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ABSTRACT
Pertussis vaccination of parents and household contacts (‘cocooning’) to protect newborn infants is
an established strategy in many countries, although uptake may be low. Many aspects may influence
such decision-making. We conducted a cross-sectional survey (NCT01890447) of households and
other close contacts of newborns aged ≤6 months (or of expectant mothers in their last trimester) in
Spain and Italy, using an adaptive discrete-choice experiment questionnaire. Aims were to assess the
relative importance of attributes influencing vaccine adoption, and to estimate variation in vaccine
adoption rates and the impact of cost on vaccination rates. Six hundred and fifteen participants
(Spain, n = 313; Italy, n = 302) completed the survey. Of 144 available questionnaire scenarios, the
most frequently selected (14% of respondents in both countries) were infant protection by house-
hold vaccination at vaccination center, recommendation by family physician and health authorities,
with information available on leaflets and websites. The attribute with highest median relative
importance was ‘reduction in source of infection’ in Spain (23.1%) and ‘vaccination location’ in
Italy (18.8%). Differences between other attributes were low in both countries, with media attributes
showing low importance. Over 80% of respondents indicated a definite or probable response to
vaccine adoption (at no-cost) with estimated probability of adoption of 89–98%; applying vaccine
costs (25€ per person) would reduce the probability of uptake by 7–20% in definite/probable
respondents. Awareness of these determinants is helpful in informing Health Authorities and
healthcare practitioners implementing a cocooning strategy for those populations where maternal
immunization is not a preferred option.
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Introduction

Although effective vaccines against pertussis disease (caused by
Bordetella pertussis) are available, with widespread implementa-
tion in childhood immunization programs, the incidence of this
disease has increased in recent years.1,2 Epidemiological studies
report a shift in the relative incidence from school-age children
to adolescents and adults including older adults, in whom per-
tussis immunity (natural or vaccine-induced) has waned, and
towards newborns and unvaccinated younger infants, in whom
pertussis morbidity and mortality is greatest.2-4

Pertussis induces substantial direct medical costs among
European countries.5–7 In Catalonia (Spain), total direct
healthcare costs in children with pertussis aged 0–9 years in
2012–13 exceeded 700,000€5 while in Portugal, total costs for

pertussis hospitalizations were higher than 2,500,000€ from
2000 to 2015.6

Maternal immunization is the most effective strategy to
reduce the risk of pertussis in newborns.2,8 Nevertheless,
alternative strategies are important when maternal immuniza-
tion is declined. Protection of unvaccinated newborns via
cocooning, where parents and other household contacts at
risk of infection are vaccinated so forming a shield against
newborn infection is an important strategy, especially in the
absence of maternal immunization or as an additional com-
plementary approach when disease prevalence is high.8-11

Cocooning has been recommended in the United States since
2006 while in Europe, cocooning has been recommended in
a number of countries (e.g., France, Switzerland, and
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Germany) and may also be recommended following acute per-
tussis outbreaks (e.g., in Australia).8,12-17 However, implementa-
tion is highly variable and vaccine uptake by parents and other
close contacts of newborns is often incomplete. For example, in
France, although parental immunization (especially in mothers)
has increased in recent years since the implementation of
a national policy in 2004, a recent study reported that immuni-
zation of both parents was found in only 26% of families with
infants aged <12 months.13 Data from Switzerland indicates that
in the years immediately following implementation of cocooning
in 2011, only 23% of mothers and 17% of fathers of newborns
were vaccinated, and vaccination of all close-contacts was seen in
only 7% of households with newborns.15

A range of determinants (or attributes) that influence vaccine
uptake/acceptance by parents and household contacts have been
reported, including risk of transmission to an infant, vaccine
access and cost, healthcare professional (HCP) recommenda-
tions and disease awareness.18-23 Key determinants may vary in
different countries and in different target groups (e.g., mother
and partner), and understanding these aspects are important in
developing and implementing a successful cocooning strategy.

In Spain, pertussis maternal immunization is well implemen-
ted in all regions (Catalonia was the first region to implement it
in January 2014) with uptake around 80%24 while in Italy,
maternal immunization is also recommended (and free of
charge). In both countries, cocooning has been proposed as an
adjunctive preventive strategy.25-27 To inform policy and deter-
mine which attributes of a pertussis cocooning vaccination
strategy are important in parental decision making, we con-
ducted a cross-sectional web-based survey in both countries,
using an adaptive discrete-choice experiment (ADCE) question-
naire (also called an adaptive choice-based conjoint [ACBC]
analysis) to measure preferences among households and other
close contacts of newborns aged ≤6 months of age and among
expectant mothers in their last trimester or their partners.

Discrete-choice experiments (DCE) are increasingly used
to evaluate individuals’ vaccination preferences and under-
lying decision-making.28-32 While DCE allows participants to
choose from a pre-defined set of attributes, an ADCE format
allows more individualized choices, with successive choice
scenarios adapted to previous questions in an interactive
manner. In this ADCE approach, the respondent is first
asked to identify their most ideal vaccination scenario, based
upon key determinants that may influence choice (source of
infection and likelihood of infection to the newborn, duration
of protection, cost, vaccination location, recommendation by
doctors or health authorities and supporting information and
other opinions). For each respondent, the relative importance
of each attribute is measured and ranked, and their personal
preferences for specific attributes valued.

For the present study, the questionnaire was designed to
minimize interaction between attributes i.e., to reduce the like-
lihood that preference for one attribute (or attribute level)
affects the relative preference of another. This was achieved
using the Sawtooth Software which uses a multinomial logit
model and hierarchical Bayesian analysis when calculating
part-worth utilities for each attribute and levels. Therefore,
the survey questionnaire shows orthogonality between attri-
butes (i.e., minimal correlation or interaction between

attributes) and minimal overlap with level balance (i.e., each
attribute appears only once in a choice set and attribute levels
occur at an equal frequency within the questionnaire). In
addition, the presence of any relevant co-linearity between
model parameters was ruled-out following visual inspection
of a scatter matrix presenting dependences between Monte-
Carlo samplings of the joint posterior distribution of the para-
meters (Supplementary Figure 1).

The primary objective was to assess the relative importance
of attributes that influence decision making in adopting per-
tussis vaccination by close contacts, with preferences evalu-
ated within each country. Additional objectives included
estimation of variations in pertussis vaccination adoption
rates by contacts, the impact of vaccine costs on adoption
rates, and to evaluate the role of demographic factors (e.g.,
gender, age) in choices and rates.

Results

Survey participants

Following a pilot questionnaire (scoped and developed based on
focus group feedback), as described in the Methods section
below, between January 2015 and February 2016 a total of 615
respondents completed the final questionnaire; 313 from Spain
and 302 from Italy. Demographic characteristics of participants
are shown in Table 1. Mean participant age (35 years) was
similar in both countries and over 96% lived with their partner.
Spanish participants were equally matched in terms of gender,
while in Italy the majority of respondents (79%) were female. In
Spain, 61.3% of respondents were expecting a child, while in

Table 1. Characteristics of participants who completed the final study
questionnaire.

Parameter
Spain

(N = 313)
Italy

(N = 302)

Personal data
Age in years, mean (range) 34.9

(20.0–67.0)
35.9

(19.0–62.0)
Gender, n (%)

Female 157 (50.2) 237 (78.5)
Male 156 (49.8) 65 (21.5)

Ethnicity, n (%)
Caucasian 300 (95.8) 289 (95.7)
Arabic/North African 8 (2.6) 3 (1.0)
African/African-American 1 (0.3) 2 (0.7)
Other 4 (1.3) 8 (2.6)

Education level, n (%)
Primary school 19 (6.1) 4 (1.3)
High school 81 (25.9) 153 (50.7)
Bachelor’s degree 59 (18.8) 48 (15.9)
University degree 96 (30.7) 65 (21.5)
Other 58 (18.5) 32 (10.6)

Living with a partner, n (%) 303 (96.8) 291 (96.4)
Already has children, n (%)

1 114 (36.4) 135 (44.7)
2 or more 61 (19.5) 135 (44.7)

Expecting child, n (%) 192 (61.3) 7 (2.3)
Pertussis experience
Personal or family member or social contacts with

prior infection, n (%)
27 (8.6) 97 (32.1)

Previous pertussis vaccination, n (%)
Yes 61 (19.5) 59 (19.5)
Yes, and within previous 10 years 3 (1.0) 14 (4.6)
Yes, but cannot recall when 28 (8.9) 30 (9.9)
No 102 (32.6) 135 (44.7)
Uncertain 150 (47.9) 108 (35.8)
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Italy only 2.3% were expectant. Most participants already had
children although the proportion was higher in Italy (89.4%)
than in Spain (55.9%). While education levels were broadly
comparable in either country, more Spanish respondents had
a University degree than Italian respondents (Table 1).

Most participants had no prior direct experience of pertussis
(either personal or within their family/social contacts), although
perception of pertussis was more frequent in Italy than in Spain
(32.1% and 8.6% respectively). In either country, less than 20%
of patients could recall any prior pertussis vaccination and most
that did so could not clearly recall when this was; the number
reporting vaccination anytime within the previous 10 years was
low; Spain (1.0%) and Italy (4.6%) (Table 1).

Questionnaire experience

The questionnaire was well understood by most respondents,
with 94.9% of Spanish respondents and 97.4% of Italian
respondents understanding all of the survey questions;
Spanish respondents took slightly longer in completion time
than in Italy (21.1 and 15.2 minutes respectively). An example
of a questionnaire choice is shown in Supplementary Figure 2.

Preferred scenarios for vaccine decision making

Participants built their preferred vaccination scenarios based
upon key attributes included in the questionnaire (Table 2).
Among the 144 scenarios fully available to the respondent,
infant protection by household vaccination at a vaccination
center, recommended by a family physician and health autho-
rities, with information available on leaflets and websites, was
the scenario most frequently selected (by 14% of the survey
sample in both countries) (Table 3). In both countries, vaccine
recommendation by both family physician and health autho-
rities was important, along with supportive information pro-
vided both by leaflets and websites. The proportion choosing
their partner and other children to be vaccinated in preferred
scenarios was lower in Italy than in Spain. Italian participants

favored immunization at vaccination centers, while many
Spanish respondents opted for vaccine administration by their
family physician or maternity unit.

Relative importance of attributes that influence vaccine
decision making

The relative importance of individual attributes varied
between countries. The attribute showing the highest relative
importance for Spanish respondents was the reduction in
source of infection (median, 23.1%; mean, 24.0%) with other
criteria of less importance (Figure 1 and Supplementary Table
1). In Italy, the differences in relative importance between
attributes were low, with median values mostly in the range
of 8.5–15%, with the highest importance assigned to vaccina-
tion location (median, 18.8%; mean 20.4%). In both countries,
the two attributes reflecting perception of media and social
contacts scored very low in relative importance (median
values, Spain, 3.1% and Italy, 3.5%).

When ranking the individual relative importance (cal-
culated for each participant), a slight majority of Spanish
respondents (50.2%) selected ‘vaccination(s) & source(s) of
infection’ as the most important attribute, while only 9.9%
of Italians did so (Supplementary Table 2). In contrast,
vaccine administration location (28.8%) and vaccine cost
(26.8%) were selected as having highest individual relative
importance by Italians. Overall, based on respondent’s
individual relative importance estimates, the number of
instances each attribute was selected as the most impor-
tant differed significantly between countries (Chi-squared
test, P < 0.01).

The number of instances each attribute was selected as one
of the three most important attributes, based on each respon-
dent’s relative importance, is shown in Supplementary Table 3.
Comparisons between specific respondent subgroups did not
show any significant association with participant gender (with
p-values of 0.08 and 0.21 for Spain and Italy respectively).
Similarly, no apparent associations between participants’ level

Table 2. Attributes and level of attributes used for the formal study questionnaire.

Attribute Levels

Vaccination(s) & source(s) of infection You only and could account for 39% of infections
You and your partner and could account for 55% of infections
You, your partner and your older child and could account for 84% of infections

Cost per person 25 euro
0 euro

Vaccination location At the pediatrician’s private practice
At the maternity unit, after delivery
At the vaccination center
At the family physician

Vaccine protection (years) 5
10
15

Recommended by Family physician
Pediatrician
Health Authorities
Family physician and the health authorities

Information You only receive the information orally
A printed leaflet is available for you to bring home
A printed leaflet and a website are available to ask questions online

TV, Newspaper, Radio Adverse
Favorable

Social network, Friends, Facebook, Twitter Adverse
Favorable
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of education or participant age (i.e., between those <35 years
and ≥35 years old) and attribute ranking were observed (data
not shown). The study, however, was not powered to demon-
strate specific differences in subgroups between or within
countries.

Preferences among each attribute

For each attribute, we analyzed the perceived value of the various
options proposed (with adjustment for multiple-comparisons
using the Bonferroni method). For most attributes, the choice
of lowest attribute preference and of attribute preference order
was identical in both countries (Figures 2 and 3 and
Supplementary Table 4). Exceptions were for ‘vaccination loca-
tion’, where ‘pediatrician’s private practice’was least preferred in
Spain and vaccination at the ‘maternity unit post-delivery’ was
least preferred in Italy, with minor changes to the ranking of
recommendation source. Ranking of ‘vaccination(s) & source(s)
of infection’ options showed a consistent preference for higher
level of reduction in source of infection, together with a higher
number of contacts being vaccinated. The availability of leaflets
and websites as sources of information was preferred in both

countries over traditional oral communication (which was least
preferred). Having both family physicians and health authority
entities recommending vaccination consistently favored vaccine
adoption. Among each attribute, the various options chosen
were statistically superior to the least preferred option used as
the reference, with the only exception being the ‘Health autho-
rities’ recommendation source in Italy (P = 0.05) with ‘Family
physician’ attribute as reference.

Vaccine adoption

The proportion of participants choosing probable or definite
vaccine adoption was high (Table 4 and Figure 4). When asked
about their subjective opinion on adoption under their preferred
(zero cost) vaccination scenario (as rated on a 5-point Likert-
scale), a majority of respondents in both Spain (90.4%) and Italy
(80.8%) indicated a definite or probable adoption response,
although a larger proportion of Spanish participants definitely
would adopt vaccination (63.7%) than in Italy (39.1%).

The estimated probability of vaccination adoption under their
preferred (zero cost) vaccination scenario was 97.7% for Spanish
respondents and 95.8% for Italian respondents (Supplementary

Table 3. Most ideal vaccination scenario selected by at least 3% of the Spanish and Italian participants.

Vaccination(s) & source(s) of
infection Cost Location

Duration of
protection
(years) Recommended by Information provided by Media

Social
network n %

Spain (N = 313)
You, your partner and your older

child and could account for
84% of infections

0€ Vaccination
center

15 Family physician and
health authorities

Printed leaflet and a website
to ask questions online

Favorable Favorable 46 14.7%

You, your partner and your older
child and could account for
84% of infections

0€ Family
physician

15 Family physician and
health authorities

Printed leaflet and a website
to ask questions online

Favorable Favorable 34 10.9%

You, your partner and your older
child and could account for
84% of infections

0€ Maternity
unit, post-
delivery

15 Family physician and
health authorities

Printed leaflet and a website
to ask questions online

Favorable Favorable 23 7.3%

You, your partner and your older
child and could account for
84% of infections

0€ Maternity
unit, post-
delivery

15 Pediatrician Printed leaflet Favorable Favorable 13 4.2%

You and your partner and could
account for 55% of infections

0€ Family
physician

15 Family physician and
health authorities

Printed leaflet and a website
to ask questions online

Favorable Favorable 12 3.8%

You, your partner and your older
child and could account for
84% of infections

0€ Family
physician

15 Family physician Printed leaflet and a website
to ask questions online

Favorable Favorable 12 3.8%

You, your partner and your older
child and could account for
84% of infections

0€ Maternity
unit, post-
delivery

15 Pediatrician Printed leaflet and a website
to ask questions online

Favorable Favorable 11 3.5%

You, your partner and your older
child and could account for
84% of infections

0€ Family
physician

15 Family physician and
health authorities

Printed leaflet Favorable Favorable 10 3.2%

Italy (N = 302)
You, your partner and your older

child and could account for
84% of infections

0€ Vaccination
center

15 Family physician and
health authorities

Printed leaflet, and a website
to ask questions online

Favorable Favorable 42 13.9%

You and your partner and could
account for 55% of infections

0€ Vaccination
center

15 Family physician and
health authorities

Printed leaflet and a website
to ask questions online

Favorable Favorable 12 4.0%

You only and could account for
39% of infections

0€ Vaccination
center

15 Family physician and
health authorities

Printed leaflet and a website
to ask questions online

Favorable Favorable 12 4.0%

You, your partner and your older
child and could account for
84% of infections

0€ Vaccination
center

15 Health authorities Printed leaflet and a website
to ask questions online

Favorable Favorable 11 3.6%

You and your partner and could
account for 55% of infections

0€ Vaccination
center

15 Pediatrician Printed leaflet and a website
to ask questions online

Favorable Favorable 11 3.6%

You and your partner and could
account for 55% of infections

0€ Vaccination
center

15 Health authorities Printed leaflet Favorable Favorable 10 3.3%

Respondents were asked to select their preferred option for each of the 4 attributes for which options were not offered logically (‘Vaccination and source(s) of
infection’; ‘Location’; ‘Recommended by’; and ‘Information provided by’. For other attributes, respondent choice was imputed based upon the best logical answer
(Cost, €0; Duration, 15 years; Media, favorable; Social network, favorable).
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Table 5). Vaccine costs had an impact on adoption.When vaccine
costs (25€ per person) were applied, the probability of uptake fell
by 7–10% in those participants initially choosing to definitely
adopt; from 97.7% to 91.0% in Spain and from 95.8% to 86.4%
in Italy. In those choosing to probably adopt, the probability of
uptake also fell (from 90.5% to 73.7% in Spain and from 89.3% to
69.4% in Italy). For those participants who were less certain, a 25€
vaccine cost lowered adoption rates by 11–30% (Supplementary
Table 5 and Supplementary Figure 3). These reductions in the
probability of uptake in the various Likert-scale categories are the
consequence of the preferences for zero cost vaccination
(Figure 4).

Discussion

Understanding key determinants of decision-making is an
important aspect of vaccine policy and implementation to
counteract vaccine hesitancy. While previous cross-sectional
questionnaire studies have evaluated parental personal and
psychosocial determinants of cocooning adoption,20,21 to our
knowledge this is the first study formally evaluating broader
aspects of pertussis cocooning using a conjoint approach.

An adaptive approach to DCE is an established method in
evaluating healthcare choices,33-36 and comparisons between
adaptive and more standard DCE approaches show compar-
able results,37-39 with the adaptive approach allowing screen-
ing of a larger number of attributes and levels with a lower
number of subjects. ADCE also limits some bias.40 An adap-
tive implementation (i.e., ADCE) was considered to provide
a better fit to the aims of our surveys than a DCE approach;
mainly due to the greater amount of individualized data
collected and the lower variance offered by the ADCE
approach compared with that obtained from a static DCE
approach. Attribute levels were selected based upon vaccina-
tion and implementation policy, with data for the relative
proportion of infant infection due to specific types of house-
hold contacts based on that reported by Wiley et al.41

Our survey indicates that the uptake of pertussis vaccina-
tion to provide indirect protection to their newborn infant in
a cocooning strategy was positively received by mothers and
fathers in both Spain and Italy, with 89–98% indicating
a definite or probable adoption response. This is consistent
with previous studies exploring attitudes to cocooning, with
surveys conducted in Dutch and Australian populations

Figure 1. Relative importance of attributes.

The distribution of the individual relative importance across subjects is presented for each attribute, separately for each country. The individual estimates of the
relative importance are derived from the Bayesian estimations of the part-worth utilities using a hierarchical multinomial logit model.

The limits of the boxes represent the 1st and 3rd quantiles and the bars in the middle represent the medians. The symbols within the boxes represent the means.
The whiskers around the boxes extend up to 1.5 times the interquartile ranges. All extreme observations are shown using symbols beyond the whiskers.
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reporting positive intention rates of 78% and 96%
respectively.20,21 The respondents’ most frequent preferred
scenario was one that offered the greatest protection; vaccina-
tion of all household contacts (i.e., themselves, their partner
and older children), an aspect also supported by Dutch and
Australian studies, where risk perception (of pertussis disease
and transmission to infant) and expected efficacy of the per-
tussis vaccination were key themes in forming a positive
opinion to cocooning, with such perceived vaccine benefits
being an independent predictor of vaccine uptake.19,21,22

Vaccination habit seems to have an important influence on
respondent preferences. In Italy, greater preferences seem to
be given to vaccination centers, which are well established in
delivering disease-prevention measures for all ages. However,
in Spain, vaccination settings are different: children receive
vaccinations in primary care centers by a pediatric nurse
assigned to the child, whereas adults are administered vacci-
nations by a public health nurse assigned to the adult. Due to
these organizational differences between Spain and Italy, the
importance of preference location and specific location of
delivery was more variable between the two countries.

The majority of our survey respondents in both countries
had limited perception or experience of pertussis and vac-
cine recommendations by both their family physician and
the health authorities were important factors in their deci-
sion-making, along with information about benefits (both
printed information and that available on a website). In

comparison, the value of other media information or that
from social contacts were considered less important. The
value and source of professional recommendations in influ-
encing adoption of vaccination in general and of pertussis
cocooning in particular has been reported in a number of
studies,14,18-20,26,42-45 In China, vaccination promotions have
been shown as influencing parent attitudes toward children
vaccination44 and, in sub-Saharan Africa, access to informa-
tion has been highlighted as being a key determinant in
reducing the rates of missed opportunities for children
immunization.45 In Australia, one study found that willing-
ness to receive pertussis vaccination post-partum was 7-fold
greater in women who had received a recommendation
compared to those without any such information,43 and
a second Australian study found that acceptance was 1.7
times more likely following a recommendation.19 Studies
performed elsewhere e.g., in the United States, report even
greater influences of professional recommendations on
adoption of pertussis cocooning.46

We found some differences in the relative importance of
attributes in either country (e.g., reduction in infection risk
was more important to Spanish respondents, whereas location
of vaccine delivery was more important to Italian respon-
dents). Notably, gender did not appear to influence the rela-
tive importance of these determinants on vaccination choices.

Cocooning prevention is less cost effective than maternal
immunization, as a high reduction in the numbers of sources of

Figure 2. Relative utilities and utility differences in Spain.
Mean part-worth utilities are presented using a colored line connecting all levels for the same attribute. Bonferroni-adjusted p-values for the difference compared to
the utility of the lowest level are presented close to each point.
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infection requires vaccinating all household contacts and poten-
tially other newborn-contacts.47 As such, cocooning should be
considered when maternal ante-partum vaccination should be
avoided or when it is not the mother’s personal preference.

Data on the impact of vaccine cost on the adoption of
a cocooning strategy by close contacts is limited. In our
survey, we found that including a vaccine cost (of 25€ per
person) had a relatively minor effect on the probability of
vaccine adoption in the most convinced ‘Definitely will buy’
respondents (63.7% and 39.1% of Spanish and Italian respon-
dents respectively). In those subjects that answered ‘Probably
will buy’ a reduction in the mean probability of 16–20% was
observed in that group. Vaccination cost is therefore an
important factor in vaccine adoption, especially in those that
have some hesitations or doubts; 26.7% and 41.8% of all
respondents in Spain and Italy respectively.

In Italy, the tetanus-diphtheria-acellular pertussis decennial
booster vaccine (Tdap) for adults and elderly is now included
free of charge as part of the National Immunization Program. In
view of our survey results, an increase of Tdap acceptance by
a broader group of eligible adults could be realized in Italy,
provided that other important determinants (i.e., place of vac-
cination, recommendation by physicians and authorities, etc.)
are fulfilled. In contrast, in Spain, Tdap is provided at no cost
only to pregnant women and healthcare workers, and so uptake
by other adult close contacts may be influenced by cost.

Our study has some limitations. Participant recruitment
makes the survey results vulnerable to selection bias. Our

survey was not designed to be representative of the Spanish
or Italian populations and reflects opinions of a random sam-
ple of subjects visiting the investigating centers (and subjects
who were not a-priori against vaccination as a prevention
measure). Our principal aim was to evaluate vaccine prefer-
ences qualitatively within each country, and pooled across
both countries if no substantial differences between Spain
and Italy were found. The statistically significant differences
we found between countries did not allow us to do so. While
we have reported some of these differences in preferences,
these should be considered in the context of a relatively small
sample size in a non-randomized cohort.

Some demographic differences between Spain and Italy may
have influenced the differences we observed in attribute rank-
ing (and indeed differences between centers within each coun-
try). For example, the majority of Italian participants already
had newborn contact and so we were unable to evaluate the
choices of expectant newborn contacts in Italy, and indeed
some attribute levels (e.g., vaccination at the maternity unit)
were therefore irrelevant and hence given a lower preference
score. As described above, differences in vaccine services and
delivery locations may also influence differences between coun-
tries. In addition, we did not formally evaluate differences
based on the relationship of the respondent (i.e., mother,
father, or another adult household contact) to the newborn or
expected newborn. Other demographic variations (including
respondent education level, income and nature of recruitment
center) could also have influenced our results, as our study

Figure 3. Relative utilities and utility differences in Italy.
Mean part-worth utilities are presented using a colored line connecting all levels for the same attribute. Bonferroni-adjusted p-values for the difference compared to
the utility of the lowest level are presented close to each point.

1086 E. LEDENT ET AL.



design and sample size did not allow stratification of results for
specific analysis of these aspects.

Finally, although a high level of internal consistency was
seen during scoping and survey development, the question-
naire was not formally externally validated according to
a formal vaccine buying and administration process.

Nevertheless, our survey identifies key aspects that influ-
ence cocooning acceptance by parents and close contacts of
Spanish and Italian newborns, and demonstrates a high rate of
positive intention of pertussis vaccine uptake.

Figure 5 summarizes the context, outcomes, and impact of
this survey for HCPs. Our survey was intended to explore
factors influencing vaccine uptake and vaccine hesitancy to
better understand how to improve patient communication.
Our survey suggests that vaccine adoption would be wel-
comed by those Italian and Spanish parents who do not

harbor inherent objections to vaccination. Appreciating the
attributes described in this survey that influence vaccine
uptake may assist communicating future pertussis vaccination
strategies as necessary. This information may be helpful in
assisting HCPs in Spain and Italy to engage with their appro-
priate vaccine target populations.

Methods

Study design and study population

This was a cross-sectional questionnaire study (NCT01890447)
conducted between January 2015 and February 2016 in 313
adults from five centers in Spain (Barcelona, Getafe/Madrid,
Leioa, Pamplona, and Parla) and in 302 adults from four
centers in Italy (San Severo, Chiavari, Ragusa, and Cuneo).

Figure 4. Probability of vaccine adoption.
Figure 4(a) represents the respondent probability of vaccine adoption using logistic regression calibrated through a series of six vaccination scenarios.
Figure 4(b) represents the proportion of respondents choosing possible likelihood of adoption level preferences. Probability of adoption is calculated considering the
most ideal vaccination scenario for each subject assuming vaccination at zero cost (solid curve) and at a cost of 25€ per person (dashed curve) presented for both
Spain and Italy. Probabilities are based upon the subjective opinions of the respondents on their likelihood of adoption under their ideal vaccination scenario. The
‘Definitely will not buy’ category included in Supplementary Table 5 is not presented graphically as the number of subjects contributing to that category was not
sufficient to provide reliable estimates.

Table 4. Participant’s subjective opinions on vaccine adoption under their most preferred scenario.

Countrya
Definitely will not buy Probably will not buy Might or might not buy Probably will buy Definitely will buy

n % n % n % n % n %

Spain (N = 311) 5 1.6% 4 1.3% 21 6.8% 83 26.7% 198 63.7%
Italy (N = 297) 3 1.0% 10 3.4% 44 14.8% 124 41.8% 116 39.1%

Respondents were presented scenarios based upon their previous survey responses, as included in their preferred scenarios. Data presented corresponds to the
likelihood of vaccination adoption for that scenario. A Likert-scale was used to capture respondents’ readiness to ‘buy’ (i.e., adopt) the proposed vaccination option.

aSome subjects did not complete this section of the survey (Spain, n = 2; Italy, n = 5).
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Participants were households or other close contacts of new-
borns aged ≤6 months of age (or expectant mothers in their last
trimester or their partners), recruited from those receiving
routine pre- or post-natal obstetric care. All participants had
to be ≥18 years of age, capable of understanding the question-
naire, and had to be eligible to receive pertussis booster vacci-
nation (with no history of pertussis vaccination in the previous
2 years). Individuals not fulfilling these criteria or those with
self-declared objections to vaccination, those with a history of
pertussis in the last 5 years before the start of the study, and
those with unstable chronic health condition(s) were ineligible.
No financial incentives were offered.

Study questionnaire development

The study was performed in two stages; an initial pilot ques-
tionnaire design phase followed by a formal enrolment study
phase. Before the pilot phase, draft questionnaire development
was facilitated by a focus group approach.48 Three investigator-
led focus groups (drawn fromHCPs and parent representatives)
were formed in each country (between September-December
2013) and a range of potential attributes to be considered for
inclusion in the questionnaire were discussed, along with how to
present attribute choices. All feedback was collated and centra-
lized. The key attributes were identified and their level of impor-
tance formed the basis of a draft questionnaire, which included
1) an explanation of pertussis infection and the rationale for
cocooning; 2) study objectives; and 3) a sequence of questions
regarding reasons/attributes that influence vaccination choice
and levels of importance. In general, the results from Spanish
and Italian focus groups were consistent.

Both the pilot draft questionnaire and the final formal
survey questionnaire were designed and implemented using
the Sawtooth Software SSI-Web version 8.4.8 (Sawtooth
Software; SSI Web, Orem, Utah, United States). Identical

questionnaires were administered in both countries; question-
naires were initially developed in English and then translated
into Spanish and Italian language versions.

In the pilot phase, approximately 50 participants from each
country were randomized (computer generated 1:1 ratio) to
complete either the DCE or ADCE questionnaire (conducted
between September 2014 and January 2015). Based on the
pilot phase, an ADCE format was considered more suitable
for the formal survey; in particular, as some subjects consid-
ered some attributes as unacceptable (suggesting non-
compensatory behavior) we preferred to use a methodology
that accounted specifically for such behavior. In addition,
these attribute levels were further defined and updated with
the final questionnaire showing near-complete orthogonality
(i.e., minimal correlation between attributes).

Final questionnaire

Demographic data (age, gender, education status, number of
children, contacts at home, and pertussis vaccination history)
were collected from each respondent completing the final
questionnaire (between January 2015 and February 2016).
The definitive questionnaire comprised questions on eight
attributes; source of infection and likelihood of infection to
the newborn; duration of vaccine protection; vaccine cost;
vaccination location (primary care physician’s office, pediatri-
cian’s office, vaccination center/clinic, in maternity unit fol-
lowing delivery); source of vaccination recommendation (i.e.,
pediatrician, primary care physician and/or health authority);
source of supporting information (oral, printed leaflet and/or
internet-based); and opinions expressed in traditional (news-
papers, television/radio) and social media or by acquain-
tances. Each attribute was described in terms of distinct
scenarios so generating a number of choice sets with two or
more hypothetical options.

Figure 5. Focus on the patient section.
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Sample size and data analysis

Determining sample size in conjoint analyses is challenging,49 as
this depends on the proportion of respondents choosing each
attribute scenario. As this was unknown to us prior to enrol-
ment, we adopted an incidence precision approach50 fromwhich
we anticipated that, for a minimum number of 8 choice sets per
participant, a minimum of 200 individuals from each country
was required to achieve 10% precision at a 95% confidence level.
The sample size was increased to 250 to account for any non-
minimal-variance in questionnaire design. In actuality, over 300
participants from each country were recruited.

All data was anonymized and the statistical analyzes were
performed using the Sawtooth Software SSI-Web version 8.4.8
and SAS (version 9.4M2 on Windows). Data on participant
demographics and attribute relative importance are presented
in descriptive terms. The relative importance of attributes indi-
cates the impact of that attribute in participant decision-
making in choosing a vaccination scenario, relative to all
other attributes. Utility values (‘part-worth’ values) for each
attribute were calculated using the part-worth utilities of the
multinomial logit model and hierarchical Bayesian analysis
implemented by the Sawtooth Software. Utility differences
were calculated between the most and the least preferred
options for each attribute, with the relative importance based
on the extent of these utility differences. The relative impor-
tance for each attribute was calculated for each participant,
leveraging hierarchical Bayesian analysis. Ranking of impor-
tance across attributes was based on the average relative impor-
tance values across the whole respondent population and the
proportion of participants rating that attribute as having the
highest relative importance. For preferences among specific
attributes, the differences between the mean (‘part-worth’) uti-
lities were calculated, using the lowest utility as a reference,
with approximate p-values calculated after adjustment for mul-
tiple-comparisons by the Bonferroni method.

The impact of vaccine costs on the probability of vaccine
adoption was calculated using relative utilities; the utility thresh-
old above which the respondent would adopt vaccination was
calibrated through a series of six vaccination scenarios and the
stated (subjective) likelihood of adoption for each scenario. The
utility threshold above which an adoption would occur was based
on a regression approach. Likelihood of adoption was elicited
using categories of subjective participant opinions; definitely/
probably will not buy, might ormight not buy, probably/definitely
will buy, and utilities for which the subjective opinion was super-
ior to ‘might or might not buy’ were considered to lead to adop-
tion. A logistic regression curve was calibrated on these data, using
a 50% probability of vaccination adoption at the approximate
mid-point between ‘Might or might not buy’ and ‘Probably will
buy’ levels of the Likert-scale used to capture each respondent’s
answer. Probabilities of vaccine adoption were calculated for each
participant’s most preferred scenario (zero cost) and compared to
probabilities when a 25€ per person cost was applied.

Acknowledgments

The authors would like to thank Business & Decision Life Sciences
platform for editorial assistance and manuscript coordination, on behalf

of GSK. Grégory Leroux coordinated manuscript development and edi-
torial support. The authors also thank Iain O’Neill (freelance on behalf of
GSK) for providing medical writing support. The authors would also like
to thank Janet Reyes and Laura Cappellari (GSK, Clinical Operations) for
their contribution to the study.

Authors contributions

EL, GG, EWdBG, PT, CA, WK and FM were involved in the design of the
study. All authors but FM contributed to the collection or generation of the
data. EL, MCM, FF, PT, GZ, CA, WK and FM analyzed and/or interpreted
the study data. All authors participated in the development of this manu-
script and in its critical review with important intellectual contributions. All
authors had full access to the data and gave final approval before submis-
sion. All authors agree to be accountable for all aspects of the work in
ensuring that questions related to the accuracy or integrity of any part of the
work are appropriately investigated and resolved. The work described was
carried out in accordance with ICMJE recommendations for the conduct,
reporting, editing and publication of scholarly work in medical journals.
The corresponding author had final responsibility to submit for publication.

Disclosure of potential conflicts of interest

EL, WK and FM are employees of the GSK group of companies. EL
and FM hold shares in the GSK group of companies. GG is a member
of the Regional Commission on Vaccines (Emilia Romagna Region,
Italy). GG declares that members of this Commission are asked to give
advice on how to optimize immunizations in the region and do not
have any decision-making role; the Commission has a technical and
scientific role. GG reports personal fees for board membership from
the GSK group of companies, Sanofi Pasteur MSD, Sanofi Pasteur
Italy, Seqirus, PaxVax and Merck Sharp & Dohme; personal fees for
consultancy from the GSK group of companies, Sanofi Pasteur MSD
and Merck Sharp & Dohme; personal fees for lectures from the GSK
group of companies, Sanofi Pasteur MSD, Seqirus, Merck Sharp &
Dohme, Pfizer and Novartis; and grants for participation in clinical
trials from the GSK group of companies and from Sanofi Pasteur
MSD; outside the submitted work. EWdBG reports a grant received
by the Department of Public Health, Erasmus MC – University
Medical Centre Rotterdam from the GSK group of companies to
support this study. MCM reports clinical trials fees from the GSK
group of companies to her institution during the conduct of this
study and having received grants from the GSK group of companies,
Novartis, Sanofi Pasteur MSD and Pfizer outside the submitted work.
MJFC reports grants from the GSK group of companies during the
conduct of this study. FF reports non-financial support from the GSK
group of companies during the conduct of this study and outside the
submitted work as well as non-financial support from Merck Sharp &
Dohme outside the submitted work. CA was an employee of the GSK
group of companies at the time of the study design and first results.
CA is now an employee of Takeda Pharmaceuticals. JLAZ, MTDHG,
GF, PT and GZ report no conflict of interest.

Funding

GlaxoSmithKline Biologicals SA funded this study (NCT01890447) and
was involved in all stages of study conduct, including analysis of the data.
GlaxoSmithKline Biologicals SA was responsible for all costs associated
with the development and publication of this manuscript.

Ethics

The study protocol was reviewed and approved by the ethical review
board of each participating center. Written informed consent was
obtained from each participant prior to participation. This study was
registered prospectively with ClinicalTrials.gov (NCT01890447).

HUMAN VACCINES & IMMUNOTHERAPEUTICS 1089



ORCID

Francesca Fortunato http://orcid.org/0000-0003-0665-5385
Christian Agboton http://orcid.org/0000-0002-1178-2429
Federico Marchetti http://orcid.org/0000-0001-6435-8990

References

1. Tan T, Dalby T, Forsyth K, Halperin SA, Heininger U, Hozbor D,
Plotkin S, Ulloa-Gutierrez R, Wirsing von König CH. Pertussis
across the globe: recent epidemiologic trends from 2000 to 2013.
Pediatr Infect Dis J. 2015;34(9):e222–e232. doi:10.1097/
INF.0000000000000795.

2. Gabutti G, Azzari C, Bonanni P, Prato R, Tozzi AE, Zanetti A,
Zuccotti G. Pertussis. Hum Vaccin Immunother. 2015;11
(1):108–17. doi:10.4161/hv.34364.

3. Suryadevara M, Domachowske JB. Prevention of pertussis
through adult vaccination. Hum Vaccin Immunother. 2015;11
(7):1744–47. doi:10.1080/21645515.2015.1038442.

4. Chiappini E, Stival A, Galli L, de Martino M. Pertussis
re-emergence in the post-vaccination era. BMC Infect Dis.
2013;13:151. doi:10.1186/1471-2334-13-151.

5. Plans-Rubió P, Navas E, Godoy P, Carmona G, Domínguez A,
Jané M, Muñoz-Almagro C, Brotons P. Reduction of direct health
costs associated with pertussis vaccination with acellular vaccines
in children aged 0–9 years with pertussis in Catalonia (Spain).
Pharmacoecon Open. 2018. [Epub ahead of print]. doi:10.1007/
s41669-018-0081-4.

6. Oliveira SM, Gonçalves-Pinho M, Freitas A, Guimarães H,
Azevedo I. Trends and costs of pertussis hospitalizations in
Portugal, 2000 to 2015: from 0 to 95 years old. Infect Dis
(Lond). 2018;50(8):625–33. doi:10.1080/23744235.2018.1457796.

7. DammO,Witte J, Wetzka S, Prosser C, Braun S,Welte R, GreinerW.
Epidemiology and economic burden of measles, mumps, pertussis,
and varicella in Germany: a systematic review. Int J Public Health.
2016;61(7):847–60. doi:10.1007/s00038-016-0842-8.

8. Forsyth K, Plotkin S, Tan T, Wirsing von König CH. Strategies to
decrease pertussis transmission to infants. Pediatrics. 2015;135(6):
e1475–e1482. doi:10.1542/peds.2014-3925.

9. Centers for Disease Control and Prevention (CDC). Updated
recommendations for use of tetanus toxoid, reduced diphtheria
toxoid and acellular pertussis vaccine (Tdap) in pregnant women
and persons who have or anticipate having close contact with an
infant aged <12 months — Advisory Committee on
Immunization Practices (ACIP), 2011. MMWR Morb Mortal
Wkly Rep. 2011;60(41):1424–26.

10. de Greeff SC, Mooi FR, Westerhof A, Verbakel JM, Peeters MF,
Heuvelman CJ, Notermans DW, Elvers LH, Schellekens JF, de
Melker HE. Pertussis disease burden in the household: how to
protect young infants. Clin Infect Dis. 2010;50(10):1339–45.
doi:10.1086/652281.

11. de Greeff SC, de Melker HE, Westerhof A, Schellekens JF,
Mooi FR, van Boven M. Estimation of household transmission
rates of pertussis and the effect of cocooning vaccination strategies
on infant pertussis. Epidemiology. 2012;23(6):852–60.
doi:10.1097/EDE.0b013e31826c2b9e.

12. BlainAE, LewisM, Banerjee E, KudishK, Liko J,McGuire S, SelvageD,
Watt J,Martin SW, Skoff TH. An assessment of the cocooning strategy
for preventing infant pertussis-United States, 2011. Clin Infect Dis.
2016;63(suppl 4):S221–S226. doi:10.1093/cid/ciw528.

13. Cohen R, Gaudelus J, Denis F, Stahl JP, Chevaillier O, Pujol P,
Martinot A. Pertussis vaccination coverage among French parents
of infants after 10years of cocoon strategy. Med Mal Infect.
2016;46(4):188–93. doi:10.1016/j.medmal.2016.03.005.

14. Lempereur de Guerny MC, Scauflaire M, Crabot D, Le Cossec C,
Partouche H. [Pertussis immunization within three adult popula-
tions concerned by cocoon strategy in Île-de-France]. Rev
Epidemiol Sante Publique. 2017;65(6):389–95. doi:10.1016/j.
respe.2017.06.007.

15. Urwyler P, Heininger U. Protecting newborns from pertussis - the
challenge of complete cocooning. BMC Infect Dis. 2014;14:397.
doi:10.1186/1471-2334-14-397.

16. Wiese-Posselt M, Hellenbrand W. Changes to the varicella and
pertussis immunisation schedule in Germany 2009: background,
rationale and implementation. Euro Surveill. 2010;15(16):
pii=19548.

17. Rowe SL, Cunningham HM, Franklin LJ, Lester RA. Uptake of a
government-funded pertussis-containing booster vaccination pro-
gram for parents of new babies in Victoria, Australia. Vaccine.
2015;33(15):1791–96. doi:10.1016/j.vaccine.2015.02.051.

18. Wong CY, Thomas NJ, Clarke M, Boros C, Tuckerman J,
Marshall HS. Maternal uptake of pertussis cocooning strategy
and other pregnancy related recommended immunizations.
Hum Vaccin Immunother. 2015;11(5):1165–72. doi:10.1080/
21645515.2015.1019188.

19. Hayles EH, Cooper SC, Wood N, Sinn J, Skinner SR. What
predicts postpartum pertussis booster vaccination? A controlled
intervention trial. Vaccine. 2015;33(1):228–36. doi:10.1016/j.
vaccine.2014.10.074.

20. Donnan EJ, Fielding JE, Rowe SL, Franklin LJ, Vally H. A cross
sectional survey of attitudes, awareness and uptake of the parental
pertussis booster vaccine as part of a cocooning strategy, Victoria,
Australia. BMC Public Health. 2013;13:676. doi:10.1186/1471-
2458-13-676.

21. Visser O, Kraan J, Akkermans R, Ruiter RAC, van der Velden K,
Hautvast JLA, Hulscher MEJL. Assessing determinants of the
intention to accept a pertussis cocooning vaccination: a survey
among Dutch parents. Vaccine. 2016;34(39):4744–51. doi:10.1016/
j.vaccine.2016.07.024.

22. Visser O, Hautvast JL, van der Velden K, Hulscher ME. Intention
to accept pertussis vaccination for cocooning: a qualitative study
of the determinants. PLoS One. 2016;11(6):e0155861. doi:10.1371/
journal.pone.0155861.

23. Visser O, Hulscher MEJL, Antonise-Kamp L, Akkermans R, van der
Velden K, Ruiter RAC, Hautvast JLA. Assessing determinants of the
intention to accept a pertussis cocooning vaccination: a survey
among healthcare workers in maternity and paediatric care.
Vaccine. 2018;36(5):736–43. doi:10.1016/j.vaccine.2017.12.021.

24. Centro Nacional de Epidemiología. Centro de Investigación
Biomédica en Red de Epidemiología y Salud Pública. Instituto
de Salud Carlos III. Red Nacional de Vigilancia Epidemiológica de
España. Situación de la tos ferina en España, 1998–2016. Análisis
preliminar del impacto de la vacunación de tos ferina en embar-
azadas. Madrid (Spain): Ministerio de Economía y Empresa; 2018
Apr 25 [accessed 2018 Jul 12]. http://www.isciii.es/ISCIII/es/con
tenidos/fd-servicios-cientifico-tecnicos/fd-vigilancias-alertas/fd-
enfermedades/fd-enfermedades-prevenibles-vacunacion/pdf_
2018/Situacion_de_la_Tos_ferina_en_Espana_1998-2016.pdf.

25. Campins M, Moreno-Pérez D, Gil-de Miguel A, González-Romo F,
Moraga-Llop FA, Arístegui-Fernández J, Goncé-Mellgren A,
Bayas JM, Salleras-Sanmartí L. [Whooping cough in Spain. Current
epidemiology, prevention and control strategies. Recommendations
by the Pertussis working group]. Enferm Infecc Microbiol Clin.
2013;31(4):240–53. doi:10.1016/j.eimc.2012.12.011.

26. Simonetti A, Martini I, Bonomo G, D’Avino R, Puggina P,
Vairo U, Piscopo P, Marchetti F. Improving adherence rates to
a cocooning program: a pilot experience in Italy. Hum Vaccin
Immunother. 2013;9(5):1142–45. doi:10.4161/hv.23795.

27. Tozzi AE, Rosati GV, Ciarrocchi G, Ferrera G, Gabutti G,
Giuffrida S, Locuratolo F, Marchetti F, Mereu G, Pellegrino A,
et al. Riduzione del rischio di pertosse nel neonato mediante
vaccinazione: la strategia cocoon in Italia. Riv Immunol Allergol
Pediatr. 2012;2(suppl 3):1–14.

28. de Bekker-Grob EW, Hofman R, Donkers B, van Ballegooijen M,
Helmerhorst TJ, Raat H, Korfage IJ. Girls’ preferences for HPV
vaccination: a discrete choice experiment. Vaccine. 2010;28
(41):6692–97. doi:10.1016/j.vaccine.2010.08.001.

29. Hofman R, de Bekker-Grob EW, Richardus JH, de Koning HJ,
van Ballegooijen M, Korfage IJ. Have preferences of girls changed

1090 E. LEDENT ET AL.

http://dx.doi.org/10.1097/INF.0000000000000795
http://dx.doi.org/10.1097/INF.0000000000000795
http://dx.doi.org/10.4161/hv.34364
http://dx.doi.org/10.1080/21645515.2015.1038442
http://dx.doi.org/10.1186/1471-2334-13-151
http://dx.doi.org/10.1007/s41669-018-0081-4
http://dx.doi.org/10.1007/s41669-018-0081-4
http://dx.doi.org/10.1080/23744235.2018.1457796
http://dx.doi.org/10.1007/s00038-016-0842-8
http://dx.doi.org/10.1542/peds.2014-3925
http://dx.doi.org/10.1086/652281
http://dx.doi.org/10.1097/EDE.0b013e31826c2b9e
http://dx.doi.org/10.1093/cid/ciw528
http://dx.doi.org/10.1016/j.medmal.2016.03.005
http://dx.doi.org/10.1016/j.respe.2017.06.007
http://dx.doi.org/10.1016/j.respe.2017.06.007
http://dx.doi.org/10.1186/1471-2334-14-397
http://dx.doi.org/10.1016/j.vaccine.2015.02.051
http://dx.doi.org/10.1080/21645515.2015.1019188
http://dx.doi.org/10.1080/21645515.2015.1019188
http://dx.doi.org/10.1016/j.vaccine.2014.10.074
http://dx.doi.org/10.1016/j.vaccine.2014.10.074
http://dx.doi.org/10.1186/1471-2458-13-676
http://dx.doi.org/10.1186/1471-2458-13-676
http://dx.doi.org/10.1016/j.vaccine.2016.07.024
http://dx.doi.org/10.1016/j.vaccine.2016.07.024
http://dx.doi.org/10.1371/journal.pone.0155861
http://dx.doi.org/10.1371/journal.pone.0155861
http://dx.doi.org/10.1016/j.vaccine.2017.12.021
http://www.isciii.es/ISCIII/es/contenidos/fd-servicios-cientifico-tecnicos/fd-vigilancias-alertas/fd-enfermedades/fd-enfermedades-prevenibles-vacunacion/pdf_2018/Situacion_de_la_Tos_ferina_en_Espana_1998-2016.pdf
http://www.isciii.es/ISCIII/es/contenidos/fd-servicios-cientifico-tecnicos/fd-vigilancias-alertas/fd-enfermedades/fd-enfermedades-prevenibles-vacunacion/pdf_2018/Situacion_de_la_Tos_ferina_en_Espana_1998-2016.pdf
http://www.isciii.es/ISCIII/es/contenidos/fd-servicios-cientifico-tecnicos/fd-vigilancias-alertas/fd-enfermedades/fd-enfermedades-prevenibles-vacunacion/pdf_2018/Situacion_de_la_Tos_ferina_en_Espana_1998-2016.pdf
http://www.isciii.es/ISCIII/es/contenidos/fd-servicios-cientifico-tecnicos/fd-vigilancias-alertas/fd-enfermedades/fd-enfermedades-prevenibles-vacunacion/pdf_2018/Situacion_de_la_Tos_ferina_en_Espana_1998-2016.pdf
http://dx.doi.org/10.1016/j.eimc.2012.12.011
http://dx.doi.org/10.4161/hv.23795
http://dx.doi.org/10.1016/j.vaccine.2010.08.001


almost 3 years after the much debated start of the HPV vaccina-
tion program in The Netherlands? A discrete choice experiment.
PLoS One. 2014;9(8):e104772. doi:10.1371/journal.pone.0104772.

30. Michaels-Igbokwe C, MacDonald S, Currie GR. Individual pre-
ferences for child and adolescent vaccine attributes: a systematic
review of the stated preference literature. Patient. 2017;10
(6):687–700. doi:10.1007/s40271-017-0244-x.

31. Seanehia J, Treibich C, Holmberg C, Müller-Nordhorn J, Casin V,
Raude J, Mueller JE. Quantifying population preferences around
vaccination against severe but rare diseases: a conjoint analysis
among French university students, 2016. Vaccine. 2017;35
(20):2676–84. doi:10.1016/j.vaccine.2017.03.086.

32. Poulos C, Curran D, Anastassopoulou A, De Moerlooze L.
German travelers’ preferences for travel vaccines assessed by
a discrete choice experiment. Vaccine. 2018;36(7):969–78.
doi:10.1016/j.vaccine.2018.01.004.

33. Cunningham CE, Deal K, Chen Y. Adaptive choice-based conjoint
analysis: a new patient-centered approach to the assessment of
health service preferences. Patient. 2010;3(4):257–73. doi:10.2165/
11537870-000000000-00000.

34. de Groot IB, Otten W, Smeets HJ, Marang-van de Mheen PJ;
CHOICE-2 study group. Is the impact of hospital performance
data greater in patients who have compared hospitals? BMC
Health Serv Res. 2011;11:214. doi:10.1186/1472-6963-11-214.

35. Whitman CB, Shreay S, Gitlin M, van Oijen MG, Spiegel BM.
Clinical factors and the decision to transfuse chronic dialysis
patients. Clin J Am Soc Nephrol. 2013;8(11):1942–51.
doi:10.2215/CJN.00160113.

36. Al-Omari B, Sim J, Croft P, Frisher M. Generating individual
patient preferences for the treatment of osteoarthritis using adap-
tive choice-based conjoint (ACBC) analysis. Rheumatol Ther.
2017;4(1):167–82. doi:10.1007/s40744-017-0056-4.

37. Chapman CN, Alford JL, Johnson C, Weidemann R, Lahav M.
CBC vs. ACBC: comparing results with real product selection.
Research Paper Series. Sequim (WA): Sawtooth Software, Inc;
2009 [accessed 2018 Apr 10]. https://www.sawtoothsoftware.
com/support/technical-papers/adaptive-cbc-papers/cbc-vs-acbc-
comparing-results-with-real-product-selection-2009.

38. Jervis SM, Ennis JM, Drake MA. A comparison of adaptive
choice-based conjoint and choice-based conjoint to determine
key choice attributes of sour cream with limited sample size.
J Sens Stud. 2009;27(6):451–62. doi:10.1111/joss.12009.

39. Bauer R, Menrad K, Decker T. Adaptive hybrid methods for
choice-based conjoint analysis: a comparative study. Int J Mark
Stud. 2015;7(1):1–14. doi:10.5539/ijms.v7n1p1.

40. Liu Q, Otter T, Allenby GM. Investigating endogeneity bias in
marketing. Market Sci. 2007;26(5):642–50. doi:10.1287/mksc.1060.
0256.

41. Wiley KE, Zuo Y, Macartney KK, McIntyre PB. Sources of per-
tussis infection in young infants: a review of key evidence inform-
ing targeting of the cocoon strategy. Vaccine. 2013;31(4):618–25.
doi:10.1016/j.vaccine.2012.11.052.

42. O’Leary ST, Pyrzanowski J, Brewer SE, Barnard J, Beaty B,
Donnelly M, Mazzoni S, Dempsey AF. Influenza and pertussis
vaccination among pregnant women and their infants’ close con-
tacts: reported practices and attitudes. Pediatr Infect Dis J. 2015;34
(11):1244–49. doi:10.1097/INF.0000000000000873.

43. Wiley KE, Massey PD, Cooper SC, Wood N, Quinn HE, Leask J.
Pregnant women’s intention to take up a post-partum pertussis
vaccine, and their willingness to take up the vaccine while preg-
nant: a cross sectional survey. Vaccine. 2013;31(37):3972–78.
doi:10.1016/j.vaccine.2013.06.015.

44. Zhou M, Zhao L, Kong N, Campy KS, Wang S, Qu S.
Predicting behavioral intentions to children vaccination
among Chinese parents: an extended TPB model. Hum
Vaccin Immunother. 2018;1–7. [Epub ahead of print]. doi:10.
1080/21645515.2018.1496765.

45. Ndwandwe D, Uthman OA, Adamu AA, Sambala EZ, Wiyeh AB,
Olukade T, Bishwajit G, Yaya S, Okwo-Bele JM, Wiysonge CS.
Decomposing the gap in missed opportunities for vaccination
between poor and non-poor in sub-Saharan Africa: a multi
country analyses. Hum Vaccin Immunother. 2018;14(10):
2358–64. doi:10.1080/21645515.2018.1467685.

46. Suryadevara M, Bonville CA, Cibula DA, Valente M, Handel A,
Domachowse JR, Domachowske JB. Pertussis vaccine for adults:
knowledge, attitudes, and vaccine receipt among adults with chil-
dren in the household. Vaccine. 2014;32(51):7000–04. doi:10.
1016/j.vaccine.2014.10.018.

47. Fernández-Cano MI, Armadans Gil L, Campins Martí M. Cost-
benefit of the introduction of new strategies for vaccination against
pertussis in Spain: cocooning and pregnant vaccination strategies.
Vaccine. 2015;33(19):2213–20. doi:10.1016/j.vaccine.2015.03.045.

48. Krueger RA, Casey MA. Focus groups: a practical guide for applied
research. Thousand Oaks (CA): SAGE Publications, Inc.; 2009.

49. de Bekker-Grob EW, Donkers B, Jonker MF, Stolk EA. Sample size
requirements for discrete-choice experiments in healthcare: a practical
guide. Patient. 2015;8(5):373–84. doi:10.1007/s40271-015-0118-z.

50. Louviere JJ, Hensher DA, Swait JD. Stated choice methods: ana-
lysis and applications. Cambridge (United Kingdom): Cambridge
University Press; 2000.

HUMAN VACCINES & IMMUNOTHERAPEUTICS 1091

http://dx.doi.org/10.1371/journal.pone.0104772
http://dx.doi.org/10.1007/s40271-017-0244-x
http://dx.doi.org/10.1016/j.vaccine.2017.03.086
http://dx.doi.org/10.1016/j.vaccine.2018.01.004
http://dx.doi.org/10.2165/11537870-000000000-00000
http://dx.doi.org/10.2165/11537870-000000000-00000
http://dx.doi.org/10.1186/1472-6963-11-214
http://dx.doi.org/10.2215/CJN.00160113
http://dx.doi.org/10.1007/s40744-017-0056-4
https://www.sawtoothsoftware.com/support/technical-papers/adaptive-cbc-papers/cbc-vs-acbc-comparing-results-with-real-product-selection-2009
https://www.sawtoothsoftware.com/support/technical-papers/adaptive-cbc-papers/cbc-vs-acbc-comparing-results-with-real-product-selection-2009
https://www.sawtoothsoftware.com/support/technical-papers/adaptive-cbc-papers/cbc-vs-acbc-comparing-results-with-real-product-selection-2009
http://dx.doi.org/10.1111/joss.12009
http://dx.doi.org/10.5539/ijms.v7n1p1
http://dx.doi.org/10.1287/mksc.1060.0256
http://dx.doi.org/10.1287/mksc.1060.0256
http://dx.doi.org/10.1016/j.vaccine.2012.11.052
http://dx.doi.org/10.1097/INF.0000000000000873
http://dx.doi.org/10.1016/j.vaccine.2013.06.015
http://dx.doi.org/10.1080/21645515.2018.1496765
http://dx.doi.org/10.1080/21645515.2018.1496765
http://dx.doi.org/10.1080/21645515.2018.1467685
http://dx.doi.org/10.1016/j.vaccine.2014.10.018
http://dx.doi.org/10.1016/j.vaccine.2014.10.018
http://dx.doi.org/10.1016/j.vaccine.2015.03.045
http://dx.doi.org/10.1007/s40271-015-0118-z

	Abstract
	Introduction
	Results
	Survey participants
	Questionnaire experience
	Preferred scenarios for vaccine decision making
	Relative importance of attributes that influence vaccine decision making
	Preferences among each attribute
	Vaccine adoption

	Discussion
	Methods
	Study design and study population
	Study questionnaire development
	Final questionnaire
	Sample size and data analysis

	Acknowledgments
	Authors contributions
	Disclosure of potential conflicts of interest
	Funding
	Ethics
	References

