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HPV and Cervical Cancer Prevention 

Counseling With Younger Adolescents: 

Implications for Primary Care

ABSTRACT 
PURPOSE Primary care clinicians will continue to play an important role in cervi-
cal cancer prevention, particularly with regard to administration of the newly 
licensed human papillomavirus (HPV) vaccine and continued administration of 
Papanicolaou tests. Little is known about the factors that infl uence cervical cancer 
prevention counseling, particularly in the adolescent encounter. We conducted a 
qualitative study to better understand the implications for counseling about cer-
vical cancer prevention by primary care clinicians who care for adolescents. 

METHODS We conducted in-depth interviews with 37 primary care clinicians in 
New Mexico to understand the context in which they provide anticipatory guid-
ance about sexual health risks as well as their attitudes about counseling for the 
forthcoming HPV vaccine.

RESULTS Clinicians identifi ed 4 categories of factors related to their counseling 
experiences with adolescents about HPV: (1) the need to build rapport with ado-
lescent patients, (2) the presumption that adolescent patients engage in high-risk 
behaviors, (3) the situational delivery and complexity of HPV counseling, and (4) 
perceptions of clinician and community receptivity to the HPV vaccine.

CONCLUSION Our fi ndings show that conditions of the preadolescent and young 
adolescent visit pose a challenge to the successful integration of counseling 
about cervical cancer prevention in primary care. Counseling strategies that are 
designed to emphasize a preventive focus while including parents in the discus-
sion at the time of vaccination and that are appropriate to populations with 
different cultural values and beliefs will help to enhance communication about 
cervical cancer prevention and the particular role of the HPV vaccine. 

Ann Fam Med 2007;5:298-304. DOI: 10.1370/afm.723.

INTRODUCTION

H
uman papillomavirus (HPV) ranks as the most commonly 

acquired sexually transmitted infection in the United States, 

and infection with HPV is linked to cervical cancer and genital 

warts.1,2 In June 2006, the fi rst HPV vaccine (Merck) was approved for 

females aged 9 to 26 years.3 Shortly after its approval, the National Advi-

sory Committee on Immunization Practices recommended that the vac-

cine be given to girls aged 11 to 12 years.4 

The approval of the HPV vaccine marks the beginning of a new stage 

in preventing sexually transmitted diseases (STDs) and their sequelae, in 

this case cervical cancer. Currently, the hepatitis B vaccine, administered 

during infancy, is the only existing vaccine that prevents a sexually trans-

mitted disease, although several other STD vaccines are in various stages 

of development.3,5-6 Collectively, these vaccines have the potential to serve 

as powerful disease prevention weapons against chronic illnesses, includ-

ing cancer. The availability of these vaccines will have important implica-
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tions for adolescents who, because they are at higher 

risk for contracting these diseases, will likely be the 

targeted recipients for these preventive strategies.7 As 

refl ected in less-than-desirable vaccination rates, how-

ever, the availability of an effective vaccine does not 

ensure its use and acceptability.8-9 Previous research, 

for example, has found that although parents and clini-

cians generally favor STD and HPV vaccination, both 

groups have also indicated potential barriers to vaccine 

dissemination, including a shared reluctance to vacci-

nate young girls (ie, preadolescents).10-16 

Because clinicians’ recommendations infl uence 

parental acceptance of preventive care, it is clear that 

primary care clinicians will continue to play an impor-

tant role in the success of HPV and cervical cancer 

prevention programs.13,16 Given the multiple compet-

ing demands of the brief clinical encounter, however, 

clinicians will likely face counseling challenges in their 

efforts to integrate these vaccines into practice. Much 

of the research used to assess determinants of clinician 

attitudes and behavior toward vaccine acceptance has 

relied on quantitative surveys and the evaluation of 

structured scenarios to isolate the role of specifi c fac-

tors.16-19 Introduction of the HPV vaccine will likely 

require different counseling approaches and strategies 

with adolescents and their parents to ensure informed 

decision making. Before materials are developed to 

enhance this communication, it is necessary to bet-

ter understand the broader context of factors that 

infl uence counseling about HPV and cervical cancer 

prevention in the adolescent patient encounter. In the 

period preceding the approval of the HPV vaccine, we 

took a fi rst step toward that goal by conducting a qual-

itative study of primary care clinicians in New Mexico.

METHODS
Study Design and Setting
To increase our understanding of factors that may 

affect delivery of HPV and cervical cancer prevention 

counseling in primary care, data collection was aimed 

at examining the current context of counseling with 

adolescent patients. This qualitative study consisted 

of a series of semistructured in-depth interviews with 

primary care clinicians who see adolescent patients in 

New Mexico. Data collection began in July 2004 and 

was completed by May 2005.

An advisory board, comprised of 15 content experts 

in STDs, HPV microbiology, and primary care, guided 

the research and provided input on topics to be cov-

ered, sampling criteria, and development of the inter-

view guide. The protocol for this study was approved 

by the University of New Mexico Human Research 

and Review Committee. 

Clinician Interviews and Data Analysis 
Interview Guide Content

We developed a semistructured clinician interview 

guide (available as an online-only Supplemental Appen-

dix at http://www.annfammed.org/cgi/content/

full/5/4/298/DC1 ) to elicit refl ection and discussion 

regarding the full range of issues relevant to HPV 

and cervical cancer prevention counseling with adoles-

cent patients. Two important considerations infl uenced 

the design of the guide: (1) the need to create a discus-

sion that covered the entire context of a typical adoles-

cent patient visit, and (2) the likelihood that HPV and 

cervical cancer prevention counseling would be part of 

a broader discussion of anticipatory guidance for STDs. 

Clinicians were therefore led through a discussion of (1) 

the general nature of their practice specifi c to the care 

of adolescent patients, (2) counseling related to sexual 

risk taking and STDs, (3) the relationship between 

cultural and community contexts and sexual risk, (4) 

counseling related to HPV infection, and (5) their 

knowledge, attitudes, and perceived barriers to using 

the HPV vaccine for their patients. Six pilot interviews 

with clinicians who see adolescent patients helped to 

refi ne the fi nal version of the guide. 

Sample and Data Collection 

We obtained a list of licensed primary care clinicians 

from the New Mexico Board of Examiners, and we pur-

posively recruited based on characteristics believed to 

infl uence vaccine acceptability, including the clinician’s 

geographic location (rural, frontier, urban), gender, and 

specialty (nurse-practitioner, school-based health clini-

cian, pediatrician, family physician, internist). Clinicians 

were sent a letter requesting an interview, after which 

they were telephoned to confi rm interest in and sched-

ule a convenient time and location for the interview. 

Most interviews lasted between 45 to 60 minutes; all 

were audio recorded and later transcribed. Respondents 

were given a $50 honorarium for their participation. 

Analytic Process

Following an iterative analytic process, the research 

team reviewed sets of 3 to 4 transcripts independently, 

identifying key themes.20 The team then met to review 

these emergent themes and develop a preliminary ana-

lytic framework. Subsequent sets of interviews were sim-

ilarly assessed, with the goal of disconfi rming anomalous 

fi ndings and further clarifying core themes. This process 

also involved examining the role of factors believed to 

contribute to HPV and cervical cancer prevention coun-

seling—geography, gender, and specialty—and modify-

ing the interview guide and sampling strategy accord-

ingly. Ongoing data collection and analysis continued 

until 37 interviews had been conducted, at which point 
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the research team reached consensus that the full range 

of organizing themes had been identifi ed. The qualita-

tive data analysis software program NVivo2 was used to 

facilitate coding and text retrieval.21 

RESULTS
A total of 37 clinicians agreed to be interviewed. 

Demographic information for participants is included 

in Table 1.

Context of the Adolescent Visit 
In the fi rst part of the qualitative interviews, clinicians 

were asked to describe a typical well-child visit with 

their adolescent patients (aged 10 to 20 years), with par-

ticular attention to anticipatory guidance for risk behav-

iors, such as substance use, sexual activity, and violence. 

Clinicians identifi ed the challenge of addressing a wide 

range of topics during the brief clinical encounter.

I usually start by asking the parents questions on develop-

mental milestones, how they’re doing in school, are they 

in any sports, what their activities and interests are. From 

there we go to the physical exam. I’m real careful to explain 

what we’re doing as we do it. And then after that we go into 

anticipatory guidance, where we talk about … with teenag-

ers especially, I want to make sure I touch on drugs, alcohol, 

tobacco, and sexual activity [female nurse-practitioner].

Although many clinicians agreed with the impor-

tance of these anticipatory guidance goals, they also 

expressed a need to tailor the specifi c content of a 

given encounter based on a process of reading cues 

from the adolescent. Clinicians characterized the ulti-

mate content of the encounter as a negotiation based 

on their presumption of the adolescent’s risk level and 

the degree of rapport existing between the clinician, 

patient and, if present, the parent. They reported that 

the topics they discussed with younger adolescents 

(aged 10 to 12 years) were likely to be quite different 

from those they discussed with patients aged 13 to 

15 years and especially different from those they dis-

cussed with patients aged 16 to 19 years. For example, 

sexual risk taking was not likely to be discussed if the 

child did not give cues that she or he was ready for this 

discussion, especially at younger ages. 

The importance of building rapport and trust with 

their adolescent patients was a prominent theme. Dur-

ing encounters in which the parent was present, clini-

cians created the opportunity to speak privately with 

the adolescent as a way to enhance communication 

about potentially sensitive topics. 

But if I fi nd that this person is not opening up, I’ll send the 

parents out. And I tell the girls, you know, [that in] the state 

of New Mexico … they can come to me for STD counseling 

and treatment, for contraception, for pregnancy … without 

parental consent. That whatever they tell me is confi dential, 

and that I do not have to tell their parents. And then it’s 

sort of like, “whew,” you know, and then they’ll start talking 

[female pediatrician].

A lot of times you can tell by the demeanor of the child, how 

they’re answering you, if they really want the parents to not 

be in there … if they’ve got something that they want to talk 

to you about, or whatever. And so a lot of times, like dur-

ing school sports physicals, I’ll ask the parents to step out. 

Sometimes they refuse, but if they don’t, then I can at least 

talk to the child a little bit [female nurse-practitioner].

Presumption of Adolescent Risk
A striking theme that emerged from the clinician inter-

views was the presumption that adolescents engage 

in risky health behaviors—sexual, safety, substance 

abuse—at high rates. 

That 10- to 20-year-old age-group, I mean, their risky sexual 

behavior is unbelievable. I mean, multiple partners, multiple, 

multiple partners, alcohol use, meth … and the more risk 

factors that you put into it … [female nurse-practitioner].

Given the presumption that many adolescents 

begin to engage in risky sexual behaviors by the age of 

13 or 14 years, clinicians identifi ed a need to prioritize 

this counseling. We found a range of approaches used 

by clinicians to gauge the readiness of the adolescent 

patient before engaging in a discussion about sexual 

behavior. For example, some clinicians determined 

the need for counseling as a result of the adolescents’ 

responses to questions about his or her social life.

… and from their goals, then I start talking to them about 

risk factors, if they drink alcohol or use any drugs, if they 

are sexually active, if they’ve thought about it, if they have a 

boyfriend or girlfriend. I don’t assume that they are going to 

tell me the truth [female physician’s assistant].

Table 1. Demographic Characteristics of Primary 
Care Clinicians (n = 37)

Characteristics No. (%)

Gender
Female 32 (86)

Male 5 (14)

Specialty

Family practice 13 (35)

Obstetrics-gynecology 12 (32)

Pediatrics 5 (14)

Other 7 (19)

New Mexico Department of 
Health Public health districts

District 1 (Albuquerque) 14 (38)

District 2 (Santa Fe) 11 (30)

District 3 (Las Cruces) 6 (16)

District 4 (Roswell) 6 (16)
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Other clinicians expressed a more aggressive 

approach: 

… I prioritize intercourse—sexually transmitted diseases—

because it is very prevalent in the population. I can say that 

I probably start most of my females on the pill that walk in 

the door without being on it, because they have been sexu-

ally active and their parents don’t know or they haven’t felt 

comfortable coming in to speak to anyone about it [female 

family physician].

HPV Counseling
Clinicians reported that they seldom initiated counsel-

ing about HPV infection, either separately or as part 

of the broader menu of STD counseling, because of (1) 

the complexity of HPV infection counseling and the 

low level of baseline knowledge held by most adoles-

cents about HPV infection, (2) their discomfort that 

resulted from a limited knowledge base of HPV, and 

(3) time constraints in the typical adolescent visit.

I say genital warts when I counsel them about STDs. I 

don’t normally say HPV because I don’t think they quite 

understand. When I say prevention of STDs, including 

gonorrhea, Chlamydia, genital warts, and AIDS, abstinence 

and condoms—that is what is going to protect you. But I 

don’t extend to cervical dysplasia, you know, cervical can-

cer, because I think that is too confusing for them, but they 

know what genital warts are [female family physician].

Instead, HPV infection was more likely to be 

addressed in relation to a teachable moment, such as 

the discovery of genital warts or when reporting fi nd-

ings from an abnormal Papanicolaou (Pap) smear. 

A lot of conversation is generated if they have a bump 

they think is something, then we go into, well, what is a 

genital wart? Why is it dangerous? And I tell them that 

usually if we can see a wart visibly, there may be more than 

one type of HPV present.… And we go into it more in 

depth also if they have an abnormal Pap—we talk to them 

a lot about HPV and what needs to be done, how we’re 

going to have to follow them, and things like that [female 

nurse-practitioner].

Despite probing specifi cally about counseling of 

male patients about HPV infection, the interview data 

do not provide evidence of examples of how clinicians 

provide anticipatory guidance to male patients about 

the link between cervical cancer and HPV infection. 

Clinicians indicated the lack of counseling opportuni-

ties to engage their male patients about this issue as 

the primary reason for this gap. 

The boys are more diffi cult, because there’s nothing 

leading into that, you know. Many times if you say, “Is 

there any other problem that we need to address right 

now?” it just goes above their head. Or they want it to 

go above their head. And so it’s more diffi cult [female 

nurse-practitioner]. 

Clinician Perceptions of HPV Vaccine Receptivity
Clinician reactions to the HPV vaccine and their per-

ceptions of its receptivity in the communities they 

serve were generally mixed. As a scientifi c advance 

in preventing cervical cancer, clinician receptivity for 

the vaccine was high. Furthermore, clinicians spoke to 

benefi ts of the vaccine in reducing the emotional costs 

for women who experience cervical abnormalities.

I mean that’s huge, we’ve done a great job as far as screen-

ing with Paps and getting therapy, but if we can prevent 

that, that would be great. Not only as far as costs, but to tell 

somebody and have to explain to them they have low-grade 

dysplasia and we need to do treatment, I mean, its over-

whelming, and they don’t, they are like, “What does it mean, 

am I going to die?” I think it would be very benefi cial [female 

obstetrician-gynecologist].

Some clinicians, however, were concerned that the 

HPV vaccine would give adolescents a false sense of 

protection. 

I guess the one downfall is when somebody says, “Well, I’m 

vaccinated against this [HPV], I’m not worried about it.” 

Are people gonna be less likely to be concerned about other 

diseases, gonorrhea, Chlamydia, and those things [male family 

physician]?

Additionally, clinicians expressed some level of 

concern regarding the vaccine’s receptivity in the com-

munities they serve based on cultural beliefs regarding 

sexual activity.

That would be diffi cult because you would have to get 

parental consent (to give the HPV vaccine). I think that 

would be very diffi cult. Because a lot of my patients would 

deny that they are thinking of becoming sexually active, and 

a lot of the parents don’t know, even if there has been some 

open door there [female family physician].

When asked about what age to vaccinate for HPV, I don’t 

have an answer. I mean, I think if you said 16 across the 

board, I think you would be severely limiting the spread, but 

you may miss a small percentage. But I don’t know that any 

younger is gonna be culturally accepted. Some parents are 

not going to feel comfortable about talking to the kids, some 

are not gonna be comfortable until they’re married at 28 or 

30 [male obstetrician-gynecologist]. 

Factors that we initially believed would infl uence 

vaccine acceptability, such as gender of clinician, 

geography, and type of practice, did not emerge as 

important or discriminating in our sample. Female 

clinicians, for example, expressed greater enthusiasm 

about the vaccine and its potential for cervical cancer 

prevention but were equally anxious about how to 

counsel about HPV infection. Some rural clinicians 

discussed the conservative nature of their communities 

and the potential push-back by parents when offered 

the vaccine, but this issue was also raised by clinicians 
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in urban settings. Finally, while pediatricians more con-

sistently raised the issue about offering the vaccine to 

younger patients as a potential barrier, we found that 

clinicians across specialties shared similar concerns.

DISCUSSION
This study provides a step toward a better understand-

ing of the factors that infl uence HPV and cervical 

cancer prevention counseling decisions of primary care 

clinicians with their adolescent patients. Findings from 

this qualitative study show that clinicians believe active 

and aggressive sexual risk-taking counseling is neces-

sary for their adolescent patients because of perceived 

high levels of risky behaviors. Clinicians expressed 

a situational approach to STD counseling, reading 

patient and parental cues to identify appropriate coun-

seling topics and tailoring the message accordingly. 

Notably, clinicians reported that HPV infection coun-

seling was typically not included as part of general 

anticipatory guidance about STD prevention. When 

clinicians did counsel for HPV infection, they reported 

initiating this discussion in association with teachable 

moments, such as when reporting abnormal Papanico-

laou smear results or fi nding genital warts. Such teach-

able moments occurred, however, when the adolescent 

was much older than the age recommended for HPV 

vaccination. Although our study took place before the 

approval and release of the HPV vaccine, we believe 

our fi ndings have important implications for assessing 

the degree to which counseling about HPV and cervi-

cal cancer prevention fi t in primary care.

Application
Primary care is positioned at a key intersection in the 

immunization delivery process, and primary care clini-

cians will play a central role in parents’ knowledge and 

attitudes about HPV infection and their receptivity 

toward the HPV vaccine.22-25 Although fi ndings from 

our study support the need for disseminating informa-

tion about the HPV vaccine to primary care clinicians, 

other counseling factors related to the context of the 

adolescent encounter may be equally, if not more, 

important when considering the vaccine’s acceptance 

among patients and their families.26,27 We have identi-

fi ed 4 potential challenges related to the nature of pro-

spective discussions about HPV infection with younger 

and older adolescents and their parents. 

The fi rst challenge relates to the current context 

in which clinicians report counseling about HPV 

infection and its implications for discussing the vac-

cine. Clinicians in our study indicated that they did 

not often include HPV or cervical cancer prevention 

in their adolescent anticipatory guidance counseling 

about STDs; rather, they addressed it as a result of 

a more acute problem, such as when the patient had 

abnormal Papanicolaou smear fi ndings. Furthermore, 

the perception that HPV infection is a particularly 

complicated topic to discuss generally leads clinicians 

to give priority to other important topics during the 

adolescent visit. The challenge of discussing HPV 

infection is supported by research indicating a lack 

of understanding about this infection by adults and 

adolescents.28,29 The introduction of the HPV vaccine, 

however, will likely increase the need for counseling 

about HPV and cervical cancer prevention at much 

younger age, before the adolescent is sexually active, 

and thus change the context in which the discussion 

of prevention is introduced. Additionally, vaccine 

recipients will need to be reminded that the current 

vaccine is not effective against all HPV types impli-

cated in cervical cancer. A related communication 

issue involves the strategic decision of how to counsel 

most effectively about the vaccine as a tool for cervi-

cal cancer prevention or STD prevention. Counseling 

strategies that incorporate various dimensions of com-

munication will therefore likely be helpful to primary 

care clinicians. 

The second challenge for primary care clinicians 

involves the recommended age for giving the HPV 

vaccine and communication with parents. Although 

females aged 9 to 26 years are eligible to receive the 

HPV vaccine, it will achieve the greatest benefi t if 

administered before initiation of sexual activity; there-

fore, the vaccine is recommended to be given to girls 

aged 11 to 12 years.4,6,13,30,31 Earlier research about the 

attitudes of clinicians and parents toward STD vac-

cines, however, has consistently shown a preference 

for vaccinating either infants or older adolescents.12,17,18 

Further complicating the issue of when to administer 

the vaccine are our study fi ndings that (1) parents 

accompany younger adolescents to most of their pri-

mary care visits, and (2) clinicians indicated a prefer-

ence to have the parents leave the room to enhance 

communication with the adolescent about potentially 

sensitive topics. Counseling for the HPV vaccine will 

often be conducted with younger adolescents while 

in the presence of a parent or caregivers, and these 

adolescents are currently not regularly exposed to 

anticipatory guidance about STDs. Communication 

about the HPV vaccine may therefore necessitate a 

shift in counseling patterns and dynamics to address 

sexual activity with preadolescent girls while including 

parents in these discussions. 

Third, clinicians identifi ed the need to consider 

factors external to the patient-clinician encounter, 

such as the diverse cultural and religious beliefs across 

communities, the impact of mass media advertising 
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campaigns, and competing patient demands. Although 

other research has found high levels of perceived 

acceptability of HPV vaccination among parents,2,5,11,14 

we found that clinicians expressed stronger concerns 

about receptivity to the vaccine in the mostly Hispanic 

and Native American populations they served. These 

populations have not been well represented in previous 

research examining knowledge, attitudes, and beliefs 

about the vaccine. Now that the vaccine has been 

released, it will be important to assess the responses 

from various social, religious, and political factions, as 

it is unclear how anticipatory cervical cancer preven-

tion counseling will affect disparate cultural groups. 

Presenting information in ways that are sensitive to a 

range of cultural norms and social values associated 

with sexual activity in adolescents will likely play a 

role in enhancing vaccine acceptance. 

Finally, compliance with the 3-dose HPV vaccine 

series is a potential barrier, given that many adoles-

cents may receive the fi rst dose during an acute or 

previously scheduled visit but then face challenges in 

returning for subsequent doses.32  Inadequate reim-

bursement from insurance carriers also appears to be 

placing a strain on limited clinic resources. Accord-

ingly, fi nancial and logistical challenges for busy pri-

mary care practices to feasibly provide the vaccine and 

ensure that patients return for 2 additional visits within 

a 6-month period will need to be addressed. 

Limitations
This research was conducted among New Mexico 

primary care clinicians, including those serving the 

state’s diverse ethnic and geographically distributed 

populations. It is possible that their views toward HPV 

infection counseling differ from those of clinicians 

in other parts of the country. We believe, however, 

that the issues identifi ed by these clinicians are simi-

lar across practice settings and geographic location. 

Female clinicians were more likely to participate in 

our study, so our results may represent a more female-

biased perspective. Additionally, in the interviews we 

defi ned “adolescent patients” as patients aged 10 to 19 

years. The vaccine has been approved for 9-year-old 

girls; therefore, our fi ndings do not directly apply to 

counseling perspectives with these patients. Given the 

concerns we report regarding communication about 

sensitive matters with parents of younger adolescents, 

however, we believe that our fi ndings are equally (if 

not more) relevant for these patients. It is also impor-

tant to note that the timing of the study (1 to 2 years 

before vaccine approval) is relevant to our fi ndings. It 

is likely that the recent dissemination of clinical infor-

mation associated with the vaccine’s release will lead to 

evolving perspectives of the results presented herein. 

The primary purpose of this study, however, was to 

identify contextual factors that infl uence HPV and 

cervical cancer prevention counseling in the adolescent 

primary care encounter. We believe that these factors 

are relatively constant and our fi ndings have direct rel-

evance to the development of effective strategies aimed 

at enhancing communication among clinicians, adoles-

cents, and their parents about the HPV vaccine. 

In this qualitative study, we have taken a fi rst step 

toward identifying primary care clinicians’ perspec-

tives about the implications of cervical cancer preven-

tion and HPV vaccine counseling for primary care. 

These fi ndings suggest that several factors will play 

an important role in efforts to integrate the HPV vac-

cine successfully in primary care. Most prominently, it 

will be necessary to develop counseling strategies that 

emphasize a preventive focus, to include parents in the 

discussion at the time of vaccination, and to take into 

account the needs of populations with different cul-

tural values and beliefs. Further research to craft these 

approaches will be necessary to support informed 

decision making among patients and their families and 

enhance the benefi t of this exciting advance. 

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/5/4/298. 
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