be noted that half of the
Christchurch providers still reported that they
had received only somewhat sufficient informa-
tion implying that further educational efforts
about HPV and HPV vaccines are warranted.

Limitations

The response rate was low although higher than
some earlier studies.'*® Provider surveys about
HPV which have achieved the highest responses
have used monetary incentives and computer-
assisted options whereas this survey did not.?**
It is of interest that more GPs than PNs who
attended the small group meeting participated in
the survey. This study was unlike other studies
about HPV which sampled nurses and achieved
extremely high response rates.’*** However, it

is similar to a previous survey of Christchurch
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primary care providers conducted in 1996, which
also reported a low participation by PNs in
contrast to GPs.*” Non-response bias, which sug-
gests that the attitudes of those who responded
may differ from those who did not respond, is
also a possibility. Although most GPs and PNs
practising in Christchurch were invited to attend
the meeting, not all chose to do so. Perhaps the
knowledge and attitudes of the participants of this
survey differed from other Christchurch GPs and
PN, or that the providers who chose to attend the
Pegasus meetings were more interested in the top-
ics being presented than those who did not attend.
Because survey uptake was only 39% overall and
analysis to compare the collected demographics

in this group with the broader GP/PN profile and
then the national demographics of GPs and PNs
was not undertaken, these results cannot be easily
generalisable to the NZ GP/PN population.

It is difficult to assess the amount of informa-
tion to which GPs and PNs were exposed prior to
survey distribution. The announcement placing
Gardasil® on the National Immunisation schedule
was made concurrent with the administration of
this survey and it is reasonable to assume that
providers may have had different amounts of
information exposure.

While this survey covered intentions to recom-
mend HPV vaccination, it did not address knowl-
edge about, and attitudes to the vaccine.

Recommendations

Because practice nurses expressed more discom-
fort than GPs about addressing adolescent sexual
behaviours, additional nurse education and train-
ing in counselling techniques may be helpful.

A disinclination by some PNs to recommend
vaccination to younger adolescent girls indicates
a need for clear education about the logic for
completing the HPV vaccination series before
girls become sexually active. It is important for
providers, patients and parents to understand
the vaccine limitations. Providers may benefit by
having materials designed to aid their discus-
sions and reduce patients’ anxiety, psychosocial
distress, and relationship issues associated with
an HPV-related diagnosis or in relation to HPV
vaccination.

Future research

The effectiveness of the HPV Immunisation Pro-
gramme will be best understood through further
studies over time. Future quantitative research

to discover the actual vaccine recommendations
by providers and vaccine uptake by patients will
allow comparisons to the intentions described in
this study. Qualitative research can expand upon
and explore issues which have been identified.
Focus group discussions or interviews may help
to explain the reluctance of some providers to
recommend immunisation to younger adolescents.
Further investigation of reasons surrounding
discomfort addressing sexual behaviour with
adolescents or perceptions about risky sexual be-
haviour after HPV vaccination is also suggested.
This study did not identify perceptions among
providers about barriers to HPV immunisation
which may be due to cultural or religious belief,
nor did it specifically address challenges to reduc-
ing inequalities that exist between socioeconomic
or ethnic groups.

Conclusion

This study has highlighted areas which may
inform future educational efforts to improve
providers’ knowledge of clinically important
issues about HPV. Applying new information in
practice could translate into more accurate and
relevant counselling messages when GPs and PNs
provide cervical cancer screening, HPV vaccina-
tion or manage patients with genital warts or
other HPV-related infections.
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APPENDIX

Office Use Only

Date:
Session:

UNIVERSITY
al

OTAGO

T Whare Wiknanga o Onlps

Knowledge, Attitudes, and Practices,
of General Practitioners and Practice Nurses
In Christchurch
about HPV and HPV Vaccines

& This survey is voluntary and completely anonymous.

(& The questionnaire should only take 5 — 10 minutes to complete.

@ please answer ALL of the questions.

(@ When finished, please leave the questionnaire on the table, with a Pegasus
representative, or kindly return the completed questionnaire in the stamped
and addressed envelope provided. Mailing address: PO Box 4511,
Christchurch 8041.

{2 Please feel free to call 377- 3397 if you have any questions about this
survey.

Thank you for taking time to complete this questionnaire!

Your timely response is appreciated.

Please turn the page to begin 2>



Section 1

» Please answer the following questions about yourself and your practice:

X__Please mark the response that best applies to you.

1. What type of health care provider are you? 5. How many years have you been in practice?
, General Practitioner Years

> Practice Nurse

6. Which ethnic group do you belong to?

2. Do you offer cervical screening in your (please mark X all that apply to you)
practice?
New Zealand /European
____Yes Maori
No Tongan
Samoan

i 2
3. Whatis your ager Cook Island Maori

___ Years Niuean
Chinese
4. What is your gender? ___Indian
Female Other (please state):
1

> Male

Section 2

» Please indicate if you agree or disagree with these statements:

For each row, please circle one number Agree Disagree Not Sure

HPV is the most common sexually transmitted infection.............. Lo 2 3
Persistent HPV is a necessary cause of cervical cancer .............. Lo 2 3

Anogenital warts induced by HPV 6 and 11 are cervical
CANCET PrECUTSOTS . euit ittt et ett e tee eet e teeet et e ee e e e e eete et e aees Lo 2 3

Immunisation with the HPV vaccine will eliminate the need
for cervical SCreeNiNg..........uiiiiiie e P 2 3

Most HPV infections will clear without medical treatment............. S 2 3

Please go on to the next page 2>



Section 3

» Please indicate if you agree or disagree with these statements:

For each row, please circle one number Strongly Somewhat Somewhat Strongly
Agree Agree Disagree Disagree

1. My patients will comply if | counsel them about:

a) Safe sex behaviour (condom, abstinence)................. T 2 B 4
b) Regular screening (frequency <3years) ..........cccceeeee. Lo, 2 B 4
c) HPVvaccination.............ccoooiiiiiiiiiii e e T 2 B 4

2. | am comfortable addressing sexual behaviour with
adolescent patients ........o.ovviiiie i T 2 B 4

3. Vaccination against an STl may encourage risky
sexual behaviour in adolescents..........cccvveiieiiniienieennn 1o, 2, B 4

4. | will recommend an HPV vaccine to my patients:

a) Ifitis publicly-funded.........cc.cooviiiiiiiiii Lo, 2 B 4
b) Even if my patients have to pay for the vaccine

(estimated cost $120 per doSe).........ccoevviviiiiiiiiiiinnnne Lo 2 B 4
c) If it protects against both cervical cancer and

anogenital WartS........oooovveieiiee i Lo, 2 B 4
d) If it only protects against cervical cancer ................... Lo, 2, B 4

5. 1 will be most likely to recommend the HPV vaccine to:

a) Females aged 9-12 Years ........coccovviieiiiiieiiieee e Lo, 2 B 4
b) Females aged 13-15y€ars ........ccovvveiiiiieneeieeeiieeeninnn, Lo, 2 B 4
c) Males aged 9-15 yearS.........ocovevviiiiiiiiiiiiieeeeee Lo 2 B 4
d) Females aged 16-26 YearS........cccceuveeeiuiiiiniiniiiieeenine 1o, 2 B 4
e) Females aged 27-45 YearsS ......cccvevieeeviiiiiiiieieeeeiien T 2 B 4

6. So far, the information | have received about HPV and HPV vaccines is:
(please mark X only one) 1 Not sufficient

2> Somewhat sufficient
3 Sufficient

Please turn the page to finish >



Section 4

» Please indicate where you would look for new information on HPV or HPV vaccines:

For each row, please circle one number Very Quite Somewhat Not at all
Likely Likely Likely Likely

1.

a) Ministry of Health 1

b) Immunisation Advisory Centre (IMAC) ..........coiviiiininnnnn. 1

Cc) Immunisation COOrdinators .........coveiiiiiire i iiieienens Tooiiiiiiiens

d) Independent Provider Associations (Pegasus) ................ Lo,

e) New Zealand Professional organisation guidelines .......... Tooiiiiiiiens

f) International guidelines (CDC, ACS, etC)......cccevevieiniinnnnn. 1

g) Journals and Scientific literature ................coociviiiiiieenn. 1

h) ColleagUes .......ieuiiiiie i Lo, 2

i) Pharmaceutical companies ... 1... 2.

J)  INEEINEt e s Lo, 2

k) Other (please specify)

» Please indicate the importance of topics to be included in clinical training materials
and clinical decision support tools to guide the prevention and management of HPV

infection:
For each row, please circle one number Very Quite Somewhat Not at all
Important Important Important Important

2.

a) Natural history of HPV related disease ...............ccccceeeenn. Lo, 2

b) Epidemiology/prevalence of HPV infection .... 2 3

c) Vaccine development .......ooiviii it 1 2 3

d) Vaccine safety profile .................o Lo, 2 3

e) Vaccine efficacy and effectiveness ...............cccooiiii i, Lo 2 3

f) Impact of the vaccine on screening policy and practice...... Lo, 2 3

g) Cervical cancer screening/ management of Pap results...... Lo 2, 3

h) Genital warts management 3

i) HPV counseling 2 L3

j) Psycho-social issues related to HPV .............cccoiiiiiean. T, 2 s 3

k) Other (please specify)

Thank you for your participation in this survey !

Your completed questionnaire can be turned in at the meeting .
or mailed back in the postage-paid envelope provided.





