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ABSTRACT
Purpose: Vaccination of adolescent girls against human papillomavirus (HPV) significantly reduces the 
incidence of cervical cancer. HPV vaccines are available in Pakistan but plans to develop HPV vaccination 
program are at a nascent stage. We conducted a formative study to explore adolescent girls’ knowledge 
and perspectives on HPV and cervical cancer and collect their recommendations for implementing an HPV 
vaccination program in their community.
Methods: Using qualitative exploratory study design, we conducted four focus group discussions (FGDs) 
with 12 adolescent girls per group in District West, Karachi. We recruited unmarried girls aged 16–19 years 
from schools and community settings between May—December 2020. Data analysis was done using 
NVivo.
Results: Overall, participants displayed a positive attitude toward HPV vaccine. However, they were 
unfamiliar with basic concepts related to female reproductive health. Female relatives were indicated as 
girls’ preferred point of contact for discussions on HPV and cervical cancer, but fathers were portrayed as 
decision-making authority on vaccination. Participants indicated vaccine hesitancy among parents may 
affect HPV vaccination uptake. Girls suggested individual household visits and community-based camps 
as strategies for successful implementation of HPV vaccination program. A solid foundation of trust 
between girls’ families, program managers, and other stakeholders emerged as a key asset for the 
program’s success.
Conclusion: Adolescent girls’ suggestions of informing key decision-makers in the family (particularly 
fathers) of the benefits of HPV vaccination, establishing trust with vaccine providers, and increasing 
accessibility of vaccinations should be explored for successful implementation of an HPV vaccination 
program in Pakistan.
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Introduction

Cervical cancer is the fourth most common cancer in women 
worldwide, with >570,000 reported cases and >310,000 deaths 
per year.1 Virtually all cervical cancer cases are caused by 
sexually-acquired infection through human papillomaviruses 
(HPV).2 The World Health Organization recommends adoles-
cent girls aged 9–14 years to receive two doses of the HPV 
vaccine before initiation of sexual activity.2

In Pakistan, cervical cancer is the third most frequent cancer 
among women,3 and also the third leading cause of female 
cancer deaths.4 In 2020, there were >5,000 new cervical cancer 
cases, amounting to 5.5% of all female cancer cases in Pakistan, 
and >3,100 cervical cancer deaths.3 Most (88%) cervical cancer 
cases in the country were attributed to infections with HPV 
types 16 and 18, which are both vaccine-preventable.4,5 HPV 
vaccination is available in Pakistan, but is not included in the 
national immunization schedule.

The design and evaluation of HPV vaccination programs in 
countries worldwide has rarely incorporated adolescent girls’ 
perspectives.6-8 However, integrating adolescents’ recommen 

dations when developing a health intervention that is directly 
relevant to them may help to design a well-targeted program, 
implemented more effectively in the local context. We conducted 
this formative study to explore adolescent girls’ knowledge and 
perspectives on HPV and cervical cancer and collect their recom-
mendations for the design and implementation of a future HPV 
vaccination program in Sindh province, Pakistan.

Methods

Background settings

Karachi is the capital of Sindh province, Pakistan. It is home to 
around 16 million people, with an average annual growth rate 
of 2.6% and a literacy rate of 78%.9,10 Administratively, Karachi 
is subdivided into six districts, which are further sectioned into 
a total of 178 union councils (UCs),11 the smallest geographic 
administrative unit.12 We recruited participants from District 
West, the largest district in Karachi. It comprises seven differ-
ent towns subdivided into a total of 30 UCs with a mixed 
urban-rural infrastructure.12 The district covers a population 
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of 3.9 million residents with mixed socioeconomic, religious, 
and ethnic background;9 a male:female ratio of 1.1; and infant 
and maternal mortality rates of 25 and 4 per 1,000 individuals, 
respectively.13

Study design

We used a qualitative exploratory study design and conducted 
focus group discussions (FGDs) with adolescent girls in 
District West, Karachi. At the end of the last FGD session, 
each girl received a small gift in compensation for her time and 
effort in this study. The gifts were non-monetary and consisted 
of a notebook and a pen. Participants were also provided 
refreshments (tea and snacks) during the FGDs. Necessary 
infection control measures related to the ongoing SARS-CoV 
-2 pandemic, including social distancing and mask wearing, 
were in place throughout recruitment and data collection.

Sample size

We aimed to interview up to 60 adolescent girls. The target sample 
size was based on a predicted thematic saturation after 4 FGDs, 
with allowance for one extra FGD if saturation was not reached.

Participants and recruitment

We recruited participants at two public secondary schools 
selected through convenience sampling in two different towns 
in District West. During inception meetings with school man-
agements, we obtained formal permission to conduct participant 
recruitment on the school premises. An introductory talk was 
given to all grade 8–10 students to explain the background and 
objectives of this research. Talks were given in the presence of 
teachers, and students were encouraged to ask questions. After 
each talk, hard copies of the study consent form were distributed 
(to be taken home) to all girls whose eligibility was confirmed by 
the field team (eligible girls were unmarried and aged 16 to 19  
years). In Pakistan the age of majority to consent is 18 years, 
therefore, parental consent was obtained from all study partici-
pants. During the following days, signed written consent forms 
were collected until the target sample size was reached.

In addition, we engaged a Lady Health Worker (LHW), 
a female health practitioner who commonly provides door- 
step primary care services in Pakistan, to recruit participants 
through household visits in a third town in District West. 
Households of eligible girls were selected through convenience 
sampling. During in-person visits, the LHW explained the 
study to girls’ parents or guardians and collected written con-
sent forms from those who agreed for their daughter/grand-
daughter to participate.

Contact details, baseline socio-demographic characteristics, 
parental age, educational level, and occupation, were collected 
from all participants.

Focus group discussions

We conducted four FGDs with 12 participants each. Girls were 
informed about the date, time, and venue for their respective 
FGD sessions through a phone call. For girls recruited at 

schools, FGDs were carried out in dedicated classrooms allo-
cated by the school management. In the community setting, 
FGDs were conducted in meeting rooms within government 
health facilities.

All FGDs were conducted in the local language (Urdu). 
Each FGD comprised two two-hour sessions over the course 
of one to two days. Before commencing the FGD, a trained 
interviewer answered any outstanding questions from partici-
pants. All sessions were audio-recorded, and a note-taker took 
detailed notes throughout each session.

The semi-structured topic guide included open-ended ques-
tions and discussion prompts on the following topics:

(1) Adolescent girls’ knowledge and attitudes towards cer-
vical cancer, HPV infection, and HPV vaccination, 
including risk perceptions and perceived safety and 
efficacy of the HPV vaccine.

(2) Vaccination decision-making dynamics within girls’ 
families, including participants’ own ability to be part 
of the decision-making process for HPV vaccination.

(3) Participants perceived informational needs regarding 
HPV vaccination, including girls’ preferred sources of 
information, and main criteria for choosing one infor-
mation source over the other.

(4) Factors participants would consider important for the 
successful implementation of an HPV vaccination pro-
gram in their community, including age-appropriate 
information channels; recruitment and informed con-
sent procedures; ideal vaccination location and admin-
istration procedures; follow-up methodology; inclusion 
of hard-to-reach populations.

To ensure validity and reliability of the FGD tool, we piloted 
the semi-structured interview guide with girls in one partici-
pating school. Since sexual and reproductive health is 
a sensitive topic of discussion in the local context, the piloting 
helped ensure that prompts were appropriate and captured the 
essence of the research question. Following piloting and parti-
cipant and interviewer debriefing, iterative revisions were 
made in the interview guide by removing some duplicate 
questions, reordering the prompts and updating their lan-
guage. Triangulation of FGD recordings and comparison and 
discussion of notes among investigators also helped ensure that 
the FGD guides were valid and reliable.

Data analysis

Descriptive analysis of participants’ demographic characteris-
tics was performed using STATA 14.2 software.

For the qualitative analysis, FGDs were transcribed verba-
tim, translated into English, and analyzed by thematic analysis 
using NVivo 11 software. The investigators first examined the 
transcripts repeatedly to familiarize themselves with the data, 
and added notes and analytic memos to the transcripts to 
interpret the data and begin the initial coding process. After 
this, a coding frame was developed using an open coding 
approach by enlisting the notes/memos into categories and 
subcategories, (level 1 (root) and level 2 (sub) codes respec-
tively). A definition and description were added to each of 
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these codes to make it evident when to assign other text to this 
code. As additional data was analyzed, it was either collated 
under existing categories or additional categories were added 
to reflect emerging findings in the codebook. Themes were 
simultaneously extracted and relationships between codes 
were analyzed to merge them and determine the key themes 
in the data. Lastly, thematic charting was done to rearrange the 
data extracts according to appropriate thematic references in 
charts to interpret the findings.14,15

Two investigators independently coded all four transcripts. 
For the first two FGDs, the investigators discussed and com-
pared the codes, for the third and fourth FGDs, the investiga-
tors independently added the codes in the codebook either 
under existing categories or created additional categories to 
reflect emerging findings. A third investigator was engaged to 
resolve any discrepancies. The investigators ensured that data 
saturation was reached for the analysis i.e. they continued the 
analysis until no new codes were emerging from the additional 
data and no further insights were originating from the analysis.

To maintain rigor in the analysis, we aimed for reflexivity in 
the team through including investigators with diverse back-
grounds. Both the coders were public health experts, but had 
varying socio-cultural backgrounds. Close coordination and 
discussions between the coders helped bring diverse perspec-
tives while interpreting the results to maintain objectivity of the 
research. Additionally, the coders and investigators frequently 
referred to the recordings of the FGDs as well as the notes of 
the study implementation team that commented on the rap-
port with participants, main topics that were discussed, and 
nonverbal communication, to ensure all perspectives were 
accounted for in the results.

Ethics approval

This study was approved by the Institutional Review Board of 
Interactive Research and Development (IRD_IRB_2020_04_001) 
and the Institutional Review Board of the National University of 
Singapore (S-19-030).

Results

Study population

Between September 20 and 24 December 2020, a total of 48 girls 
participated in the FGDs from schools and community settings. 
We approached a total of 317 girls across three towns of District 
West in Karachi out of which 96% (305/317) were approached at 
secondary schools, and 4% (12/317) were approached through 
household visits. Among girls approached at schools, 48% (146/ 
305) were younger than 16 years, and none were married. 
Guardians of 30% (48/159) of eligible girls consented for their 
daughter/granddaughter to participate in this research. Those 
who refused consent were either not interested in the study or 
were worried participation would result in the girl missing school 
lessons or being vaccinated against HPV. Consenting participants 
from schools were divided into 3 separate FGD groups. Out of 48 
girls recruited in schools, 75% (36/48) ultimately took part in 
FGDs. Twelve girls who initially consented to take part in the 
study were not present on the day of data collection. All 12 girls 
invited to take part in this study during household visits were 
eligible and took part in a fourth FGD (Figure 1).

Average age of study participants was 17.1 years. 
Participants had an average of three siblings, and 63% (30/48) 
of participating girls were born at home. A total of 23% (11/48) 

Figure 1. Participant recruitment chart between September and December 2020, recruitment was conducted at two secondary schools and through household visits in 
District West, Karachi. Unmarried girls aged 16 to 19 years were included. FGD= Focus group discussion.
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of the girls’ fathers and 40% (19/48) of the girls’ mothers were 
not educated. All fathers were employed, while 79% (38/48) of 
mothers worked as home makers (Table 1).

Knowledge

Overall, girls displayed a good understanding of virology, and 
60% (29/48) were able to describe viruses as harmful agents 
that can “cause infection [. . .] [focus Group; FG1, Participant; 
P10], spread quickly [. . .][FG4, P8], and transmit from one 
person to another [FG3, P2]”. However, 96% (46/48) of the 
girls harbored specific misconceptions regarding the mode of 
transmission of HPV. Individual participants believed that the 
virus is transmitted through “poor hygienic conditions”[FG4, 
P3], by “using objects from an infected person” [FG3, P5] or 
“through breathing” [FG2, P9]. 71% (34/48) of the participants 
had no specific knowledge of the HPV vaccine, but they were 
able to identify vaccination as a “protective” [FG1, P5] inter-
vention against infection. Half of the girls (50%, 24/48) 
expressed interest in finding out more about the benefits and 
effectiveness of the HPV vaccine, as well as vaccination side 
effects.

A majority of the girls’(92%, 44/48) knowledge of female 
anatomy and reproductive health was poor, and 42% (20/48) 
had never heard of a uterus or cervix before this study, even 
though age- and culture-appropriate language was used. 
Despite these knowledge gaps, 79% (38/48) of the participants 

were still able to recognize cervical cancer as a female disease: 
“These organs do not exist in men, this is why they can’t get 
[cervical] cancer” [FG4, P7].

Risk perceptions

All the girls (100%, 48/48) perceived cancer as a severe disease, 
which can “cause internal destruction and destroy a person 
completely” [FG3, P7]. But since most girls had not heard the 
term ‘cervical cancer’ before the study, 48% (23/48) assumed it 
was a rare illness. Because of the uncertainty surrounding the 
relationship between HPV infection and cervical cancer, 81% 
(39/48) of the girls were unable to correctly identify risk factors 
of cervical cancer: “[Cervical cancer] is a virus and since 
a farmer lives in unhygienic condition [. . .], this can also happen 
to him”[FG1, P2]. Among 10% (5/48) of the girls, being well 
informed about cervical cancer was perceived as a protective 
factor: “[Cervical cancer] might not happen to [. . .] a teacher, 
[as] she must have all the information about this, and she can 
take care of herself” [FG1, P4]

Information sources

Participants mentioned numerous information sources to col-
lect information on HPV vaccination. Girls’ preferred sources 
were either doctors (69%, 33/48) and nurses (12%, 6/48), or 
individuals who are already part of their everyday life, includ-
ing family (46%, 22/48), friends (15%, 7/48), teachers (27%, 13/ 
48), and neighbors (15%, 7/48). Other frequently used infor-
mation channels were instant messaging applications (15%, 7/ 
48), internet search engines (65%, 31/48), community health 
workers (19%, 9/48) and social media (33%, 16/48), such as 
Facebook (29%, 14/48) or Instagram (4%, 2/48). Less coveted 
sources included traditional healers (12%, 6/48), and mass 
media, such as news channels (12%, 6/48), TV shows (12%, 
6/48), and newspapers (12%, 6/48).

When choosing information delivery channels for the dis-
semination of information on the HPV vaccine to the broader 
community, girls considered accessibility to be a key requisite. 
For instance, 17% (8/48) of the girls regarded internet not be 
appropriate as the main source of information, because “most 
people don’t have access to it” [FG3, P11], and people “some-
times don’t know how to use it and won’t be able to search it” 
[FG3, P9]. TV may not be a good medium to spread informa-
tion specifically related to HPV and cervical cancer, because 
“news and TV is mostly watched by male members, [. . .] and it’s 
possible that they might not share the information with other 
family members. Hence, information could not be [conveyed] to 
[the] target population” [FG1, P2].

HPV vaccination program

Vaccination decision-making
Mothers (81%, 39/48), sisters (19%, 9/48), and other female 
relatives (21%, 10/48) were indicated as girls’ preferred point of 
contact for discussions related to HPV and cervical cancer. 
However, fathers (50%, 24/48) were generally portrayed as 
the definitive decision-making authority with regards to vacci-
nation. In many of the girls’ families, “if [the] father says no, 

Table 1. Participants’ characteristics: Baseline socio-demographic indicators 
among study participants (n = 48) and their guardians.

Indicator Mean SD

Participant’s age (years) 17.1 ±.8
Father’s age (years) 44.6 ±11.3
Mother’s age (years) 41.0 ±5.0
Number of siblings 3 ±3
Ethnicity n %

Muhajir 16 33.3
Punjabi 13 27.1
Sindhi 12 25.0
Pashto 5 10.4
Balochi 2 4.2

Birth place
Home 30 62.5
Hospital 18 37.5

Father’s education
No education 11 22.9
Primary (1–5 years) 10 20.8
Secondary (6–10 years) 21 43.8
Higher Secondary (11–12 years) 5 10.4
Bachelors and above (≥13 years) 1 2.1

Mother’s Education
No education 19 39.6
Primary (1–5 years) 11 22.9
Secondary (6–10 years) 11 22.9
Higher Secondary (11–12 years) 6 12.5
Bachelors and above (≥13 years) 1 2.1

Father’s Occupation
Private Organization 19 39.6
Daily wages 10 20.8
Self-employed 8 16.7
Others 11 22.9

Mother’s Occupation
Home maker 38 79.2
Others 10 20.8

SD= Standard deviation.
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then no one can argue with him” [FG1, P10]. However, 56% 
(27/48) of the girls regarded mothers as efficient agents of 
persuasion and several girls were adamant that “if [the] mother 
agrees to [vaccination], then she could easily convince the father” 
[FG3, P2].

Elderly family members (31%, 15/48) can also play a crucial 
role, because “if the information is provided by younger people, 
[parents] are not convinced [. . .], but if similar information is 
given by some elderly person in the family, they accept it”[FG1, 
P6]. However, 2% (1/48) of the girls postulated that elderly 
relatives may not acknowledge the existence of cervical cancer, 
if they were not aware of the disease before the HPV vaccine 
was offered to a girl in family.

Vaccine hesitancy and refusal
More than half of the participants (56%, 27/48) indicated vaccine 
hesitancy as the most likely obstacle to successful implementation 
of an HPV vaccination program (Figure 2). Girls anticipated that 
parents, and fathers in particular (33%, 16/48), may hesitate to 
provide consent to HPV vaccination for their daughters, and 
some (17%, 8/48) expected their parents would not agree to 
vaccination “by any means” [FG1, P4]. Fear of vaccination side 
effects and similar misconceptions including cosmetic issues 
(10%, 5/48), such as a “scar mark on [girls’] hands” [FG1, P5] 
were highlighted as key reasons. Girls attributed the spread of 
these misconceptions to the general lack of information on vacci-
nation among parents (27%, 13/48), as well as the circulation of 
negative rumors about vaccines in their community (49%, 22/48): 
“Because they have heard negative things about vaccination from 
people [. . .], they won’t agree to it [themselves]” [FG1, P1].

HPV vaccine educational campaign
60% (29/48) of the girls suggested a multi-channel, commu-
nity-based educational campaign should be implemented 
alongside the HPV vaccination program, to increase the like-
lihood of parents giving consent and potentially mitigate the 
impact of vaccine hesitancy on the program. 17% (8/48) of the 
girls’ recommended that the campaign should not be limited to 
the families of eligible girls, but rather target their entire com-
munity. Girls expected the campaign’s impact to be greatest if 
information was delivered through several different channels at 
the same time, including school- or community-based 

information camps (27%, 13/48), dedicated websites (15%, 7/ 
48) and instant messaging groups (29%, 14/48), household 
visits (67%, 32/48), street banners or flyers (37%, 18/48), 
announcements at religious gatherings (27%, 13/48), and peer 
education (25%, 12/48). Half of the girls (50%, 24/48) believed 
community-based polio workers could also play an important 
role: “When they go for polio vaccination, they will spread HPV 
information as well” [FG3, P1].

HPV vaccination program implementation
When developing strategies for implementation of HPV vacci-
nation program in their communities, 42% (20/48) of the girls’ 
recommended household visits in the community, because this 
would allow the inclusion of girls who do not attend school or 
are otherwise marginalised (Figure 3). To ensure accessibility, 
60% (29/48) of the girls believed vaccination itself should then 
be offered at community-based camps (a stationary or mobile 
solution set up at a central place within the community to 
deliver short-term medical interventions such as immuniza-
tions to the targeted population), because “it would be difficult 
for all to go to [a] hospital or [a] clinic to get vaccination” [FG2, 
P8]. In addition, community-based vaccination would encou-
rage vaccination uptake among those who do not trust vacci-
nations at healthcare facilities, such as general practitioner 
clinics. However, 44% (21/48) girls suggested that vaccine 
should be administered by a doctor in the presence of girl’s 
parents or other adult family members. Half of the participants 
(50%, 24/48) did not anticipate high dropout rates between the 
first and second HPV vaccine dose, unless a girl had pain or 
other side effects following the first injection: “If they get any 
side effects [. . .], they will not go for second dose” [FG1, P9]. 
Therefore, 31% (15/48) participants suggested efforts should be 
made to mitigate vaccination side effects at the point of deliv-
ery. In addition, 29% (14/48) of the participants recommended 
a vaccination record with a follow-up appointment date should 
be issued to each girl and girls’ contact details should be 
collected to allow call reminders prior to the second dose.

Trust
The theme of trust emerged in different contexts throughout 
the FGDs as a key asset for the success of the HPV vaccination 
program (Figure 3). Girls’ conscious suggestion to identify 

Figure 2. Fueling and mitigating factors for vaccine hesitancy and refusal.
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eligible individuals through household visits was linked to the 
goal of building a trustful relationship with parents before 
inviting girls to be vaccinated: “We will visit their homes and 
tell them about [HPV] vaccine. We will take parents in confi-
dence and take their permission to vaccinate their children” 
[FG2, P10]. According to our participants, trust would also 
play a key role in girls’ decision whether or not to return for 
the second vaccination dose: “It’s just a matter of trust. If [girls] 
trust, they will come [back]” [FG1, P3].

Discussion

This study was the first to analyze young adolescents’ perspec-
tives on HPV vaccination in Pakistan, and to involve youth into 
formative discussions on the implementation of HPV vaccine 
programs in their community. Although several countries suc-
cessfully rolled out HPV vaccination programs,16 program 
design and evaluation have rarely included adolescents’ 
perspectives.5–7 Our study focused on seeking girls’ perspectives 
on HPV vaccination only, given they will be the primary target 
population of an upcoming HPV Vaccination Program in the 
country. Study participants displayed an overall positive attitude 
toward HPV vaccine, but indicated vaccine hesitancy among 
parents as the most likely obstacle for successful implementation 
of an HPV vaccination program in their community. Girls gave 
critical input for the development of a HPV vaccination pro-
gram, where eligible girls are recruited through individual 
household visits and vaccine is administered at community- 
based camps, which would ensure both good accessibility and 
a broader outreach. A solid foundation of trust between girls’ 
families, program managers, and other stakeholders emerged as 
a key asset for the program’s success.

School-based vaccination has proven a successful strategy to 
achieve high HPV vaccine coverage in many countries,17,18 and 
was previously indicated as the most acceptable approach by 
adolescents in the United States.19 However, our study partici-
pants consistently argued that community-based vaccination 
delivery would be preferable in the local setting, because it 
may improve accessibility and promote vaccination uptake 
among those who do not trust healthcare facilities. In 
November 2019, Pakistan introduced typhoid conjugate vaccine 

administration through schools and hospitals. While this pro-
gram achieved high coverage, with >9.4 million children vacci-
nated in Sindh province alone,20 its success was largely 
attributed to comprehensive community engagement, which 
was crucial to build trust in the newly introduced vaccine and 
preempt refusals.20 Although school-based HPV vaccination 
has been strongly recommended for low-middle income coun-
tries (LMICs),21 other strategies may be considered in a country 
like Pakistan, where mass immunization campaigns and out-
reach activities are regularly implemented in the community.22

Trust emerged as a key asset to persuade parents to provide 
consent and to maintain high schedule completion rates among 
girls. Little research exists to explicitly examine the concept of 
trust in the context of vaccination, especially in LMICs.23 Recent 
findings from Pakistan suggest fixing supply-oriented problems 
within immunization programs would be key to increase trust in 
vaccination among citizens.24 Evidence from Europe showed 
that lack of trust in health authorities, healthcare workers, and 
new vaccines was significantly associated with increased HPV 
vaccine hesitancy.11 However, determinants of trust may vary 
across epidemiologic conditions, cultural norms, and socio- 
political environment.25 More in-depth research is needed to 
better define the nuances of trust in the local context and build 
resilience against factors potentially undermining it over time.

This study revealed significant knowledge gaps and miscon-
ceptions regarding female reproductive health among adoles-
cent girls. In Pakistan, the school curriculum lacks formal 
reproductive health education, and discussion of female repro-
ductive health is attached to stigma and social taboo.26 Thus, 
most adolescents are unequipped to nurture and adequately 
take care of their health.27 The timely addition of sexual and 
reproductive health components to the primary and secondary 
school curriculum would be essential to pave the way for future 
educational campaigns promoting HPV vaccination.

Adolescents who took part in this study were able to for-
mulate their informational needs in an accurate, detailed man-
ner. Their proposed educational campaign included peer 
education, and they often carved out a role for themselves as 
information messengers for their family. Actively leveraging 
adolescents’ existing motivation and drive could boost the 
impact of a potential educational campaign and vaccination 

Figure 3. Participant suggestions for implementation of a HPV vaccination program.
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program, especially because adolescents’ attitudes may have 
a direct positive influence on parental decisions on whether 
to consent to HPV vaccination.28–30

Although none of the participants expressed any sort of anti- 
vaccine sentiment themselves, several girls revealed that anti- 
vaccine attitudes are deeply entrenched in their families. This 
confirms findings from a previous study in Karachi, where only 
20% of adult women stated they would consent to their daughter 
being vaccinated against HPV.31 Hesitancy with regards to HPV 
vaccination is also common in other LMICs in the same region, 
and is often attributable to similar concerns regarding the vaccine’s 
safety and efficacy.32,33 In addition, HPV vaccination is designed to 
prevent illness much later in life, which may be more difficult for 
both parents and adolescents to appreciate. In existing HPV vac-
cination programs, public misconceptions regarding the vaccine 
were the most frequently reported obstacle to vaccine uptake.6,33 

Future research efforts could be directed toward interviewing 
parents and caregivers to understand their perspectives and per-
ceptions around the HPV vaccine, and further investigate the 
possible reasons and remedies for vaccine hesitancy.

Unlike young children, adolescents exhibit an expanding 
capacity to make informed choices. Their involvement into 
health decisions that are directly relevant to them, including 
vaccination, is increasingly valued around the world.34 

However, parents’ authority in making decisions on their chil-
dren’s health is often prioritised over young people’s auton-
omy, and this can have direct implications on the acceptance of 
vaccination programs.35 This finding is consistent with our 
study’s finding which confirms male family members particu-
larly fathers as a key decision-maker in family.

Limitations

Knowledge of female reproductive health, cervical cancer, 
and HPV vaccine was limited among study participants, 
restricting the scope and depth of the FGDs. However, 
most girls demonstrated a sufficient level of understanding 
for a prolific discussion to be established, and they were 
able to draw on the available information to develop perti-
nent recommendations.

We observed a high consent refusal rate (70%), one of the 
reasons for which was that caregivers worried that the girls 
may get vaccinated against HPV if they participated in the 
study. While this may limit our sampling frame in terms of 
generalizability, it also corroborates the finding that vaccine 
hesitancy against HPV would be a challenge that will have to 
be addressed as part of the future roll-out of an HPV 
Program in the country. None of the approached girls men-
tioned fear of SARS-CoV-2 infection as a reason for refusing 
to take part in this study. However, refusal data was not 
collected systematically, so it is possible that this may have 
played a role. Moreover, girls did not express any unease in 
sharing their ideas within their discussion group, and gave 
explicitly positive feedback on both their interactions with 
the team and the overall environment during the FGDs.

Finally, parental attitudes toward vaccination were reported 
through the lens of their adolescent daughters, and may not 
fully correspond to parents’ actual stances.

Conclusions

This formative research helped develop a set of context-specific 
recommendations for the implementation of an HPV vaccination 
program in Pakistan reflective of adolescent girls’ perspectives. 
Based on the participants recommendations, the following strate-
gies should be explored for successful implementation of an HPV 
vaccination program in Pakistan; establishing trust with vaccine 
providers, increasing accessibility of vaccinations and vaccine- 
related knowledge through community-based informational cam-
paigns and vaccination camps, and informing key decision- 
makers in the family, particularly fathers, of the long-term benefits 
of HPV vaccination to counter vaccine hesitancy and refusal.
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