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ABSTRACT

This study aims to examine the level of knowledge, acceptance, and willingness
to pay for HPV vaccination among female parents of girls aged 12-15 years old in Bangkok. A
school-based cross-sectional survey was conducted in 8 schools across Bangkok.

A total of 861 self-administered structured questionnaires were received with a
71.75% response rate. Approximately 70% of the respondents indicated that they have
received information regarding the HPV vaccine before. However, knowledge regarding the
HPV vaccine was quite low, especially in terms of efficacy of the vaccine. On the other hand,
vaccine acceptability was high, ranging from 76.86% for the bivalent and 74.41% for the
guadrivalent vaccine. Willingness to pay was also high, ranging from 68.9% for the bivalent to
67.29% for the quadrivalent vaccine. About one-third of the participants indicated that they
would pay 300-500 baht for three doses of the bivalent vaccine.Approximately 60% of the
respondents indicated that they would pay 100-500 baht more for the quadrivalent vaccine as
compared to the bivalent vaccine.

Multivariate logistic regression results showed that only social normsand the
knowledge score are significant predictors of acceptance. On the other hand, income and
social norms are significantly associated with willingness to pay according to multivariate
analysis. To increase vaccine uptake, the related organizations should provide more education

for the parents, especially information related to vaccine efficacy.
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CHAPTER |
INTRODUCTION

1.1 Background and Rationale

Cervical cancer is the third most commonly diagnosed cancer and the
fourth leading cause of cancer death in female worldwide(1). The health and economic
burden of cervical cancer is substantial(2-4). Infection with Human papillomavirus
(HPV) is the known cause of cervical cancer. At present, two types of vaccine,
quadrivalent and bivalent, have proven efficacy against type 16 and 18, which
responsible for 70% of cervical cancer cases. Quadrivalent HPV vaccine also protects
against HPV types 6 and 11, which are responsible for genital wart. Because the
vaccine is most efficacious before exposure to HPV, current guideline recommends
HPV vaccination for all females aged 11 to 12 years and as young as 9 years(5).
Catch-up vaccination is also recommended for all females aged 13 to 26 years who
have not been previously vaccinated(6). Given the prevalence and burden of cervical
cancer, the public health benefit of HPV vaccine is quite large. Nevertheless, price of
the vaccine is relatively high. As of July 18, 2011, the retail price of the vaccine in the
US is about $130 per dose ($390 for full series)(6). Cost-effectiveness results of HPV
vaccine are mixed depending on duration of protection, vaccine coverage, and the
types of HPV protected against(7). Limited knowledge of the HPV vaccines was
identified in several studies(8). Since HPV vaccines are targeted towards young
children, parents will obviously play an important part in whether or not to vaccinate
their children against HPV. Previous literatures indicated that intention of parents to
vaccinate their daughters against HPV is high(8). Concerning factors associated with
vaccine acceptability, it was found that perceived benefit of vaccine(8, 9) a physician
recommendation and concern about cancer risks (8) were positively associated with
the vaccine acceptability. On the other hand, cost safety (8) issues and concerns that

vaccination would promote adolescent sexual behaviors were negatively associated
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with the vaccine acceptability(10).At present, very little is known about the difference
between bivalent and quadrivalent in term of acceptability.

Contingent valuation studies using Willingness to Pay (WTP) method are
now becoming more widespread in health care and have been recently undertaken to
estimate the monetary benefit of many vaccines. WTP for HPV vaccine is the value
that individuals placed on the vaccine. It can be used as a measure of private economic
benefits hence permits the cost-benefit analysis aims at evaluating the investment in
HPV-vaccination program. More importantly, information on the willingness to pay
for HPV vaccine can also be used to aid policy decision-making regarding HPV
vaccination in the future.

According to our review willingness to pay for HPV vaccine varied across
countries. Differential benefit between bivalent and quadrivalent HPV vaccine was
also found. In developed countries, the monetary value placed on the vaccine was
higher than that of the current price indicated the net benefit for vaccination program.
On the other hand, in developing countries, monetary value placed on the vaccine is
lower than its actual price. However, no such study was conducted in Thailand before.

In Thailand, cervical cancer ranks as the second most frequent cancer
among Thai women between 15 and 44 year of age. According to the incidence of
cervical cancer among Thai women is estimated at 29.2 per 100,000 populations per
year. Current estimates showed that every year about 10,000 Thai women are
diagnosed with cervical cancer while about 5,000 die from the disease(11). In
Thailand, both types of HPV vaccines have approved in 2007. A recent local study
suggested that the vaccine was considerably less cost-effective than cervical
cancer screening in the Thai context (12). At present, none of them was included in
national immunization program under Thai’s public health insurance scheme.
Nevertheless, there has been a substantial effort to include the vaccine into health
insurance scheme coverage (13).Since the end of 2012, Ministry of public health
proposed to incorporate the HPV vaccine into the national programme that allow
400,000 girls aged over 12 to be vaccinated.

In order to formulate the future HPV vaccination policy, it is essential to
understand parents' knowledge, acceptance, willingness to pay, and factors associated

with the acceptance and willingness to pay for HPV vaccination. At present, very little
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iIs known about these issues in Thailand. The difference between bivalent and
quadrivalent vaccine in term of acceptability and willingness to pay were also

unknown.

1.2 Objectives

1. To examine mothers’ acceptance for HPV vaccination (both bivalent
and quadrivalent vaccine);

2. To examine the factors associated with mothers’ acceptance for HPV
vaccination(both bivalent and quadrivalent vaccine);

3. To examine the factors associated with mothers’ willingness to pay for
HPV vaccination (both bivalent and quadrivalent vaccine);

4. To examine the mother’s willingness to pay for HPV vaccination (both
bivalent and quadrivalent vaccine);

5. To examine knowledge and attitude regarding HPV vaccine among

mothers of daughter aged 12-15 years in Bangkok.

1.3 Expected benefits and application

The findings of this study will offer useful information for future HPV
vaccination policy formulation and decision making in Thailand. By understanding the
factors affecting parental acceptance to HPV vaccine is crucial to increase uptake if
the vaccine program is introduced. In addition, the findings from this study can be
used to develop effective education material regarding HPV vaccination for parents in
Thailand.
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CHAPTER I
LITERATURE REVIEW

This chapter is divided into 5 parts as follows;
1. Cervical cancer and prevention
2. Human Papillomavirus (HPV) infection and HPV vaccine
3. Psychological models used to explain health behavior
3.1 Health belief Model (HBM)
3.2 Model for process of building consumer acceptance and
willingness to pay
3.3 Theory of Planned Behavior (TPB)
4.HPV acceptance and factors associated with acceptance
5. Willingness to pay for HPV vaccine

2.1 Cervical cancer and prevention

2.1.1 General information

Cervical cancer is a disease in which malignant (cancer) cells form in the
cervix.Cervical cancer usually develops slowly over time. Before cancer appears in the
cervix, the cells of the cervix go through a series of changes in which cells that are not
normal begin to appear in the cervical tissue. When cells change from being normal
cells to abnormal cells, it is called dysplasia. Depending on the number of abnormal
cells, dysplasia may go away without treatment. The more abnormal cells there are,
the less likely they are to go away. Dysplasia that is not treated may turn into cancer,
over time. The cancer cells grow and spread through the cervix. It can take many years

for dysplasia to turn into cancer.
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Avoiding risk factors and increasing protective factors may help prevent
cancer. Risk factors of cervical cancer are HPV infection, smoking, high number of
full-term pregnancies, and long-term use of oral contraceptives.

HPV Infection

There are more than 80 types of human papillomavirus. About 30 types
can infect the cervix and about half of them have been linked to cervical cancer. HPV
infection is common but only a very small number of women infected with HPV
develop cervical cancer. HPV infections that cause cervical cancer are spread mainly
through sexual contact. Women who become sexually active at a young age and who
have many sexual partners are at a greater risk of HPV infection and developing
cervical cancer.

Smoking

Smoking cigarettes and breathing in secondhand smoke increase the risk of
cervical cancer. Among women infected with HPV, dysplasia and invasive
cancer occur 2 to 3 times more often in current and former smokers. Secondhand
smoke causes a smaller increase in risk.

High number of full-term pregnancies

Women who have had 7 or more full-term pregnancies may have an
increased risk of cervical cancer.

Long-term use of oral contraceptives

Women who have used oral contraceptives for 5 years or more have a
greater risk of cervical cancer than women who have never used oral contraceptives.
The risk is higher after 10 years of use.

On the other hand, protective factors may decrease the risk of cervical
cancer include preventing HPV infection, and screening.

Preventing HPV infection

HPV ~may be prevented by avoiding sexual activity,
using barrier protection or spermicidal gels, and getting an HPV Vaccine: Two HPV
vaccines have been approved by the U.S. Food and Drug Administration(FDA). The
HPV vaccines have been shown to prevent infection with the two types of HPV that
cause most cervical cancers. The vaccines protect against infection with these types of
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HPV for 6 to 8 years. It is not known if the protection lasts longer. The vaccines do not
protect women who are already infected with HPV.

Screening

Cervical cancer usually does not have symptoms until it is quite advanced.
For this reason, it is important for women to get regular screening for cervical cancer.
Screening tests can find early signs of disease so that problems can be treated early,
before they ever turn into cancer(14).

Cervical cancer is preventable through both primary and secondary
preventive measure. Secondary prevention, the detection and treatment of
premalignant lesion before it turns to be invasive cancer, can be done by several
screening methods including cervical cytology either conventional Pap smear
(Papanicolaou smear) or liquid-based cytology, high-risk human papillomavirus
(HPV) testing, and visual inspection with acetic acid (VIA). Current evidence
indicated that early detection of cervical cancer from secondary prevention can
significantly reduce cervical cancer incidence and mortality at low cost even in both

developed and developing countries(15, 16).

2.1.2 Cervical cancer and prevention situation in Thailand

Thailand has a population of 26.09 million women aged 15 years and older
who are at risk of developing cervical cancer. Current estimates indicate that every
year 9,999 women are diagnosed with cervical cancer and 5,216 die from the disease.
Cervical cancer ranks as the 2nd most frequent cancer among women in Thailand, and
the 2nd most frequent cancer among women between 15 and 44 years of age. About
8.6% of women in the general population are estimated to have cervical HPV infection
at a given time, and 73.8% of invasive cervical cancers are attributed to HPVs 16 or 18
7).

As recent local study found that the vaccine was considerably less cost-
effective than cervical cancer screening in the Thai context(12) ,the conventional Pap
smear is still considering the main secondary prevention in Thailand because of its
cost effectiveness, convenience, simple instrument and easily to train. At present, the
coverage in Thailand is still low. A study suggested that coverage with Pap smears

and VIA was as low as 11% and 8%, respectively, of the defined target population in
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2005(18) .From August to December 2008, the Thai Ministry of Public Health carried
out a campaign to expand the coverage of its cervical cancer screening program,
targeting one million women. However, the campaign was not successful and, did not
achieve itstarget(19). Besides, the lack of effective program coordination for the 2 main
screening methods (Pap Smear and VIA), which are managed separately by 2 different
organizations in Thailand women knowledge, belief and attitude also played an
important role in limiting Thai women’s uptake to cervical cancer screening.
Perceived low susceptibility, lack of awareness of the importance of early detection,
lack of knowledge about screening measure, and fear of vaginal examination, and
embarrassment are considered as the important barrier for cervical screening uptake

among Thai women(20-24).

2.2 Human papillomavirus (HPV) infection and HPV vaccine

2.2.1 HPV infection

Genital HPV infection is a sexual transmitted disease (STD) that is caused
by human papillomavirus (HPV). Human papillomavirus is the name of a group of
viruses that includes more than 100 different strains or types. More than 30 of these
viruses are sexually transmitted, and they can infect the genital area of men and
women including the skin of the penis, vulva (area outside the vagina), or anus, and
the linings of the vagina, cervix, or rectum. Most people who become infected with
HPV will not have any symptoms and will clear the infection on their own. Some of
these viruses are called “high-risk” types, and may cause abnormal Pap tests. They
may also lead to cancer of the cervix, vulva, vagina, anus, or penis. Others are called
“low-risk” types, and they may cause mild Pap test abnormalities or genital warts.
Summary of HPV types is shown in table 2.1.

Genital warts usually appear as a small bump or group of bumps in the
genital area. They can be small or large, raised or flat, or shaped like a cauliflower.
Health care providers can diagnose warts by looking at the genital area during an
office visit. Warts can appear within weeks or months after sexual contact with an
infected partner—even if the infected partner has no signs of genital warts. If left
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untreated, genital warts might go away, remain unchanged, or increase in size or
number. However, genital wart will not turn into cancer.

HPV can cause normal cells on infected skin to turn abnormal. Most of the
time, the cell change are unrecognized. In most cases, the body fights off HPV
naturally and the infected cells then go back to normal. But in cases when the body
does not fight off HPV, HPV can cause visible changes in the form of genital warts or
HPV

cancer Globally, infection accounts for an estimated 530,000 cervical

cancer cases (~270,000 deaths) annually, with the majority (86% of cases, 88% of

deaths) occurring in developing countries(16).

Table 2.1 Types of HPV

High-risk types
(oncogenic or cancer-associated)

Low —risk types

(non-oncogenic)

Common types:
16, 18, 31, 33, 35, 39, 45, 51, 52, 56, 58, 59, 68,
82

Common types:
6, 11, 40, 42, 43, 44,54, 61, 72,73, 81

These are considered high-risk because they can
be found in association with invasive cancer of the
cervix, vulva, penis, or anus (as well as other
sites).

-HPV 16 is the most common high-risk type,
found in almost half of all cervical cancers. It is
also one of the most common types found in
women without cancer.

-HPV 18 is another common high-risk virus,
found not only in squamous lesions but also in
glandular lesions of the cervix. HPV 18 accounts
for 10% to 12% of cervical cancers. All of the
other high-risk typed can be associated with
cervical cancer, but much less frequently than
HPV 16, HPV types 31, 33, 45, 52 , and 58 each
account for between 2% to 4% of cancers. Each of
the other high-risk types account for 1% or less of

cancers.

These can cause benign or low grade cervical cell
changes and genital warts but are rarely, if ever,
found in association with invasive cancers.

-HPV 6 and HPV 11 are the low-risk viruses that

are most commonly found in genital warts.
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2.2.2 HPV vaccine
Two recombinant prophylactic HPV vaccines are currently approved: a
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quadrivalent vaccine (against HPV-6, 11, 16 and 18; Gardasil®) and a bivalent

vaccine (against HPV -16 and 18; Cervarix®). Summary of the two HPV vaccines’

characteristics is shown in table 2.2.

Table 2.2 Characteristics of HPV vaccine (25, 26)

HPV vaccine

Bivalent

Quadrivalent

Type of HPV

Protect  against  new
infection with HPV 16 and
18which currently cause
about 70% of cervical
cancer cases. Type 16 is
also  associated  with
oropharyngeal squamous-
cell carcinoma, a form of

throat cancer

Protect
infections with  HPV
6,11,16 and 18
Types 16,18
70% of cervical cancer

against  new

that cause

cases, and types 6,11 that
cause 90% of genital warts

cases

Recommended age 11-12 years Gardasil is for girls, boys
and young women ages 9
to 26 years

Injection time 0,1,6 0,2,6

(Months)

Company Glaxo Smith Kline Merck

Safety The safety profile indicated that there is no significant

difference between bivalent and quadrivalent vaccine.

The local reactions are common and similar in

incidence. Both vaccines also had similar rates of

serious adverse reactions.
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Table 2.2 Characteristics of HPV vaccine (25, 26) (cont.)

HPV vaccine Bivalent Quadrivalent

Efficacy effectiveness increased when given to girls and young

women before they become sexually active

Duration of protection 10 years 5 years

Cost (Baht) / 3 doses 6,500 - 7,300 6,900 - 8,300

FDA Approved For girls and women aged | For both men and women
As of 1/15/2011 10 to 25 for the |from the ages of 9 to 26

prevention of cervical | for the prevention of
cancer and cervical inter | genital warts, anal
epithelial neoplasia cancers, and anal inter
epithelial neoplasias. It is
also approved for the
prevention of cervical
cancer and vulva

interepithelialneoplasia in

young women

Both types of HPV vaccines are indicated to protect females against the
types of HPV that cause most cervical cancers. On the other hand, only quadrivalent
vaccine is indicated for boy and male, 9 through 26 years of age (14).

In the United Stated, the private sector list price of the Gardasil vaccine is
$119.75 per dose (about $360 for full series). In Thailand, the vaccine has just been
initially implemented in private hospitals in May 2007. The price of one shot is about
6,500 Baht or 18,000 for a 3 dose series. As of June, 2011, the price for 3 dose seriesin
Thailand is about 6,500 baht to 7,300 baht for bivalent and quadrivalent about 6,900
baht to 8,300 baht in private hospitals. Since the end of 2012, Ministry of public health
proposed to incorporate the HPV vaccine into the national programme that allow

400,000 girls aged over 12 to be vaccinated. Under the proposed plan, the ministry
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would allocate about 600 million Baht or 500 Baht per dose to purchase vaccine.
However, according to the study by the Health Intervention and Technology
Assessment Programme (HITAP), the price of HPV vaccine should not exceed 190

Baht per dose to be considered cost-effective (13).

2.3 Psychological models used to explain health behavior

2.3.1 Health belief Model (HBM)

The Health Belief Model (HBM) is a psychological model that attempts to
explain and predict health behaviors focusing on the attitudes and beliefs of
individuals. The HBM was developed in the 1950s by social psychologistsin an
attempt to understand the widespread failure ofpeople to accept disease preventives
or screening tests for the early detection of asymptomatic disease(27).

According to the HBM, a person will take a health-related action if that
person:

1. Fells that a negative health condition can be avoided,

2. Has a positive expectation that by taking a recommended action, he/she
will avoid a negative health condition, and

3. Believes that he/she can successfully take a recommended health action

The components of HBM included the following concepts; the
perceivedthreat and net benefits: perceived susceptibility, perceived severity,
perceived benefits, and perceived barriers. These concepts were proposed as
accounting for people “readiness to act.” An added concept, cues to action, would
activate that readiness and stimulate overt behavior. A recent addition to the HBM is
the concept of self-efficacy, or one’s confidence in the ability to successfully perform
an action. This concept was added by Rosenstock and others in 1988(27), to help the
HBM better fit the challengers of changing habitual unhealthy behaviors, such as
being sedentary, smoking, or overeating. Concept of HBM is summarized in table 2.3

and Figure 2.1 below;
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Table 2.3The Health Belief Model concept, definition and application (28)

Concept

Definition

Application

Perceived

Susceptibility

One’s opinion of chances of

getting a condition

Define population(s) at risk, risk
levels;personalize risk based on
a person’s features or behavior;
heighten perceived

susceptibility if too low.

Perceived One’s opinion of how | Specify consequences of the

Severity serious a condition and its | risk and the condition
consequences

Perceived One’s belief in the efficacy | Define action to take; how,

Benefit of the advised action to | Where, when; clarify the
reduce risk or seriousness of | positive effects to be expected
impact

Perceived One’s opinion of the | Identify and reduce barriers

Barrier tangible and psychological | through reassurance, incentives,

costs of the advises action

assistance

Cues to action

Strategies to activate

“readiness”

Provide how -to information,

promote awareness, reminders.

Self-efficacy

Confidence in one’s ability

to take action

Provide training, guidance in

performing action
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Individual Perceptions Modifying Factors Likelihood of Action

Age, Sex, Ethnicity Perceived benefits

Personality, Knowledge

Versus barriers to
Socio-economics behavioural change

|

Perceived oerceived threat of di Likelihood of
Susceptibi"ty, ercelved threat of disease

\4

behavioural change

Seriousness of disease

Cue to action

-Education, Symptoms,

Media information

Figure 2.1 Health belief conceptual model

The Health Belief Model has been applied to a broad range of health
behaviors and subject populations. Three broad areas can be identified(29).

1. Preventive health behaviors, which include health-promoting (e.g. diet,
exercise) and health-risk (e.g. smoking) behaviors as well as vaccination and
contraceptive practices.

2. Sick role behaviors, which refer to compliance with recommended
medical regimens, usually following professional diagnosis of illness.

3. Clinic use, which includes physician visits for a variety of reasons(27).

HBM was successfully used to examine and predict HPV cervical cancer
screening belief as well as intention to vaccinate against HPV in several studies(8, 30-
34). It was found that overall HBM can significantly predict both HPV vaccination
intention and practice(8). Evidences indicated that doctor's recommendation to
get HPV vaccine (8, 30-34) perceived barriers perceived susceptibility(8, 33) and
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perceived benefit(8, 32, 34, 35) are significantly associated with intention to vaccinate
against HPV. On the other hand, it was found that perceived susceptibility and benefits

independently affected HPV vaccination behavior (8).

2.3.2 Model for process of building consumer acceptance and
willingness to pay

The model is synthesized from literature review on consumer acceptance
in the paper by Lisa House, et al (36). The paper suggested that consumer acceptance
mediates the relationship between three key antecedent variables and consumer’s
willingness to pay. This model treats consumer acceptance and a consumer’s
willingness to purchase as two distinct constructs. According to the model, the
acceptance was impacted by the following three key antecedents: trust, benefits, and
social norm.

Trust

The trust is one part of factor in consumer attitude. Trust has become an
important topic of inquiry in a variety of disciplines, including management, ethics,
sociology, psychology, and economics(37). A common thread running through nearly
all the conceptualizations of trust is that both cognitive processed and affective
influences play roles in its development. From Kramer ‘s review of the trust literature
noted that scholars have begun to move beyond a view of trustworthiness as grounded
solely in rational choice as too narrowly cognitive (38). Instead the field seems to have
acknowledged that trust is a more complex psychological state that is dependent on
cognitive processes emotional and social influences as suggested by the various
conceptualizations of trust. Consistent with reasoning, it was argued that trust evolves
from a pattern of careful, rational thinking (cognitive-based) coupled with an
examination of one’s feelings, instincts and intuition (affect-based). Simply put, “trust
in everyday life is mix of feeling and rational thinking”(39). This suggested that trust
develops from process, or a pattern of thinking and feeling, on the part of the trustor
regarding the trustee.

Benefits

In addition to understanding how trust affects consumer acceptance, the

model suggested that the perceived benefit accrued by the customer will affect
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subsequent levels of customer acceptance. Utilitarian benefit is conceptualized as the
customer’s benefit based on the rational costs and gains associated with using the
product. Affective benefit is conceptualized as a customer’s benefit based on the level
of positive and favorable emotion associated with using the product. Symbolic benefit
is conceptualized as a customer benefit based on the ability to express oneself concept
through using the product.

Social norms

Social norm it can be described in many ways. The descriptive definition
of norms is what people in general do. The prescriptive definition is what people
should do and the proscriptive definition is what people should not do. Many norms
are useful for individuals and groups. They are the basis of common meanings for
signs and symbols in our society and, therefore are the foundation of communication.
They are also the basis for the coordinated behaviors we must perform as a society- for
example time, driving regulations, and common definitions of weights and measures.
As well, they are the foundation of social ethics and the common conceptions of what
is right and wrong, and in the development of laws. Social Norms are the expectations
about how people should act. Usually social norms are created by having the same sort
of certain behaviors among social group members. Also, there are usually negative
consequences when someone violates a social norm. Social norms consist of rules of
conduct and models of behavior prescribed by a society. They are rooted in the

customs, traditions and value systems that gradually develop in this society.
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Antecedents
A
Trust Benefits Norms
F
E
Levels of Consumer

D Acceptance

B
A ]

Price and Other
C < Factors
v

K

Figure 2.2 Conceptual Model for the Process of Building Consumer Acceptance
and Willingness to Pay(36).

2.3.3. Theory of Planned Behaviour( TPB)

The Theory of Planned Behaviour(40, 41), was a model about how human
action was guided. It predicts the occurrence of a specific behaviour provided that the
behaviour is intentional. The model is depicted in Figure 2.3. The variable names in
this model reflect psychological constructs and so they have a special meaning within
the theory as described below;

Behaviour

An action that is carried out at a specified time and is described in terms of
the action itself, its target and the context.

Intention

Although there is not a perfect relationship between behavioural intention

and actual behaviour, intention can be used as a proximal measure of behaviour.
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Attitudes (towards the behaviour)

Attitude toward the behaviour is a person’s overall evaluation of the
behaviour. It is assumed to have(behaviouralbeliefs; e.g. ‘referring the patient for an x-
ray will decrease future consultations’) and thecorresponding positive or negative
judgments about each these features of the behaviour (outcomeevaluations; e.g.
‘decreasing future consultations is desirable/undesirable’).

Subjective norms (about the behaviour)

Subjective norms are a person’s own estimate of the social pressure to
perform or not perform the target behaviour. Subjective norms are assumed to have
two components which work in interaction: beliefs about how other people, who may
be in some way important to the person, would like them to behave (normative
beliefs), e.g. ‘I feel pressure from patients to refer them for an x-ray’) and the positive
or negative judgements about each belief (outcome evaluations), e.g. ‘in regard to my
decision to x-ray, doing what patients think | should do is important/ unimportant’.

Perceived behavioural control (of the behaviour)

Perceived behavioural control is the extent to which a person feels able to
enact the behaviour. It has two aspects: how much a person has control over the
behaviour (e.g. low control over measuring blood pressure if the BP machine often
malfunctions); and how confident a person feels about being able to perform or not
perform the behaviour (e.g. not sufficiently skilled in measuring blood pressure). It is
determined by control beliefs about the power of both situational and internal factors
to inhibit or facilitate the performing of the behaviour (e.g.“Whether | measure a
patient’s blood pressure is entirely up to me’; ‘I could measure my patient’s blood

pressure if | wanted to”).
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Attitudes

I Behavioural Behaviour
Intention

Subjective Norm

Perceived
behavioural control

Figure 2.3The Theory of Planned Behaviour(41)

According to the meta-analysis of 185 independent studies, the TPB
accounted for 27% and 39% of the variance in behavior and intention,
respectively(42). The study was also found that perceived behavioural control was a
strong factor significantly predicting both intention and behavior. In addition, intention
was also significant predictors of behavior. On the other hand, subjective norm is
generally found to be a weak predictor of intention(42). TPB has been used to examine
factors associated with HPV vaccination intention among parent as well as factors
related to physician’s willingness to vaccinate girl against HPV (43, 44). According to
the study(44)intention to vaccinate was driven by attitude and subjective norms. On
the other hand, risk perceptions, experience with STIs, and beliefs about the vaccine
encouraging sexual activity were not related to intention.

However, difference between intention and real behavior was also
identified suggesting that other factors may make an important and unique
contribution in motivating women to receive the HPV vaccine beyond other variables
from both HBM and TPB(32).
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2.4 HPV vaccine acceptance and factors affecting acceptance

According to a recent systematic review of 28 studies, most parents have
high intention to vaccinate their daughter against HPV(8). According to the review,
physician recommendation is associated with vaccine acceptability(7, 8). This is
consistent with another study which indicated that parents wanted more information
from physician in order to decide whether to vaccinate their child against HPV(7).
When looking at the factors affecting parental intention to vaccinate their child against
HPV, the systematic reviews found that perceived benefit of vaccine and perceived
susceptibility towards cervical cancer (6-8) were significantly associated with HPV
vaccine intent. On the other hand, cost is a barrier to vaccinate against HPV(6).

Concern over the safety is also negatively associated with intention to
vaccinate in many studies(9). According to the systematic review (7) parents still had
safety concern about HPV vaccine and that they want more information before making
decision whether or not to vaccinate their daughter against HPV. On the other hand,
subjective norm was also found to be positively associated with HPV vaccine
acceptance in many studies (45, 46).

Mixed opinion about the parent concern about more risky sex behavior
associated with HPV vaccination was found (7). However the systematic review
indicated that concern that vaccination would promote adolescent sexual behavior
were barrier to vaccination among parent (8). Age of the daughters was also negatively
associated with parental intent to vaccinate their child with HPV vaccine in the recent
systematic review (7). The lesser the age of daughter the less likely the parent intent to
vaccinate against HPV. On the other hand, age of parent was found to be negatively
associated with acceptance to vaccinate against HPV for their daughters in many
studies (46, 47).

In addition, the systematic review found that parents who refused previous
vaccines for children were less likely to vaccinate the children against HPV (7). When
looking at the socioeconomic status, it was found that parents with lower levels of
education (8, 48) and living in rural areas reported higher vaccine acceptability (48).
Unawareness of the vaccine is an important barriers for HPV vaccination(49). Poor

knowledge had negative effect on parental acceptance of HPV vaccine(50, 51).
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However, knowledge regarding HPV and cervical cancer is not significant predictor of
HPV vaccine acceptance in some studies (52).

According to the recent systematic review (7) knowledge about HPV
infection and cervical cancer link was low, however, increasing. The percentage
of parents who heard about HPV rose over time (from 60% in 2005 to 93% in 2009),
as did their appreciation for the HPV infection and cervical cancer link (from 70% in
2003 to 91% in 2011).

Studies in Asian countries among non-health care workers found that
knowledge regarding HPV and HPV vaccine was also low(47, 51,53). Only about
11% (in Vietnam) - 40% (in Thailand) of women in Asian countries have heard about
HPV vaccine(47, 49,53-56). Similar to Western women, many of Asian women had
positive attitude towards HPV vaccine (49, 51,57). A recent systematic review among
women in the Asia pacific found that awareness and knowledge of HPV, HPV-related
conditions, and HPV vaccination varied greatly among studies(9). Recent study in
Thailand indicated that about 40% of women attending the gynecology clinic at
Ramathibodi hospital had previously heard about HPV(47). A recent systematic
review in Asia Pacific indicated that women's perceived susceptibility to HPV-related
conditions, women's concerns about the vaccine's safety and efficacy, and social
consequences and support from social referents were associated with HPV

vaccine intent in many studies (8).

2.5 Willingness to pay for HPV vaccination

A systematic review was conducted by searching MEDLINE electronic
database to identify relevant publications concerning willingness to pay for HPV
vaccine. The literature searches were based on the combined searches of the following
terms: ((Cervical Neoplasms [Mesh] AND vaccines [Mesh]) OR (Papillomavirus
vaccines [Mesh])) AND ("willingness to pay" OR WTP OR preference).
Bibliographies and expert communications were also used to identify additional
further relevant studies. The titles and abstracts of the publications identified were
assessed by two independent reviewers whether the willingness to pay for HPV

vaccine were adequately reported. Only published original studies were included.
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Non-English language publications were excluded. To facilitate comparison across
studies, the willingness to pay values were also presented in 2010 $US values, using
information from the World Economic Outlook Database by the International
Monetary Fund (IMF) (58).

The initial search, conducted in July 2011, identified 13 records potential
relevant articles from MEDLINE database. Of these, only 4 studies fulfilled the
eligibility criteria(10, 59-61). One additional eligible study was identified through
expert communications Process of identification of studies for inclusion was

summarized in figure 2.4

13 Records identified from 1 Record identified from
electronic searching expert communication
\ 4 A\ 4

9 Records excluded, as
14 Records screened for eligibility they were not related to
the willingness to pay for
HPV vaccine

5 Full text articles assessed
for eligibility

5 articles included in the
review

Figure 2.4 Identification of studies for inclusion

Characteristics of the 5 studies included in the review have been
summarized in table 2.4These studies were conducted during 2007 — 2009 in 5
countries namely Taiwan, Kenya, Canada, United States, and Vietnam. For bivalent
vaccine, the WTP ranged from less than US$ 4.19 (in 2010) in Kenya to US$ 201 (in
2010) in Vietnam, and to US$ 567 (in 2010) in the US. The WTP for ideal bivalent
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vaccine, which provide 99 — 100% protection against cervical cancer ranged from US$
387 (in 2010) in Vietnam to US$ 1,101 (in 2010) in the US, and to US$ 1,138 — US$
1,267 (in 2010) in Taiwan. In the US, it was found that the WTP for quadrivalent
vaccine was US$ 672 (in 2010) or about US$ 100 higher than that of the bivalent
vaccine. In Canada, WTP to avoid a 1% increase in the risk of cervical cancer and
genital warts were approximately US$ 44 and US$ 18 (in 2010), respectively.
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Conceptual Framework

Attiitude Sociodemographicfactors
-Perceive benefit -Age, Education, income
etc.

-Perceive barrier

-Perceive susceptibility

-Perceive severity Acceptance
-Knowledge Subjective
-Information Norm
WTP

Figure 2.5. Conceptual Framework

Conceptual framework of this study was based on the extensive literature
review as well as the following theories,

1. Health Belief Model ( HBM)

2. Model for the Process of building consumer acceptance and willingness
to pay

3. Theory of Planned Behaviour

According to the conceptual model, as shown in figure 5, acceptance was a
significant predictor for willingness to pay. This relationship was derived according to
the model for process of building consumer acceptance and willingness to pay(8, 63-
67). In this study, mother HPV acceptance was measured based on the response to the
following questions; “if the vaccine is free, will you vaccinate your daughter against

HPV?” The women who answered “yes” were be classified as the acceptance,while
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the one who answered “no” were classified as non-acceptance. On the other hand,
mothers® HPV willingness to pay was defined as a person who answersed *“yes” to the
following question; “if the vaccine is not free and you have to pay out of pocket by
yourself, will you vaccinate your daughter against HPV? If so, what is the maximum
amount that you will pay to have your daughter vaccinate against HPV?” Even though
the practice is not measured in this study, however, according to the TPB (40, 41)
intention is a significant predictor of behavior. Nevertheless, it should also be noted
that difference between intention and real behavior may be observed (32).

As shown in figure 2.5 perceived benefit/barrier of vaccine, perceived
susceptibility of cancer, norms, and other sociodemographic factors were associated
with HPV acceptance. Perceived benefit was included in the model as it was an
important factor predicting health behavior according to HBM(27) model for process
of building consumer acceptance and willingness to pay(8, 63-67), and TPB(41). In
addition, it was also identified as an important factors associated with HPV acceptance
in many previous studies(8, 9). Similarly, perceived barrier and perceived
susceptibility were included in the model as they were important predictors of health
behavior according to HBM (27). In addition, many previous studies indicated that
perceived barriers in term of costs (8), safety(9) and perceived susceptibility (7-9)
were associated with HPV intent. Subjective norms were identified in this study as it
was included in TPB(41)as well as model for process of building consumer acceptance
and willingness to pay (8, 63-67). In addition, it was found that subjective norms was
significantly associated with HPV acceptance in many studies (45, 46).

Regarding, sociodemographic factors, age of the mothers(46, 47)and
income (8, 48)were also found to be associated with HPV intent, therefore, these
factors will be further investigated in this study. Regarding knowledge regarding HPV
vaccine, while the effects of knowledge on HPV acceptance were mixed very little
was known about such knowledge among Thai parents. Therefore, level of knowledge,
as well as the relationship between knowledge and HPV intent was investigated in our

study.
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CHAPTER I
METHODOLOGY

The methodology of this study consisted of 7 parts as follows;
Study design

Study population

Sample size calculation

Sampling method

Study instrument

Data collection

N o a k~ w h e

Data analysis

3.1. Study design

This study is a cross-sectional survey using self-administered

questionnaires.

3.2 Study population

General Thai mother population, living in Bangkok, who has at least one
daughter age between 12-15 years olds were eligible for the study.The eligibility
criteria were specified below;

Inclusion criteria

e Thai mother population living in Bangkok

e Has at least 1 daughters aged 12-15 years studying in the selected
school

e Be able to read and write Thai

e Be able to make decision whether or not to vaccinate their daughters
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e Willing to collaborate with this study

Exclusion criteria

e Refuse to participant in the study

3.3 Sample size calculation
The sample size was calculated by the following formula
N = v*Z%y; *p*(1-p) / M?
Where, N = Desired sample size
Z o= Standard normal distribution value corresponding to upper tail .,

V = Design effect (usually is set at 2)

M = Margin of error

P = Proportion of respondent who would accept for HPV vaccine

When,Type 1 error is set at 0.05 (2 sided), V =2, M= 0.05, and P =0.5,
sample size required is 384 or approximately 400 persons. To account for low
response rate (30%), the sample size will be inflated to 1,200 persons.

3.4 Sample size calculation

Mothers, who met the eligibility criteriawill be recruited from the
participating school. The participating school was selected using stratifying random
sampling technic. In this study, secondary schools that have female students aged
between12-15 years old will be stratified by types into government and private
schools. The number of mothers in private school and public school were calculated
according to the ratio of students in these 2 types of school. For each school, the total
number of mother was primary set according to the number of female students. In
order to specify the number of school, the total number of participants in each
schoolwas primary set at 150. (50 for each level namely; Matthayom 1, Matthayom 2,
and Matthayom 3). As the result, 8 schools were selected in this study. Then, the total

number of schools was calculated for each type according to the ratio of public and
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private. Of the total 8 schools, 6 schools were public schools while 2 schools were
private schools. Finally, the random sampling was performed to select the school
based on the types. After the school selection process, the researchers contacted the
school and asked for permission to distribute questionnaire to eligible mothers. The
actual, number of questionnaires distributed were calculated according to the
proportion of eligible students in each schools.

3.5 Study instrument

Self-Administered questionnaires were developed as an instrument in this

study. Questionnaires consisted of 5 parts, as follows in Appendices.

Part 1: General information and socio-demographic characteristics

This part consisted of main questions concerning socio-demographic
characteristics status of the respondents such as age, relation with student, educational
level, occupation, income, family’s history cancer, family’s history cervical cancer and

history cervical screening.

Part 2: Awareness of HPV vaccine
This part examined awareness of HPV vaccine as well as the sources of
information.In this part, participants were also asked if they knew someone who has

been vaccinated against HPV.

Part 3: Knowledge regarding cervical cancer, HPV and HPV vaccination:
This part involved 7 questions regarding cervical cancer and 8 questions
regarding HPV vaccine. For questions related to cervical cancer mode of transmission,
HPV prevention measure, and risk and cause of cervical cancer were asked. For
questions related to HPV vaccine, target group of HPV vaccine, vaccine efficacy and

eligible candidate for vaccine were examined.
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Part 4: Attitude towards Cervical cancer and HPV vaccine
In this part the questions examined attitudes towards HPV in term of
safety, cost, efficacyand social norms were asked. For attitude towards cervical cancer,

perceive susceptibility and perceive threats were asked.

Part 5: Acceptance of HPV vaccination and willingness to pay

Acceptance and willingness to pay for Bivalent and Quadrivalent were
examined. In this study, mothers” HPV acceptance were measured based on the
response to the following questions; “if the vaccine is free, will you vaccinate your
daughter against HPV?” The women who answered “yes” were classified as the
acceptance, while the one who answered “no” were classified as non-acceptance. On
the other hand, mothers” HPV willingness to pay was defined as the answers “yes” to
the following question; “if the vaccine is not free and you have to pay out of pocket by
yourself, will you vaccinate your daughter against HPV? If so, what is the maximum
amount that you will pay to have your daughter vaccinate against HPV? In this study
“WTP values” was between 300-500 Baht for Bivalent and 100-500 Baht for
quadrivalent vaccine and were determined based on the price of HPV vaccine that the
government intended to buy from the company and the price that is considered cost-
effective in Thailand.

3.6 Study instrument

Questionnaires were distributed to the eligible respondents via school’s
teacher. Respondents were requested to send the completed questionnaire within 3
days — 7 days. Pilot testing wasconductedamong 25 women selected by convenient
sampling before the actual data collection begins to ensure the clarity and

understanding.
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3.7 Data analysis

Acceptance rate was described in term of percentage. Willingness to pay
were described in term of percentage of respondents who indicate willing to pay for
HPV vaccination. Among those willingness to pay for HPV vaccine, mean (SD) of
WTP was calculated. Univariate statistics, using chi-square, T-test or other appropriate
non-parametric statistics was used to examine factors affecting with acceptability and
willingness to pay. The variables derived by HBM and TPB that were found to be
significant in univariate analysis were put into the multiple linear regression to

examine factors affecting with acceptability and willingness to pay.
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CHAPTER IV
RESULTS

The results of this study are presented in two parts. Part | contains
descriptive characteristics of the respondents including socio-demographic
information, knowledge regarding cervical cancer and HPV vaccine, attitude toward
cervical cancer and HPV vaccine, HPV vaccine acceptance, and willingness to pay for
HPV vaccine.

Part Il focuses on the factors associated with HPV vaccine acceptability

and willingness to pay for HPV vaccine.

Part I: Descriptive characteristics of the respondents

The response rate from 8 schools is presented in the table 4.1. As shown in
the table, the response rate is about 71.72% (861/1,200). The response rate is highest
(97.57%) in Satrivoranartschool while the lowest response (49.76%) are from

Benjamarachalai school.

Table 4.1Response rateclassified by school

Schools Submitted Response
Public schools N N(%)
1.Sainamphung school 275 182(66.18)
2.Santirat wittayalai school 99 51(51.51)
3.Senanicom school 30 20(66.66)
4.Benjamarachalai school 213 106(49.76)
5.Watnairong school 54 48(88.88)
6.Saipanya school 214 158(73.83)
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Table 4.1 Response rateclassified by school (cont.)

Schools Submitted Response
Private school N N(%)

1.Satrivoranart school 165 161(97.57)
2.Rajinibon school 150 135(90.0)
Total 1,200 861(71.75)

Socio-demographic information of the respondents is displayed in table

4.2. As show in the table, most of the respondents (87.2%) are mother while the rest

are female parents of the girl. The mean age of the respondents is 43.47 years old

while the mean (SD) age of the daughter or girls under supervision is 13.72 (1.26)

years old. About 40% of the respondents graduated with bachelor degree. One third of
them have monthly household income between 10,000-29,999 baht.

Table 4.2 Socio-demographic characteristics of the respondents

N (%) or Mean (SD)

Relationship with the student (N=861)

Mother 751 (87.22)
Relatives 110 (12.78)
Age of Respondents (Years) (N=681) 43.47(6.56)
Age of student(Years) (N =808 ) 13.72(1.26)
Education level of the respondent (N = 852)
Primary school or lower 132 (15.50)
Secondary school (Grade 7-9) 86 (10.10)
Secondary school (Grade 10-12) 157 (18.40)
Certificate 84 (9.90)
Bachelor degree 342 (40.10)
Higher than Bachelor degree 51 (6.00)
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Table 4.2 Socio demographic characteristics of the respondents (cont.)

N (%) or Mean (SD)

Occupation (N = 860)

Agriculturist 1(0.12)
Temporary worker 85 (9.87)
Government officer /State Enterprises 128 (14.87)
officer

Private company employee 187 (21.72)
Self employed 250 (29.03)
Housewife 182 (21.14)
Other 27 (3.14)

Monthly household income (Baht) (N = 852)

Less than 5,000 38 (4.50)
5,000 - 9,999 113 (13.30)
10,000 — 29,999 281 (33.30)
30,000 — 49,999 173 (20.30)
50,000 - 100,000 197 (23.10)
More than 100,000 50 (5.90)

Family history of cancer and cervical cancer screening experience of the

respondents are shown in table 4.3. From table 4.3, most of the respondents do not

have family history of cancer (69.90%) nor cervical cancer (84.92%). About 64% of

them indicated having experience in cervical cancer screening.
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Table 4.3 Family history of cancer and cervical cancer screening experience

N(%)
Yes No
1. Do you have family history of cancer? (N=834) 251(30.10) 583(69.90)
2. Do you have family history of cervical 38(4.56) 796(95.44)
cancer?(N=834)
3. Have you ever received a screening for cervical | 551(63.99) 283(36.01)
cancer? (N=834)

HPV vaccine awareness among the respondents is displayed in the table

4.4, 1t is found that most of respondents (70%) indicated they have ever received
information about HPV vaccine before. However, only 17% of the respondents
indicated having someone in her family including herself vaccinated against HPV.

About 30% indicated that they knew someone who has been vaccinate against HPV.

Table 4.4 HPV vaccine awareness

N(%)

Yes No
1. Have you ever received information regarding | 588(69.10) 263(30.9)
HPV vaccine (N=851)
2. You or someone in your family has ever been | 100(17.01) 488(82.99)
vaccinated against HPV(N=588)
3. Daughter or students in the care of you have | 41(6.97) 547(93.03)
been vaccinatedagainst HPV(N=588)
4. People you know have been vaccinated against | 167(28.40) 421(71.60)
HPV (N=585)

Sources of HPV vaccine information among the respondents who have

received information about HPV vaccine are shown in table 4.5,It is found that
hospital/health care provider (65.65%) is the major source of information, followed by
TV /radio (50.34%), and Newspaper/magazine (38.10%), respectively.
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Table 4.5 Sources of HPV vaccine information received by the respondents

N(%)
1 Television / Radio 296(50.34)
2 Newspaper / Magazines 224(38.10)
3 Advertising board 89(15.14)
4 Hospital / Health care provider 386(65.65)
5 Friends, Relations 172(29.25)
6 Internet 102(17.35)
7 Other 10(2.70)

Knowledge regarding cervical cancer and HPV vaccine of the respondents
is displayed in table 4.6 In respect to knowledge regarding cervical cancer, about 57%
of the respondents knew that cervical cancer is not a genetic disease. Only about 50%
of the respondent knew that viral infection is the cause of cervical cancer.
Approximately two third (59.74%) of the respondents knew that virus that causes
cervical cancer, can be transmitted through sexual relationship and that having sex at
early age increases the risk for cervical cancer (63.55%). In addition, only 38.74% of
the respondents knew that vaginal bleeding is the early symptom of cervical cancer.
On the other hand, almost all of the respondents (93.50%) knew that women aged 30
years and over should be regularly screened for cervical cancer and that early detection
of cervical cancer can improve survival time (89.9%).

Concerning knowledge regarding HPV vaccine, only 21.24% knew that
some types of HPV vaccine can also provide protection against genital warts. About
one-third of the respondents correctly answered that HPV vaccine cannot be used as a
treatment even for early stage of cervical cancer (32.09%). The efficacy of vaccine is
different between women with and without sexual experience (28.52%), and the
efficacy of HPV vaccine is not as high as 100% (33.95%). About 42% of the
respondents correctly indicated that women aged 35 years or more should not be
vaccinated against HPV. Almost half of the respondents (49.42%) knew that
efficacyof HPV vaccine was not lifelong. On the other hand, about 70% of the

respondents knew that there is still a need to use condom and to regularly screen for
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cervical cancer after being vaccinated against HPV and that there is still a need to
regularly screen for cervical cancer once you have been vaccinated against HPV.
As show in the table 4.7, average knowledge score related to cancer, HPV

vaccine and total score were 4.20, 3.50, and 7.70, respectively.

Table 4.6 Knowledge regarding cervical cancer and HPV vaccine

N(%0)

Yes No Don’t know
1. Cervical cancer is not a genetic | 491(57.30) 203(23.69) 163(19.01)
disease (N=857)
2. Virus infection is not the cause of | 213(24.85) 422(49.24) 222(25.91)
cervical cancer (N=857)
3. Virus that causes cervical cancer | 512(59.74) 182(21.24) 163(19.02)
can be transmitted through sexual
relationship (N=857)
4. Having sex at an early age does not | 173(20.21) 544(63.55) 139(16.24)
increase the risk for cervical cancer
(N=856)
5Women age 30 years and over | 805(93.50) 20(2.32) 36(4.18)
should be annually screened for
cervical cancer (N=861)
6. Early detection of cervical cancer | 774(89.90) 30(3.48) 57(6.62)
can increase survival rate(N=861)
7.Vaginal bleeding is the early| 332(38.74) 196(22.87) 329(38.50)
symptoms of cervical cancer(N=857)
8. If early detected, HPV vaccine can 230(26.84) 275(32.09) 352(41.07)
be used to cure cervical cancer
(N=857)
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Table 4.6 Knowledge regarding cervical cancer and HPV vaccine (cont.)

N(%0)

Yes No Don’t know
9. Efficacy of the vaccine is not | 199(23.17) 245(28.52)) 415(48.31)
different among women with and
without sexual experience (N=859)
10. Efficacy of HPV wvaccine in| 284(33.02) 292(33.95) 284(33.02)
prevention of cervical cancer is nearly
100% (N=860)
11.Vaccination against cervical cancer | 253(29.45) 362(42.14) 244(28.41)
should be performed in women aged
35 years or more (N=859)
12. There is no need to use condom 52(6.05) 634(73.72) 174(20.23)
once you have been vaccinated
against HPV (N=860)
13. Some type of HPV vaccine can | 182(21.24) 97(11.32) 578(67.44)
also protect against genital warts
(N=857)
14. Efficacy of HPV wvaccine is| 90(10.47) 425(49.42) 345(40.11)
lifelong (N=860)
15. There is no need to regularly 78(9.07) 610(70.93) 172(20.0)

screen for cervical cancer once you
have been vaccinated against HPV
(N=860)

Bold = Correct answer
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Table 4.7 Summary knowledge score related to cervical cancer and HPV vaccine

Mean (SD)
Knowledge score related to cancer * 4.2(1.50)
(N=851)
Knowledge score related to HPV vaccine ** 3.5(2.04)
(N=853)
Total knowledge score *** 7.7(2.94)
(N=843)

* full score = 7, ** full score = 8, *** full score = 15

Attitude towards cervical cancer and HPV vaccine was shown in table 4.8.
Perceived threat of cervical cancer is measured using question: “cervical cancer is a
severe disease” while perceived susceptibility are measured using 2 questions: “you
are at high risk for cervical cancer in the future” and “your daughters are at low risk
for cervical cancer in the future”. Perceived safety of vaccine is measured using the
question: “HPV vaccine is a highly safe vaccine’ while the perceived barrier is
measured in term of cost of HPV vaccine. Regarding perceived efficacy, the question
used is “HPV vaccination can actually prevent cervical cancer”. For the social norms,
the respondents were asked if they agreed with the following statement “all parents
should take her daughter to vaccinate against HPV”.

About 72% of the respondents indicated that cervical cancer is a severe
disease. However, only 17% thought that they were at high risk of being diagnosed
with cervical cancer in the future while about 46.08% thought that their daughters/
girls under supervision were at high risk for cervical cancer. Concerning HPV vaccine,
about 43% of the respondents believed that HPV vaccine was highly safe while about
27% believed that HPV vaccine can actually prevent cervical cancer. Approximately
50% of the respondents perceived that HPV vaccine was expensive and that all parents
should take their daughters to vaccinate against HPV.

HPV vaccine acceptability and willingness to pay for HPV vaccine was
described in table 4.9. In our study, acceptability was determined by the following
question “If the government’s campaign for girls aged 12-15 years old to be

vaccinated against cervical cancer is free will you allow your daughter to be
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vaccinated or not?” On the other hand, willingness to pay was determined by the
following question “If the vaccine is not totally free but you have to copay if you were
willing to have your daughter vaccinate, will you willing to pay for the vaccine?” For
vaccine acceptability, it was found that about 74.41% to 76.8% of the respondents
show their intention to have their daughters or girls under supervision vaccinated
against HPV if it was provided by Government with no charge. Regarding willingness
to pay, about 67.29% - 68.90% of the respondents indicated that they were willingness
to pay extra charge in term of co-payment for vaccinating their daughters / girls under

supervision against HPV vaccine.
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Type of vaccine N (%)
Acceptance
Bivalent (N=861) 651(76.86)
Quadrivalent (N=758) 564(74.41)
Willingness to pay
Bivalent (N=636) 438(68.90)
Quadrivalent (N=639) 430(67.29)

Reasons for no acceptability were shown in table 4.10 The main reasons

for not acceptance for both bivalent and quadrivalent were concerns about HPV

vaccine’s side effect followed by the perception that their daughters or students under

supervision were at low risk of cervical cancer, and not confident about the efficacy of

vaccine, respectively.

Table 4.10 Reasons for no acceptability classified by type of vaccine

No acceptance, N(%)

Bivalent Quadrivalent
(N=196) (N=194)
1. My daughter is a low risk of cervical cancer 57(29.08) 67(34.54)
2. Not confident about efficacy of vaccine 54(27.55) 58(29.90)
3. Concern about adverse effect of vaccine 90(45.92) 88(45.36)
4. Physician did not recommend 30(15.31) 33(17.01)
5. Most people | knew have not been vaccinated | 43(21.94) 40(20.62)
against HPV before
6. Concern about the inappropriate sexual 37(18.88) 15(7.73)
behavior caused by the misconception that vaccine
can prevent all sexual transmitted disease
7. Other reasons 16(8.16) 6(3.09)




Fac. of Grad. Studies, Mahidol Univ. M.Sc. in Pharm. (Pharmacy Administration) / 45

Reasons for unwilling to pay for vaccine were shown in table 4.11. The
main reasons for unwilling to pay for both bivalent and quadrivalent were the
financial limitation followed by the perception that it should be the responsibility of
the government to provide free vaccination, and that the vaccine is not necessary at the

moment respectively.

Table 4.11 Reasons for Unwilling to pay classified by type of vaccine

Unwillingness to pay, N(%)
Reason for unwilling to pay Bivalent Quadrivalent

(N=198) (N=209)
1. It should be the responsibility of the 66(33.33) 63(30.14)
government to provide free vaccination
2. Vaccine is important but I can’t 85(42.93) 82(39.23)
afford it
3. The vaccine is not necessary at the 55(27.78) 57(27.27)
moment
4. Others 9(4.55) 15(7.18)

Table 4.12 Willingness to pay amount for 3 doses of bivalent vaccine

Willing to pay amount for 3 doses of N (%)
bivalent vaccine (N=445)

1. Less than 300 bath 19 (4.28)
2. 300-500 bath 140 (31.46)
3. 500-1,000 bath 134 (30.11)
4. 1,000-1,500 bath 77 (17.30)
5. 1,500-2,000 bath 46 (10.33)
6. More than 2,000 bath 29 (6.52)

From the table 4.12, it was found that about 32% indicated that the amount
of willingness to pay for 3 doses of bivalent vaccine were 300-500 baht while about
30% indicated that they would pay 500- 1,000 baht for 3 doses of bivalent vaccine.
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When looking at the amount of willingness to pay for quadrivalent vaccine, it was
found that 61.2% of the respondents indicated that they would pay more for
quadrivalent vaccine as compared to bivalent vaccine. For those who indicated that
they would pay more for quadrivalent, 60% indicated that the extra amount was about
100-500 baht. The main reasons (43%) for paying similar amount for bivalent vaccine
and quadrivalent vaccine was that their daughters or girls under supervision were at

low risk for genital wart.

Table 4.13 Amount of willingness to pay for quadrivalent vaccine as compared

to bivalent vaccine

Amount of willingness to pay for quadrivalent vaccine N(%)
(N =384)
Similar to the bivalent vaccine 149(38.80)
Higher than bivalent vaccine 235(61.60)

Reason for paying the same amount for bivalent and

quadrivalent vaccine (N= 108)

Daughters / students in your care have a lower 64(42.95)

risk for genital warts.

Genital wart is not a severe disease 28 (18.79)

Other 16 (10.74)

Additional amount of willingness to pay for quadrivalent

vaccine as compared to bivalent vaccine (N =219)

<100 bath 5(2.13)
100 — 500 bath 144(61.28)
> 500 bath 70(29.79)

Table 4.14, summarized the factors affecting with acceptability and
willingness to pay by univariate analysis. It was found that perceived susceptibility of
cervical cancer, perceived benefit of vaccine, perceived risk of adverse event from
vaccine, ever receiving information regarding vaccine, perceived norm, and

knowledge of vaccine and cervical cancer were found to be associated with acceptance
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and willingness to pay for both bivalent and quadrivalent vaccine. In addition, family
income was also significantly associated with willingness to pay for both bivalent and

quadrivalent vaccine.

Part 11 focuses on the factors associated with HPV vaccine

Table 4.14 :Factors associated with acceptability and willingness to pay for

bivalent and quadrivalent vaccine by univariate analysis

Model 1: OR Model 2: OR Model 3: OR Model 4: OR
(95%Cl), (95%Cl), WTP (95%Cl), (95%Cl),
acceptance for for bivalent acceptance for WTP for
bivalent vaccine vaccine quadrivalent quadrivalent
vaccine vaccine
School
Education
<= primary school 0.229 0.039 0.349 0.098
Secondary school 0.711(0.304) 1.34(0.402) 0.82(0.579) 1.04(0.914)
Tertiary school 1.169(0.610) 1.001(0.997) 1.09(0.773) 1.4(0.225)
Certificate 0.912(0.788) 1.75(0.109) 0.95(0.891) 2.06(0.041)
Bachelor 0.779(0.323) 1.56(0.072) 0.71(0.186) 1.58(0.063)
Higher than bachelor 0.505(0.069) 4.49(0.009) 0.58(0.148) 2.8(0.028)
Family income per month
< 5,000 0.705 <0.001 0.182 <0.001
5,000-9,999 1.472(0.380) 0.917(0.846) 2.92(0.015) 0.73(0.513)
10,000-29,999 1.385(0.416) 0.97(0.948) 2.21(0.037) 1.32(0.527)
30,000-49,999 1.453(0.375) 2.67(0.028) 2.25(0.04) 2.36(0.067)
50,000-100,000 1.146(0.758) 2.88(0.018) 1.91(0.093) 2.61(0.039)
>100,000 0.934(0.889) 3.09(0.059) 1.5(0.397) 2.5(0.116)
Family history of cancer 0.945(0.751) 0.85(0.381) 0.89(0.501) 1.02(0.127)
Age of mothers 0.984(0.203) 1.004(0.782) 0.98(0.138) 1.08(0.683)
Information received
Yes vs Never 1.96(<0.001) 1.73(0.003) 1.68(0.004) 2.28(<0.001)
Knowledge score 1.108(<0.001) 1.092(0.004) 1.10(<0.001) 1.13(<0.001)
Believe that they are at risk of cervical 0.712 0.111 0.333 0.422
cancer (Disagree = reference)
Neutral 0.9(0.738) 1.35(0.352) 0.72(0.311) 0.69(0.277)
Agree 1.067(0.814) 1.72(0.05) 0.97(0.925) 0.90(0.722)
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Table 4.14 :Factors associated with acceptability and willingness to pay for

bivalent and quadrivalent vaccine by univariate analysis (cont.)

Model 1: OR Model 2: OR Model 3: OR Model 4: OR
(95%Cl), (95%Cl), WTP (95%Cl), (95%Cl),
acceptance for for bivalent acceptance for WTP for
bivalent vaccine vaccine quadrivalent quadrivalent
vaccine vaccine
Believe that their children are at 0.544 0.187 0.389 0.113
risk of cervical cancer
Neutral 0.996(0.983) 0.739(0.124) 1.23(0.285) 0.85(0.395)
agree 1.285(0.292) 0.717(0.150) 1.31(0.264) 0.62(0.037)
Believes that cervical cancer Is serious | 0.699 0.203 0.761 0.558
disease (Disagree = reference)
Neutral 0.993(0.971) 1.11(0.615) 1.02(0.916) 1.22(0.348)
agree 1.168(0.437) 1.46(0.075) 1.16(0.471) 1.19(0.406)
Believe that HPV vaccine is a highly <0.001 0.005 <0.001 0.035
safe(Disagree = reference)
Neutral 1.635(0.026) 0.795(0.405) 1.57(0.051) 0.587(0.058)
agree 3.021(<0.001) 1.449(0.182) 3.02(<0.001) 0.89(0.676)
Believe that HPV vaccine is 0.124 0.178 0.682 0.571
expensive(Disagree = reference)
Neutral 1.11(0.677) 1.37(0.283) 1.11(0.69) 0.97(0.935)
agree 1.49(0.089) 0.942(0.819) 1.22(0.41) 0.821(0.447)
Believe that HPV vaccine can actually 0.015 0.051 0.001 0.970
prevent cervical cancer(Disagree =
reference)
Neutral 1.32(0.144) 1.48(0.062) 1.57(0.021) 0.98(0.944)
agree 1.94(0.04) 1.73(0.019) 2.31(<0.001) 1.03(0.883)
Believe that all parents should take their | <0.001 <0.001 <0.001 0.002
daughters to vaccinate against HPV
(Disagree = reference)
Neutral 2.05(<0.001) 1.21(0.443) 1.79(0.007) 1.37(0.21)
agree 3.92(<0.001) 2.23(0.001) 4.118(<0.001) 2.12(0.001)

Factors associated with bivalent vaccine acceptability by logistic
regression were shown in table 4.15. It was found that knowledge regarding HPV
vaccine was positively associated with acceptance towards bivalent vaccine. For 1-unit
increase in knowledge score, the acceptability is increased by 1.108 times (OR =
1.108, p =0.0014). Similarly, those who agree that all parents should take their
daughter to vaccinate with bivalent vaccine were 3.102 times more likely to allow
their daughters to vaccinated with bivalent vaccine if it is for free (OR = 3.102,
p<0.001).
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Table 4.15 Factors associated with bivalent vaccine acceptability

B S.E. Sig. Exp(B)
Constant -0.508 0.313 0.105 0.602
Knowledge regarding cervical 0.103 0.030 0.001 1.108
cancer*
HPV vaccine is a highly safe 0.231
vaccine (disagree = reference)
Neutral 0.157 0.250 0.531 1.170
Agree 0.452 0.284 0.112 1571
HPV vaccination can actually 0.917
prevent cervical cancer
(disagree = reference)
Neutral -0.022 0.217 0.919 0.978
Agree 0.077 0.275 0.780 1.080
All parents should take her <0.001
daughter to vaccinate against
HPV (disagree = reference)
Neutral 0.688 0.236 0.004 1.989
Agree 1.132 0.241 <0.001 3.102
You are at high risk for cervical 0.423
cancer in the future
(disagree = reference)
Neutral -0.168 0.197 0.393 0.845
Agree 0.184 0.253 0.468 1.202

Cox & Snell R square = 0.072, Nagelkerke R square = 0.109
* 0dd is associated with a 1-unit increase in knowledge score

Factors associated with quadrivalent vaccine acceptabality by logistic
regression were shown in table 4.16. Similarly, those who agree that all parents
should take their daughter to vaccinate with bivalent vaccine were 3.47 times more
likely to allow theirdaughters to vaccinated with bivalent vaccine if it is for free (OR =

3.47, p<0.001). It was also found that knowledge regarding HPV vaccine was
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positively associated with acceptance towards bivalent vaccine. For 1 score increase,
the chance of acceptance increase by 1.109 times (OR = 1.109, p = 0.011)

Table 4.16 Factorsassociated withquadrivalent vaccine acceptability

B S.E. Sig. Exp(B)
Constant -0.744 0.330 0.024 0.475
Knowledge regarding cervical cancer 0.104 0.031 0.001 1.109
Attitude towards safety of vaccine 0.479
(negative attitude = reference)
Neutral attitude 0.042 0.267 0.876 1.043
Positive attitude 0.285 0.296 0.335 1.330
Attitude towards effectiveness of 0.604
vaccine
(negative attitude = reference)
Neutral attitude 0.188 0.225 0.405 1.207
Positive attitude 0.261 0.280 0.352 1.298
Social norms (negative norm = <0.001
reference)
All parents should take your 0.545 0.245 0.026 1.725
daughter to HPV vaccination
(neutral)
All parents should take your 1.229 0.255 <0.001 3.417
daughter to HPV vaccination (agree)
Perceive susceptability 0.723
(low susceptibility = reference)
Neutral 0.016 0.208 0.937 1.017
High susceptability 0.205 0.258 0.426 1.227

Cox & Snell R square = 0.084, Nagelkerke R square = 0.124
* odd is associated with a 1-unit increase in knowledge score

Factors associated with bivalent vaccine and willingness to pay by logistic
regression were shown in table 4.17. It was found that income was positively related
with the willingness to pay for bivalent vaccine. Those who have income 30,000 to
49,000 Baht were 2.840 times more likely to pay for bivalent vaccine as compared to
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those with income lower than 5,000 baht. Those who have income 50,000 to 100,000
Baht were 3.196 times more likely to pay for bivalent vaccine as compared to those

with income lower than 5,000 baht. Similarly, those who agree that all parents should

take their daughter to vaccinate with bivalent vaccine were 2.07 times more likely to

allow their daughters to vaccinated with bivalent vaccine if it is not free (OR = 2.07, p

=0.009)

Table 4.17 Factors associated with Willingness to pay for bivalent vaccine

B S.E. Sig. Exp(B)
Constant -0.188 0.525 0.265 1.039
Knowledge regarding cervical 0.038 0.034 0.265 1.039
cancer*
Attitude towards safety of 0.065
vaccine (negative attitude =
reference)
Neutral attitude -0.626 0.320 0.051 0.535
Positive attitude -0.241 0.346 0.487 0.786
Attitude towards effectiveness 0.096
of vaccine (negative attitude =
reference)
Neutral attitude 0.455 0.237 0.055 1.576
Positive attitude 0.550 0.285 0.053 1.734
Social norms (negative norm = 0.014
reference)
All parents should take 0.201 0.284 0.479 1.223
your daughter to HPV
vaccination (neutral)
All parents should take 0.715 0.282 0.011 2.045

your daughter to HPV

vaccination (agree)
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Table 4.17 Factors associated with Willingness to pay for bivalent vaccine (cont.)

B S.E. Sig. Exp(B)
Perceive susceptability 0.044
(low susceptibility = reference)
Neutral -0.508 0.216 0.019 0.602
High susceptability -0.396 0.258 0.126 0.673
Income (< 5,000 Baht = <0.001
Reference)
5,000-9,999 Baht -0.052 0.476 0.913 0.949
10,000-29,999 Baht 0.036 0.439 0.934 1.037
30,000 — 49,999 Baht 1.037 0.477 0.029 2.822
50,000 -100,000 Baht 1.166 0.484 0.016 3.208
> 100,000 Baht 1.197 0.633 0.059 3.309

Cox & Snell R square = 0.110, Nagelkerke R square =0.154
* 0dd is associated with a 1-unit increase in knowledge score

Factors associated with quadrivalent vaccine and willingness to pay by
logistic regression was shown in table 4.18. Similarly, those who agree that all parents
should take their daughter to vaccinate with quadrivalent vaccine were 2.428 times
more likely to allow their daughters to vaccinated with bivalent vaccine if it is not free
(OR = 2.428, p =0.001). Income is also associated with WTP for quadrivalent

vaccine.
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Table 4.18 Factors associated with willingness to pay for quadrivalent vaccine

B S.E. Sig. Exp(B)
Constant -0.720 0.588 0.221 0.487
Knowledge regarding cervical 0.079 0.033 0.018 1.082
cancer*
Attitude towards safety of vaccine 0.004
(negative attitude = reference)
Neutral attitude 0.798 0.349 0.022 2.221
Positive attitude -0.274 0.217 0.207 0.760
Attitude towards effectiveness of 0.911
vaccine (negative attitude =
reference)
Neutral attitude 0.085 0.239 0.722 1.089
Positive attitude 0.116 0.283 0.683 1.123
Social norms (negative norm = 0.005
reference)
All parents should take your 0.518 0.287 0.071 1.679
daughter to HPV vaccination
(neutral)
All parents should take your 0.887 0.279 0.001 2.428
daughter to HPV vaccination
(agree)
Perceive susceptibility 0.057
(low susceptibility = reference)
Neutral -0.298 0.210 0.155 0.742
High susceptability -0.573 0.252 0.023 0.564
Income 0.002
< 5,000 Baht -0.333 0.506 0.510 0.716
5,000-9,999 Baht 0.185 0.474 0.697 1.203
10,000-29,999 Baht 0.808 0.502 0.107 2.243
30,000 — 49,999 Baht 0.758 0.503 0.132 2.134
> 50,7J00 Baht 0.694 0.621 0.264 2.001

Cox & Snell R square = 0.091, Nagelkerke R square = 0.127
* 0dd is associated with a 1-unit increase in knowledge score
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CHAPTER V
DISCUSSION

This chapter was divided into 5 parts as follows,

1. Awareness of HPV vaccine

2. Knowledge regarding cervical cancer and HPV vaccine

3. Attitude towards cervical cancer and HPV vaccine

4.Acceptance rate and willingness to pay for HPV vaccine

5.Factors affecting acceptance and willingness to pay for HPV vaccine

Awareness of HPV vaccine

In our study about 70% of mothers have heard about HPV vaccine. The
proportion of those have heard about HPV vaccine in our study is higher than those of
2 previous studies conducted among women in Bangkok which found that about 40%
(47) to 50% (68) of the women indicated that they have heard about HPV vaccine. It
may be supported by the change over time as the systematic review indicated that the
percentage of parent who heard about HPV vaccine rose over time (7). Similar to the
previous study conducted in Bangkok in 2009 most of respondents in our study
received information regarding the vaccine from hospital/health care provider
(65.65%), followed by TV/radio (50.34%).

When looking at the knowledge regarding cervical cancer, only 39% of the
respondent knew about the early symptoms of cervical cancer and about 50% knew
that viral infection is associated with cervical cancer. On the other hand, about 90%
knew that women aged 30 years and over should be regularly screened for cervical
cancer and that early detection of cervical cancer can improve survival time.

Consistent with the previous study (47) the knowledge about screening is
higher than that of HPV vaccine. In our studies, only approximately 30% of the

respondents knew that efficacy of vaccine is different between women with and
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without sexual experience, the efficacy of vaccine is not nearly 100%, and that HPV
vaccine cannot be used to cure cervical cancer even detected at the early stage. On the
other hand, we found that about 70% knew that there is still a need to use condom and
regularly screen for cervical cancer after being vaccinated against HPV. The high level
of knowledge about the screening and awareness of condom use may be the result of
previous campaign about condom use and screening in Thailand (19, 69).

When looking at the acceptance, consistently with previous studies in
Bangkok (47) and recent systematic review (8) which found that most parent have
high intention to vaccinate their daughters against HPV, our study found that
acceptance towards HPV vaccine is high ranging between 74% for bivalent to 76% for
quadrivalent vaccine. It was found that acceptance rate among other countries in Asia
(56, 70, 71) was also high ranging from 79% in Korea to 96% in Indonesia. In
contrast, the acceptance rate in the US was low ranged from 48 — 65% (56, 71-73).

Regarding the willingness to pay, we found that the WTP for HPV vaccine
ranged from 67% to 69%. About 32%, and 30% of the respondents indicated that they
would be willing to pay 300-500 baht, and 500-4000 Baht for whole 3 doses of
bivalent vaccine given that the efficacy of vaccine is 70% and the duration of coverage
is 6 years. When compared the result with other previous studies, it was found that the
result varied widely. In Japan, the WTP is around 95.6% (71) and most of the
respondent indicated that they would pay about 2000-4000 Yen (20-40 $US) . Similar
to the result from Korea, which found that about 40% of the respondents indicated
that they would pay up to 50 $US to vaccinate their daughter against HPV (72). On
the other hand, in Taiwan it was found that median WTP to vaccinate daughter ranged
for 1,098- 1,223 $US (60). For Kenya, it was found that about 75% of the respondent
willing to pay 100 Kenyan Shilling or less (4.16% US PPP) to vaccinate their daughter
against HPV. When looking specifically at the bivalent vaccine with 70% efficacy for
10-year coverage, the WTP in Vietnam for such vaccine was estimated at 185%
US.(10), while in the US it was estimated around at $663 (62). However, when
compared the amount of WTP for bivalent and quadrivalent vaccine, it was found that
mother in the US would pay 238% more for quadrivalent vaccine than bivalent vaccine
(62). On the other hand, about 60% of the respondents in our study indicated that they

would pay more for quadrivalent vaccine than bivalent vaccine. However, most of the
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respondents indicated that they would pay only 100-500 Baht more for quadrivalent
vaccine as compared to bivalent vaccine. This may be due to the fact that the genital
wart is not prevalent in Thailand and that the mother perceived that their daughter was
at lower risk of developing genital wart (74).

Regarding the factors affecting acceptance towards HPV vaccines, in our
univariate analyses we found that ever received information regarding HPV vaccine,
knowledge regarding cervical cancer and HPV vaccine, perceived safety, perceived
efficacy, and social norms are associated with acceptance. These mentioned factors
along with income level are found to be the predictor for WTP for HPV vaccine in our
study.

Consistent with previous studies (68, 71) those who indicated ever
received information was more likely to accept and willing to pay for HPV vaccine.
Similar to the previous study (68) we also found that those who indicated have ever
received information had higher knowledge than those who had never received
information and that knowledge is positively related with acceptance(50, 51, 60). In
addition, we also found that knowledge is the significant predictor of acceptance in
multivariate analysis (50, 51).

Regarding safety, about 45.5% of non-acceptors in our study indicated
their concern about adverse event of vaccine. This finding was similar to those of
previous studies which found that safety concern is the barrier of acceptance. (7-9, 65,
71, 75).

In our study we also found that perceived benefit of vaccine is associated
with acceptance. This finding was similar to those of previous studies (7-9). On the
other hand, while perceived susceptibility was associated with acceptance in several
studies (7-9, 31, 71) it is not the case in our study. Although cost of vaccine was
identified as a significant barrier for vaccine acceptance in previous study (8), it is not
the factor associated with acceptance and WTP in our study even though about 50% of
the respondents indicated that the cost of vaccine is high. On the other hand, we found
that income was a significant associated with WTP in both univariate analysis and
multivariate analysis.

Similar to several studies(43-45)social norms is identified as a significant

predictor of acceptance and willingness to pay for HPV vaccine in both
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univariateanalyses and multivariate analyses. This can be explained by the fact that
social norms is a significant predictors of several health behaviors in Thailand. (43-46,
76, 77).

Finally, it should be noted that there are other identifiable limitations in
this study. For one, the samples in our study only reflect the female parents from
Bangkok as the results, our findings may overestimate the knowledge level as well as
willingness to pay amount for HPV vaccine. Furthermore, it should be noted that
difference between intention and real behavior might exist. This can also be the case
for the willingness to pay response. Another limitation needed to be addressed was
that in our study the amount of willingness to pay was assessed using payment scale,
which the given ranged can affect the result. However, to reflect the real scenario in
Thailand we determined the range given to the respondents based on the price that the
government willing to pay for the vaccine acquisition and that the price which
considered cost-effective in the countries. Lastly, from the questionnaires, it should be
noted that there was some missing data in the part of willingness to pay due to the
complexity of the questionnaire. If possible, face-to-face interview might be more
appropriate. Besides the mentioned limitation, our strength is that our respondents are
the female parents of daughter aged between 12-15 years old not the general women.
So, the knowledge, attitude and intention to vaccinate their daughters are relevant to
the actual situation. In addition, to our knowledge, our study is the first study
examining the different between bivalent and quadrivalent vaccine in term of both

acceptance and willingness to pay.
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CHAPTER VI
CONCLUSION

To this point, consistent with previous studies in other countries, we can
conclude that the acceptance towards HPV vaccine is high while the knowledge
towards cervical cancer and HPV vaccine is low.As we found that knowledge is
positively associated with acceptance, in order to increase the uptake of vaccine if it
was included in the national coverage, the government should provide appropriate
education program for the mothers. Based on our findings, education program in
Thailand should emphasize the safety of vaccine, efficacy of vaccine, difference
benefit of vaccine among women with and without sexual experiences, target group of
vaccine, early symptoms of cervical cancer as well as the link between HPV infection
and cervical cancer. When looking at the major source of information, we suggest that
physician and hospital is still the most important source of information for parents.

As we also found that social norms is the significant predictor of both
acceptance and willingness to pay. To increase the vaccine acceptability as well as
uptake, the related organization should also implement a campaign aim at increasing

positive social norms on the HPV vaccine among the parents.
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APPENDIX A
QUESTIONNAIRE

Questionnaire for parents
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APPENDIX B
QUESTIONNAIRE FOR PARENTS

a v d‘ b4 g T o A U [ =] \ d‘d
Tn39M3308I309 “ANY mim)mnﬂmﬂmuﬂmnummﬂmuﬂgmmsmmmu‘lﬂmﬂmmmim‘nugnm:n

6191531’1'3‘1\3 12-15 ?ﬂummn;amwumuﬂs”

E2

ﬁ1 BUDS: Tﬂsamﬁ%ﬂﬁﬁwmaﬂs:mﬁzﬁaﬁwsmmm%’ msveusureinduilestunziFuhnuagnuazanu
ﬁn"lﬁmmmmmﬁmmﬂﬁnmm 211114 12-15 Tuwannu. saudednudailadoneg ifinademssensuy
uazmmmu”l,fui]1ﬂm’iﬂcﬁuﬁqﬂanwaw”1@mﬂmsﬁﬂy1“1uﬂévmﬁmﬂuﬂizTﬂﬂsu“lumimmmmmgmm
lofigndeanazlumsdaduludeulomenfedosiuiadutlosiunzdnhnuagnde i lueunn

Y

é’ﬁmmmuaeummumsn]umﬁm‘nugnanmﬂiwmw 12— 15 Willunsdifnsen hiazaaniiezasy
wudeuawansnl¥dunasesmandgeiouaeuunuld
dy Y 9 9 Y = o <
vudeunNHlszneuAl42 Ue 6 nilwazlHnameuilszum 10-15 1N njanaeumMoaa NIy
a o v A \ Q‘ J d' o_ d' o < Y o 1V Y A o
wSemudwiviiazauiEunnaIud 1, 2, 3, 4 uaz 5 mudinuierivasaudingamihadasliiinsauily

| d‘ \J v A d':; ) | \J A
HUDUNNADIIUAHUUUADUDINNYULIBU mameuﬂmamaaﬂummimm

MBI ﬂsmm!mammﬂ \ e X adludos |:| munniluasa

daui 1: magam‘]ﬂmm@mu

1 d‘ F) 1 [ @ A
1. V]Wumﬂ’)ﬂ]@ﬁﬂfﬂﬂhlﬁﬂﬂuﬂﬁﬂu

1. fluansen 2. fluanadunnsosiiiilaunsen

2. | Thgiiumuiiony ... 1l

3. | szAUMSANYIGIEAUDINIY

1. Uszaudnuimsedinn 2. ssNANEINDUAY

3. UseuAnpImoulmenIodfiou 4. oylsgygmserfioui

5. l5yans 6. qanInlsgyaa3

Y ' Y
4. | Yagiiunmudiondw (domiies 1 90)

J v
[ |1 inuasnssu dosdad sz [ ]2 sudhaiialal
[ ]5. 4r91ams [ |4 winausginman
5. WINAUDTEN [ 6. dme

7. §3nodIu) 8. unithu

|:| 0. DU, TUTATEU. 1+ oot




Fac. of Grad. Studies, Mahidol Univ. M.Sc. in Pharm. (Pharmacy Administration) / 71

5. | 91eldaseunsa (umadou)
[ ]1.<5000 [ ] 2.5,0000,999
[ ]5.10.000- 20,999 [ ]4.30.000 - 49,999
| = . 50,000- 100,000 | |6.>100,000

6. | ewveayasaavmiorinGeuluanuguavesng ...

7. | dwdimngnluaseunsmSeananuiuuzs el
|:|1. 531 @ llaeudei o 1diae) |:| 2.4

8. | wwdiamndnluaseuamieandndiuusSahnuaguie
| ] i | |24

9. | runeldsumansnmeluiiedansezsnhnuagn nie'li

|:| 1. line |:| 2,198

]
v

J d‘ v YA = [ 1
AIUN 2: NMITVINYI mﬂmm’]mnumssaﬂmmgn

a2

A Yo o A

] @ ' @ < '
10. | muneldsudeyadinaisniediniaduilesiuuziiahnuagn niely
[ ] 1. e dwllasude 15 [ ]2 im0
' Yo 9 AR - T dq9 9 v ' v
1. | muldsudeyafenduiaguadainannnilati @euldunnndt 1 4e)
1. Tnsvieni/Ang 2. wilsdoniun / dagens
4
[ 3 thelawan [ ] 4 Tsswerwna/ yaansmenisunnd
|:| 5. 9@/ 1o/ AU3IN |:| 6. BUIADTIUA
[ ]7.9uq T1lsa
TEU) oot
' A o ] Yo A o A o <3 9 A '
12. | Mmunieynaaluaseuniivesmune lasumsiainguilesnuuziiahnuagniinamse b
1. liiwe S la)aoude 14 2. 100
A v A 1 Yo = v A g < =) 1
13. | yasemnderinGenluanuguavesinune lasunmsiaiaduilesiuuzisahnuagnuieli
[ 11 Nwe 2,108
A Yo A Yo A o A @ < 9/ A '
14. | auiiudsniilasmeldsumsaaiaguileatuuzisahnuagnihmseli

L] i HER:




Siraporn Kruiroongroj

1 d’ yd‘ U < v A U =3
a3un 3: m1ugmmn‘uiiﬂmmﬂmuﬂgmmzmmuﬂmﬂumﬁemmmgn

Appendices / 72

o \ dw Y Y Y \ VY % v Y A |
njanasummuae ldimunnudanninleluilegiuvesnulaglidesiaranezgndeansela

mMufanN gn | Aa | lainsw
<3 (13K A a @
15. | wzsahnuagnlilslsanmaviniugnisy
a A MR & <
16. | msaade hialilsamiguosmauuzisauhnuagn
o A g 3 a 1 yy v o &
17. | hiandluaunguenzisahauagnannsodade lamanaduius
= v o Jo 1 o v 1q 1o o A < <
18. | mslmadwmiusawaeiginios ilsilvtodoaesmsiungiiahn
uagn
muaan gn | Aa | lainsw
A Aa = H o 4 <
19. | Auaeniiong 30 I Auldaasiimsasemeluiedunuzisahnuagn
<3 o &
wualsesmnil
< 3 =) @ A
20. | maasnuuzsshnuagndwaisuisnagansosnu 1913 Iaoue
' v g
Tauunimsasranumenasiluanuiuudd
a A ' I 2 I~ <
21. | msideavannisgesnasmduoimsisunsnvesmaiiuugis uhnuagn
< Ay A o oa A o ]
22. | mnasanuuzisshnuagnluszeziudu awnsodainduiosnu 1
4
g 1@
v N gy ' v poyd Ay o ¢ Y o YAy 1 oA
23. | nduliwa hinanasduszuedimelimaduiusudinodi lumed
mAFuRUS
a o A Y < Y ' <3| 5
24. | msnadaduilesiuuzis ahnuagnazannsatlesiuliliiduuzs ahn
Y A
wagn lane 100%
A o oa A Y ] ° Y a Aa L
25. | msnadaduiveiloanuuzs uhnuagnarsiluduaaniiong 35 Jau'll
= Y o 5 1oAa = d' I~ <
vazlimadmsziunguinlianudesganiiiuuzis uhnuagn
v A v A Y < Y 1o & 9 o
26. | nasdadnduiloanuuzisuhnuagnuda lusuiludesaugeeseuds
A o a v o d
ietlesiuTsanadeniunaduiug
v A Y < a @ 1
27. | Saduiloarungis nhnuagnursriaawsaflesiulsayansoulnld
Y
Rl
@ @ ] o ] IS 3
28. | msnadaduileeiuuzis ahnuagnamnsatloanulildiduuzsahn
wagn ldundFia
a2 v A @ < Y 1= o & 9
29. | mndadnguilosnuuziiahnuagnudl lutinnuduiludesnssnelu

4 < s 0
eAumuzisunuagniiuilsed




Fac. of Grad. Studies, Mahidol Univ. M.Sc. in Pharm. (Pharmacy Administration) / 73

\ d' b a d‘ U [ v A U <
a3iun 4°nﬂuﬂﬂmmmﬂﬁﬂmmﬂmuﬂgmmmﬂmuﬂmﬂumﬁammmgn

v a v < A <
muAan 1 iudotiosiiga =5 Wi

9 =~
AIYNINNGA

1 2 3 4 5

]
A

< I
30. | wzisahnuagnilulsandinnuguusann

T =) = 1 <3| <3
31. WWH?Jﬂ'JWSJLﬁENQW]E]ﬂﬁLﬂullgl,iﬂﬂ1ﬂllﬂgﬂqluﬂu1ﬂﬁ

o A ' = B 9 ' |
32. 14@1mn/umsfjuﬁlummg}uammwmummmmuaﬂmnmﬂu

<
wzi5ahnuagnluewan

o o < S v A A o
33. | Aaguilostunzsahnuagniluiagduiinnuilaeadogs

v o 3 =
34. ’Jﬂ“]fuﬂﬂﬂﬂuﬂzﬁx‘iﬂ1ﬂ3JﬂQﬂ3J51ﬂ1LLW\1

A o oA @ < @ <
35. ﬂ'liﬂﬂ’Jﬂ“]f“Llﬂ’fNﬂullgﬁﬂﬂ1ﬂ3JﬂQﬂﬁnﬂiﬂﬂﬂﬂﬂuumiﬂhﬂ

9 v
wagnlamiveu

9 @ 1Y <
36. | dunaseanaunswignanliaiaduilosiuuzisanuagn

a3ui 5: m3seNSurazaNdNlade

1 Y t:' d‘ Y 1 du \ \ o Y
n‘gnnmwuamm“lummJamaﬂmNaNuasmiamaunauﬂaummaﬂuma 38-43

4

aa o 3 S < o A o A ' v
iﬂﬂﬁﬂﬁ‘ﬂ’ﬂ’dﬂ M%Li\iﬂ1ﬂﬂJﬂQﬂlﬂuﬂleNﬂJENﬁ]’JEI’J$ﬁUWHﬁﬁﬁi‘ﬂW‘UUﬁ]ﬂLﬂuﬁ]uﬂUﬁ@ﬁSEN

a

3 a

3 v ) @ < I~ 1 91
ninuzisady dmsulszme Ineuzis ahouagniluuzssinounigavesdns TasTuuaaziloziigile

< VA d?l a2 Aa A 1 Y o = = a2 aa 9
MZLiQﬂWﬂJJﬂQﬂGLWMWNGUN 6,243 J18UQSITIFIN 2,620 ‘ﬂﬂ“ﬁi’l’)ﬂﬁn"lﬂ’JW]ﬂﬂ?u%zuﬁﬂiﬂﬂﬂlﬁﬂ"]ﬂﬁﬂ?ﬂ

a

< =2 o o A A o Y a & o & 0o q ¥a
Ijﬂﬂgli\iﬂ']ﬂuﬂ@]ﬂﬂq,)uag 9 319 ﬂ%ﬂﬂuulﬂuﬂﬂﬂuﬁﬂlLa'J'J’lﬂ’]i@]ﬂl(’lfﬂlljﬁﬁ‘]J’N‘IfuﬂLﬂuﬁ']lﬁ(ﬂﬂ']tlﬁlﬂﬂ

9
@ 1

< Y& A v o A 1y o @ A w o @ )
1J$L§Qﬂ']ﬂllﬂgﬂulﬂﬂquvl'Jiﬁﬂ\jﬂa']aﬁ'lll'lﬁﬂ@]ﬂﬁﬂqﬂﬂ’NLWﬁﬁuwu'ﬁ ﬂ'lﬁNLWﬁﬁMWu'ﬁfﬂQll@@jEﬂ]Uﬁuﬂﬂ N3

1 ]
@

a 1 aA = ] C v A ) = o Y <
Lﬂﬁﬂuﬂu@u‘ﬂﬁ"lﬂﬂu TuugUaUaIIAUY 5’]110\1ﬂﬁhlﬂJﬁ’JlliNElN@H’]iJEIL‘IJuﬂi]i]ULﬁENﬁTﬂiUVWI’]Gl'HLIIH

o

Ed EJ ' Fd
wziathnuagnld Weilluaeiiitiong 30 9 dulmsasemeluilulszsmaileeildawisansiomn

a

3 Y A Y Y P2 9
MZLEQTJWﬂiJﬂQﬂNlﬂ?JEJNLNuG] Llaz?ﬁllﬁﬂiﬂtlﬂﬂﬂﬁﬂﬁllﬂﬂuﬂ”l')hlﬂ

= v A

o Ao o A y A o A a 3 v A
1uﬂ%ﬂuuu?ﬂmuﬂﬁ]uqﬁﬂﬁqu!“'Iff]ll"]iﬁwlﬂuﬁ“ﬁ(ﬂﬂlﬂqﬂ'lilﬂﬂuglﬁ\iﬂ']ﬂllﬂgﬂmlﬂ Tﬂﬂluﬂﬂﬂjﬂ“ﬁuﬂiu 3

1
A o A ~

< o < 9 1 A 9 Sov A = I <

Wuagenusatesiunzsahnuagnld 70% nandeudeziaiagundidilemadn 30% nesduuzi
l <3 [ ] [ 4 ] Aa a [ [ ]

1hnuagn a8 lsnaude luimssudunuiueudalszaninaluszezevesingulaede lunsu

@ = Y o A a @ < < A A 9 a2 1 A v A
a1 6 “]J“fl.]uﬁ’]’)ﬂ"b’ui]%uNﬁiuﬂ’]iﬂﬁ]ﬂﬂuﬂﬁlﬂu&lgﬁﬂﬂ1ﬂl|ﬂgﬂ“ﬂiﬁ]1|Nﬁﬂl’l\ilﬂﬁl\i@ﬂﬂhliﬂﬁﬂﬂ’]ﬂ“]ﬂ!

v v
A a Yo 1 J o

< 1 v W a a
visuaa ldawaeiy 12 Thiluduldneudimaduiusaswsniwziilszaninmgege o1msthufssves

1
@ A =

a d?l Y 1 =} a A ~ A Y dy :;’ dy F) =
nﬂmuwmmnﬂmu‘lmm YAVINLUAN Homsithavusnunia tadive vie drandmie NeludIzng

A o A Y So 9 a @ < <] o 1 Y
ﬂﬂ?ﬂ“ﬁu!mﬁ]ﬂﬂiﬂ\mﬂﬁnﬂ'liiﬂﬁ’ﬁlﬂﬂﬂiﬂ\ill%ﬁﬁﬂ“?llﬂgﬂlﬂuﬂi$%153Nﬂ38




Siraporn Kruiroongroj Appendices / 74

o = 7q ¥ < a = @ a o A @ <
37. ﬁ1ﬂ§§1J1aMiﬂﬁﬂﬁimﬁﬂiﬁmﬂﬂfgﬂﬂw 12-15 ﬂi’ﬂlﬂiE]ll‘]Ji‘]Jfﬂiﬂﬂ?ﬂ“ﬁuﬁﬂﬂﬂuwslﬁﬂ1ﬂﬂﬂgﬂ

' '
=2 A v o A J

VY Y Y Y 9 A o A ] o
muﬂmtmmﬂwman"l:vuNmu"lm\l_imm:mgﬂujm“lwu,manmaumwu“lumiﬂummmullﬂiums

a

S v A % ! A )
ﬂﬂ?ﬂ“ﬁuﬂﬁﬂﬁ??ﬁi@ul\ll

|_| 1. gud

IE lgud nyanldimgrauaz 9w 'lden 40

A v A 1 = d' A A d‘ -:"
1. umﬁnmaumiauﬁlumisg]!,mmawnu"lmJﬂmmﬁmmewmmmﬂamﬁlumi

{huuzid ahnuagn

2. Tiweirulwlsg@nsmmueaindu

@ T A o A o Y a Y = Y
3. ﬂﬂ’m’ﬂﬂﬁﬂﬂ’mcﬁuﬂ1%‘1/1']11(i!ﬂﬂﬂ1ﬂﬁﬁlﬂ\uﬂﬂxﬂﬂ

o

~ uwndlilduuzilvan

AYo 1 ] 1 A v oA o J J
5. ﬂu‘ﬂgi]ﬂﬁ’)uqlﬂi‘g]lﬂllrlﬂimﬂﬂﬂ’Jﬂ%uﬂﬂﬂaTJlﬂﬂﬂu

@ 1 9 a a T o [ a y v o J
6. mammmwmu%wﬂi}wﬂﬂmw 'Jﬂ‘?fui‘ﬂll1i'msjﬂﬂﬂuiﬁﬂﬁﬂl%ﬂWNLWﬁﬁMWHﬁ

J0000 T

Y a =1 1 a YA 1 @ o 1 [] [
lannyila Seduasulitimaduiusodislitasasds

a o A Y < 1 o 1 v ' 1 a gy 9 2
38. 1/i”Iﬂﬂ"l‘iﬂﬂ’)ﬂclfu‘ﬂ’t‘)ﬁﬂuu%tﬁﬂ?ﬂuﬂgﬂ"lu‘l'\li TNHUALUANTUIZADITIUITINUAIYNINADINITICRA

' 1 A v A

v A o ' I a A a A B ' Yo A o oA
AANFUANINATI 1/]11!ﬂuﬂ"l]gfl"f]ll"lanNuLW@GlW‘]_jﬂiﬁ13ﬁiﬂuﬂliEluslufﬂiﬂufﬁlQQW1u1ﬂ5Uﬂ15ﬂﬂjﬂcﬁu

A [ o A A A 9 1 3 Y
w50 1 TagsuRunoisazunysetsami Inin ia

|_| 1. 3uA

[ ]2 Nisud nganlifmguanas da'hlded 41

] v A @ A v A =
l.ﬂ’JiL’]Juﬂ’JnJﬂJNW]fﬂﬂ"ll’E]\ﬁﬁ’ﬂ'mcl.uﬂﬁﬂﬂ’m"ﬁuwi

< o o A 1A 1A
2. L‘Iril!ﬂ’ﬂllﬁ1ﬂﬂyllﬁ]\1’Jﬂ“ﬁuLMMNHVhJLWEN‘WE]

) Fd
aandalulmsess uilunnluvazil

bt

UL

&

auq Tilsaszy

Y o s I ' Aa I a 1Y ' a ' 9 A 9
39. maﬂmmuimﬂumgmimaum °1ummLﬂu%im1u'1mammmu°lm wenave Imunnsan In
1 o = 1 1 Y a ) 3 1 Y a 1 A 1 Y a
IUABUNDUADU Tﬂﬂmunmmmqmmiﬂmumnmuuummﬂ"lmsm mﬂmmaaﬂmﬂuaﬂmu"lﬂ
1 " Yo A v A (=1 1 v A a 1 1 1 a =\ 1
‘VITL!E]ﬁ]Vlllhlﬂ5“]Jfﬂﬁﬂﬂ?ﬂ“ﬁul‘Wi?ghlilLWENWE]GIE]i1ﬂTJﬂGIfH€l]5\1 LW]‘H1ﬂ1/lTL!iﬂﬂlﬂﬂlﬂuulﬂilgllWﬁﬂig‘W]Jﬁﬂ
' Rl 9 A I 9 S 4 A ' A 9 ' A o o o
ﬂﬂ‘]ﬁﬂﬂiﬂﬂWﬂf‘Ju‘] VDIATOUATINIUAIY NIHTUNAIIMINORIUITADI8M 101U 6 1@oU HUINIUT

A
Audu'l uazrefideianou




Fac. of Grad. Studies, Mahidol Univ. M.Sc. in Pharm. (Pharmacy Administration) / 75

[ v
= o \J

\J a A \J \ a \J d‘ YV ) . \J Vo =
muﬂumzmmnmamjm‘nqﬂmﬂmmﬂmmﬂﬂumanmaummu“lumﬁguammmu‘]mumim

v A U < < A o Y 1 =) Y
mmuﬂmﬂummﬂmmgn AUATY 3 VN NAINDUUINANNNEN 1 UD)

[ ] 1. Woen 300 v Talsassygmauiu

[ ] 2300~ 500 wm

[ ]3.500-1.000 1

[ ] 4.1,000-1,500 111

[ ] 5. 1,500-2,000 1m

|:| 6. 110191 2,000 1N TilsaszydmauEy

o =} 9 Y I a = [ A o oA a ' 2
40. vnsgunadl Iasemssusan ldanyaey 12-15 Jawnsa lUsumsdadadurialmidanse
Hosiulans uziiathnuagn @aiinan3dedu) nazlsayanseuln Wimuszoynaliyasavie

v ' v A a ldy A -3 dy < a '
iniFeulumsquavesnu luSumsdaiaguwialviiivie lunaii Tsayanseu Inifu Tsndaaenia

v o I v A g}dg/ @ 1 9 Y 9
MATUNUDTUDINITUTUAU HANUIVUATUDIYISINA lLﬁ3i‘ﬂllﬁﬂiﬂ‘]&lﬂﬂ‘ﬂ1ﬂvlﬂiﬂﬂcl"]fﬂ1ﬂ1

1. 8ud (nganaeude 41 delinz)

[ ] 2 higud nganldmewa Quasiuuuasuay...... veveunaunnluanuswiiens)

A v A ' = = A A = o
I:Il. umﬁnmaumwuiummuammmm“lmmammmmaummmamﬂumi

wulsadenan

[ ]2 hidesiuluiszdnsamvesindu

@ ' A v A o Y a 9 = 4
I:IS. ﬂ\i’Ja’ﬂﬂﬁﬂﬂ’Jﬂ“ﬂuﬂﬁ]ﬂﬂ‘l’ilﬂﬂﬁﬂﬂﬁ"’uNl'ﬂﬂﬂllﬂ

[ 4 wwndlilguuninldan
v A [ ]

AYo 1 W ot = '
I:IS. ﬂiﬁ’l?lﬂﬂﬁ']uclﬂfglluﬂiﬂilﬂﬂﬂﬂjﬂcﬂu@ﬁﬂﬁ1ﬁﬂ1ﬂﬂu

Fd
[ 6. fwanyasnamzinlaiafai Sagduaunsatlosiulsadayemanaduiug

) A & 1 A Y v o & 0 ' o
Tannwiia Jsduasuldimaduiusedis lidasasde

[ ]7. 8uq Tosassy




Siraporn Kruiroongroj Appendices / 76

v 2
Y <

=y v A = 'd‘ U T ] I L
41. ﬂ']ﬂﬂ']iﬂﬂ’Jﬂmu%uﬂiﬂu‘ﬂﬁ]u1iﬂﬁﬂqnu‘1ﬂﬂ\1u$!iﬁﬂ]ﬂuﬂgn!!ﬂgﬁﬂﬂﬂﬂuulﬂ llllw5wqwnﬂllﬁﬂ1u
] ' T a Y] A v oA A o ' 1 oA A T oa A 9 A o oA
VZADITINVNYNUDININADINITICRAIAY UV UAAINA I ‘mufJuﬂ%Zi]1EJNu!W@iﬂu@]iﬁnﬂi@umiﬂuiu

' Yo A v oA A I G ' ° A Al ' Ay ' 13y ¥
ﬂ'ﬁﬂlla"u'ﬁ]\11/]'lullﬂﬁ‘ﬂﬂ'ﬁﬂﬂ?ﬂ“ﬁu%uﬂiﬂﬂuﬁiﬂqﬂ Iﬂﬂi]'lu?ulﬁu‘ﬂ5'Jllfl]'lflfllgll']ﬂﬁi@uﬂmﬂ']llﬁﬁﬂllﬂ

[ 11 5ud (nganneud 42 o l1lay)

a Y ) 1 U
[ 1 2. ligud njanTdimama Guasiuuseuniy...... voveugann luanuiwilons)

[ v A 3 = v A (=
1. mﬁrﬂummsuw%amm3§maﬁlummmwuvh

< 9

2. wuanudnvesiaduuaiinu ludiome

a

) 4
3. Aandalilysessuilumnluvasi

Hiinin

4. duq Tilsaszy

o 19 1 A (= =} o P a A 1 J o v v A a 9 Y 9 [
42. gwmsumudenTouMous IS UAMUENAILTIWTIE MU IATY 2 ¥HAT19AY T lansanundy

a ' ~ A o A = Y
ﬂﬂLﬂuﬂlfN‘Vl'lull'lﬂT]q@ (1a9NAINDUVVIANIUNES 1 VD)

o A A U ) v { o 3 A
[ 1 $wouSuiehedmsviagunilesiuuzisahnuagnuazyansenInian

o o oA A Y 3 < ' =
mmmﬂcﬁuwﬂmﬂumnmaﬂmmgﬂ DYNLAYT

o ' { o 1 <3|
[ Tyaseny sfnsoulunuguavesimiinnudssddentaiiuye

naoulnd

[ Tsayansoulndiisunsiedos

[ ]8un Tsa

o A A 1 e o ow oA A o < P
|:| 2. mu’Jumumzfn1EchTTﬂimﬂmu‘ﬂﬂmﬂummﬂmmgﬂuaz‘kgﬂmau‘lﬂ(m

< A - @ a’/’ ] ' = <3| o
FWVN)NAT YNNI ’mmuwﬂmﬂummmﬂmmgﬂ 08191087 1TusmuIu

[ 1 08031100 010 TUSATEY. oo

I:I 100 — 500 1N

L1 30031500 119 TUSATEU oo

Qw o o \ Yo A o ' d' ! v A d':.ll =
augan1IINUUVaa Uy ﬂim]u]ﬁﬂﬂtﬂﬁuﬂ!‘iﬂ‘lﬂ!ﬂ‘]J‘HEIi’)‘L!Vlﬂﬁ@&iﬂﬂu!!ﬂﬂﬁﬂﬂﬂ1uﬂﬁfﬂ!‘iﬂu

Q Q

vovougalunNs NNz




Fac. of Grad. Studies, Mahidol Univ.

M.Sc. in Pharm. (Pharmacy Administration) / 77

APPENDIX C
Bivalent with Acceptance
Table C.1 Schools
Schools Bivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Satriwaranat 123(77.8) 35(22.2) 0.006
2.Senanicom 17(85) 3(15)
3.Santirat 42(85.7) 7(14.3)
4.Benjamalashalai 91(86.7) 14(13.3)
5.Sainamphung 132(73.7) 47(26.3)
6.Nailoung 50(65.8) 26(34.2)
7.Saipanya 103(81.1) 24(18.9)
8.Rachinee Bon 93(69.9) 40(30.1)
Total 651(76.9) 196(23.1)
Table C.2 Education
Education Bivalent P value
Acceptance N(%) Not acceptance
N(%)
1.Primary school or lower 103(79.8) 26(20.2) 0.221
2.Secondary school 62(73.8) 22(26.2)
(Grade 7-9)
3.Secondary school 125(82.2) 27(17.8)
(Grade 10-12)
4.Certificate 65(78.3) 18(21.7)
5.Bachelor degree 256(75.5) 83(34.5)
6.Higher than Bachelor degree 34(66.7) 17(33.3)
Total 645(77.0) 193(23.0)
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Table C.3 Occupation
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Occupation Bivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Agriculturist 1(100) 0(0) 0.221
2. Temporary worker 59(71.1) 24(28.9)
3.Government officer/ 91(71.1) 36(28.3)
State Enterprises officer
4.Private company 143(77.7) 41(22.3)
employee
5.Self employed 189(77.1) 56(22.9)
6.House wife 142(79.3) 37(20.7)
7.0ther 25(92.6) 2(7.4)
Total 650(76.8) 196(23.2)
Table C.4 Income
Monthly household Bivalent P value
income Acceptance Not acceptance
(Baht) N(%) N(%)

1.Less than 5,000 26(72.2) 10(27.8) 0.702
2.5,000-9,999 88(79.3) 23(20.7)
3.10,000-29,999 216(78.3) 60(21.7)
4.30,000-49,999 136(79.1) 36(20.9)
5.50,000-100,000 146(74.9) 49(25.1)
6.More than 100,000 34(70.8) 14(29.2)
Total 646(77.1) 192(22.9)
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Table C.5 Do you have a family member or relative who has cancer or not?

Bivalent P value
Acceptance Not acceptance
N(%) N(%)
1.No 440(76.9) 132(23.1) 0.788
2.Yes 189(75.9) 60(24.1)
Total 629(76.6) 192(23.4)

Table C.6 Have you ever received a Screening for cervical cancer (Pap smear)?

Bivalent P value
Acceptance Not acceptance
N(%) N(%)
1.No 208(75.1) 69(24.9) 0.433
2.Yes 422(77.6) 122(22.4)
Total 630(76.7) 191(23.3)
Table C.7 Have you ever received information about HPV vaccine?
Bivalent P value
Acceptance Not acceptance
N(%) N(%)
1.No 176(68.5) 81(31.5) <0.001
2.Yes 468(80.6) 113(19.4)
Total 644(76.8) 194(23.2)
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Table C.8 Cervical cancer is a serious disease
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Bivalent
Acceptance Not acceptance P value
N(%) N(%)
1.Strongly disagree 34(79.1) 9(20.9) 0.727
2.Disagree 31(73.8) 11(26.2)
3.Neutral 117(74.5) 40(25.5)
4.Agree 150(80.2) 37(19.8)
5.Strongly agree 318(76.4) 98(23.6)
Total 650(76.9) 195(23.1)
Table C.9 You are high risk for cervical cancer in the future
Bivalent
Acceptance Not acceptance P value
N(%) N(%)
1.Strongly disagree 174(71.0) 71(29.0) 0.039
2.Disagree 168(82.4) 36(17.6)
3.Neutral 191(76.1) 60(23.9)
4.Agree 61(83.6) 12(16.4)
5.Strongly agree 54(77.1) 16(22.9)
Total 648(76.9) 195(23.1)
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Table C.10 Daughters/ students in your care are low risk for cervical cancer in

the future
Bivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 165(73.7) 59(26.3) 0.580
2.Disagree 134(79.8) 34(20.2)
3.Neutral 166(76.1) 52(23.9)
4.Agree 92(78.0) 26(22.0)
5.Strongly agree 92(80.0) 23(20.0)
Total 649(77.0) 194(23.0)
Table C.11 HPV vaccine is highly safe vaccine
Bivalent P value
Acceptance Not acceptance
N(%) N(%)

1.Strongly disagree 23(67.6) 11(32.4) <0.001
2.Disagree 59(62.1) 36(37.9)
3.Neutral 251(74.0) 88(26.0)
4.Agree 208(86.7) 32(13.3)
5.Strongly agree 103(79.2) 27(20.8)
Total 644(76.8) 194(23.2)
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Table C.12 HPV vaccine is expensive
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Bivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 35(76.1) 11(23.9) 0.287
2.Disagree 51(69.9) 22(30.1)
3.Neutral 188(74.3) 65(25.7)
4.Agree 161(80.5) 39(19.5)
5.Strongly agree 208(78.8) 56(21.2)
Total 643(76.9) 193(23.1)
Table C.13 HPV vaccination can exactly prevent cervical cancer
Bivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 45(60.8) 29(39.2) 0.004
2.Disagree 111(76.6) 34(23.4)
3.Neutral 298(76.6) 91(23.4)
4.Agree 148(83.1) 30(16.9)
5.Strongly agree 44(81.5) 10(18.5)
Total 646(76.9) 194(23.1)
Table C.14 All parents should take your daughter to HPV vaccination
Bivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 47(56.0) 37(44.0) <0.001
2.Disagree 62(63.3) 36(36.7)
3.Neutral 187(75.4) 61(24.6)
4.Agree 127(83.0) 26(17.0)
5.Strongly agree 224(86.8) 34(13.2)
Total 647(76.9) 194(23.1)
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Mean (SD) P value
Acceptance Not acceptance
N(%) N(%)
Age( NS) 43.3(6.615) 43.99(6.335) <0.001
Total knowledge score 8.27(2.80) 7.31(2.97)
Knowledge vaccine score | 3.3(1.70) 2.77(1.64)
Total knowledge score 4.94(1.59) 4.55(1.84)
related to Cancer
Quadrivalent with Acceptance
Table C.16 Schools
Schools Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)

1.Satriwaranat 94(71.2) 38(28.8) <0.001
2.Senanicom 17(85.0) 3(15.0)
3.Santirat 35(83.3) 7(16.7)
4.Benjamalashalai 88(88.9) 11(11.1)
5.Sainamphung 116(72.5) 44(27.5)
6.Nailoung 41(57.7) 30(42.3)
7.Saipanya 90(81.1) 21(18.9)
8.Rachinee Bon 83(67.5) 40(32.5)
Total 564(74.4) 194(25.6)
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Table C.17 Education
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Education Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Primary school or lower | 86(78.2) 24(21.8) 0.344
2.Secondary school 56(74.7) 19(25.3)
(Grade 7-9)
3.Secondary school 106(79.7) 27(20.3)
(Grade 10-12)
4.Certificate 58(77.3) 17(22.7)
5.Bachelor degree 220(71.7) 87(28.3)
6.Higher than Bachelor 33(67.3) 16(32.7)
degree
Total 559(74.6) 190(25.4)
Table C.18 Occupation
Occupation Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)

1.Agriculturist 1(100.0) 0(0) 0.366
2. Temporary worker 46(68.7) 21(31.3)
3.Government officer/ 81(70.4) 34(29.6)
State Enterprises officer
4.Private company 121(74.7) 41(25.3)
employee
5.Self employed 169(73.8) 60(26.2)
6.House wife 125(77.6) 36(22.4)
7.0ther 20(90.9) 2(9.1)
Total 563(74.4) 194(25.6)
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Monthy household Quadrivalent P value

income Acceptance Not acceptance
(Baht) N(%) N(%)

1.Less than 5,000 20(58.8) 14(41.2) 0.168

2.5,000-9,999 71(80.7) 17(19.3)

3.10,000-29,999 183(75.9) 58(24.1)

4.30,000-49,999 122(76.3) 38(23.8)

5.50,000-100,000 134(73.2) 49(26.8)

6.More than 100,000 30(68.2) 14(31.8)

Total 560(74.7) 190(25.3)

Table C.20 Do you have a family member or relative who has cancer or not?

Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.No 379(74.6) 129(25.4) 0.525
2.Yes 164(72.2) 63(27.8)
Total 543(73.9) 192(26.1)

Table C.21 Have you ever received a Screening for cervical cancer (Pap smear)?

Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.No 167(68.7) 76(31.3) 0.015
2.Yes 378(77.1) 112(22.9)
Total 545(74.4) 188(25.6)
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Table C.22 Have you ever received information about HPV vaccine?

Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.No 147(67.1) 72(32.9) 0.004
2.Yes 411(77.4) 120(22.6)
Total 558(74.4) 192(25.6)
Table C.23 Cervical cancer is a serious disease
Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 28(73.7) 10(26.3) 0.529
2.Disagree 29(78.4) 8(21.6)
3.Neutral 93(69.4) 41(30.6)
4.Agree 137(77.8) 39(22.2)
5.Strongly agree 276(74.4) 95(25.6)
Total 563(74.5) 193(25.5)
Table C.24 You are high risk for cervical cancer in the future
Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 147(65.9) 76(34.1) 0.006
2.Disagree 149(80.5) 36(19.5)
3.Neutral 166(76.5) 51(23.5)
4.Agree 54(81.8) 12(18.2)
5.Strongly agree 46(73.0) 17(27.0)
Total 562(74.5) 192(25.5)
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Table C.25 Daughters/ students in your care are low risk for cervical cancer in

the future
Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 141(70.1) 60(29.9) 0.418
2.Disagree 115(78.2) 32(21.8)
3.Neutral 145(74.0) 51(26.0)
4.Agree 83(78.3) 23(21.7)
5.Strongly agree 78(74.3) 27(25.7)
Total 562(74.4) 193(25.6)
Table C.26 HPV vaccine is highly safe vaccine
Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 20(66.7) 10(33.3) <0.001
2.Disagree 49(58.3) 35(41.7)
3.Neutral 207(70.6) 86(29.4)
4.Agree 191(85.3) 33(14.7)
5.Strongly agree 91(76.5) 28(23.5)
Total 558(74.4) 192(25.6)
Table C.27 HPV vaccine is expensive
Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 33(82.5) 7(17.5) 0.318
2.Disagree 43(65.2) 23(34.8)
3.Neutral 166(73.8) 59(26.2)
4.Agree 143(75.7) 46(24.3)
5.Strongly agree 173(75.5) 56(24.5)
Total 558(74.5) 191(25.5)
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Table C.28 HPV vaccination can exactly prevent cervical cancer
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Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 34(56.7) 26(43.3) 0.002
2.Disagree 89(69.5) 39(30.5)
3.Neutral 262(74.9) 88(25.1)
4.Agree 137(82.0) 30(18.0)
5.Strongly agree 38(81.5) 10(20.8)
Total 560(74.4) 193(25.6)
Table C.29 All parents should take your daughter to HPV vaccination
Quadrivalent P value
Acceptance Not acceptance
N(%) N(%)
1.Strongly disagree 44(57.9) 32(42.1) <0.001
2.Disagree 47(56.0) 37(44.0)
3.Neutral 154(70.3) 65(29.7)
4.Agree 110(81.5) 25(18.5)
5.Strongly agree 205(86.1) 33(13.9)
Total 560(74.5) 192(25.5)
Table C.30 Group statistic
Mean (SD) P value
Acceptance Notacceptance
Age( NS) 43.38(6.49) 44.19(6.14) <0.001
Total knowledge score 8.35(2.81) 7.44(2.74)
Knowledge vaccine score | 3.35(1.70) 2.91(1.62)
Total knowledge score 5.0(1.59) 4.56(1.72)
related to Cancer
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APPENDIX D

Bivalent with Willingness to pay

Table D.1 Schools

Schools Bivalent P value
Willingness to pay Unwillingness to pay
N(%) N(%)
1.Satriwaranat 75(64.7) 41(35.3) 0.322
2.Senanicom 11(61.1) 7(38.9)
3.Santirat 23(56.1) 18(43.9)
4.Benjamalashalai 66(73.3) 24(26.7)
5.Sainamphung 88(67.2) 43(32.8)
6.Nailoung 38(74.5) 13(25.5)
7.Saipanya 70(70.0) 30(30.0)
8.Rachinee Bon 67(75.3) 22(24.7)
Total 438(68.9) 198(31.1)
Table D.2 Education
Education Bivalent P value
Willingness to pay Unwillingness to pay
N(%) N(%)

1.Primary school or lower 63(61.8) 39(38.2) 0.029
2.Secondary school 39(68.4) 18(31.6)
(Grade 7-9)
3.Secondary school 76(61.8) 47(38.2)
(Grade 10-12)
4 Certificate 48(73.8) 17(26.2)
5.Bachelor degree 179(71.6) 71(28.4)
6.Higher than Bachelor degree 29(87.9) 4(12.1)
Total 434(68.9) 196(31.1)
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Table D.3 Occupation

Occupation Bivalent P value
Willingness to Unwillingness to
pay N(%) pay N(%)

1.Agriculturist 1(100.0) 0(0) 0.176
2. Temporary worker 31(54.4) 26(45.6)
3.Government officer/ 58(65.9) 30(34.1)
State Enterprises officer
4.Private company 105(73.9) 37(26.1)
employee
5.Self employed 131(71.6) 52(28.4)
6.House wife 94(67.6) 45(32.4)
7.0ther 18(72.0) 7(28.0)
Total 438(69.0) 197(31.0)

Table D.4 Income

Monthy household Bivalent P value

income Willingness to Unwillingness to
(Baht) pay N(%) pay N(%)

1.Less than 5,000 16(59.3) 11(40.7) <0.001

2.5,000-9,999 48(57.1) 36(42.9)

3.10,000-29,999 126(58.6) 89(41.4)

4.30,000-49,999 105(79.5) 27(20.5)

5.50,000-100,000 113(80.7) 27(19.3)

6.More than 100,000 27(81.8) 6(18.2)

Total 435(68.9) 196(31.1)
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Table D.5 Do you have a family member or relative who has cancer or not?

Bivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.No 299(69.7) 130(30.3) 0.395
2.Yes 123(66.1) 63(33.9)
Total 422(68.6) 193(31.4)

Table D.6 Have you ever received a Screening for cervical cancer (Pap smear)?

Bivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.No 130(63.1) 76(36.9) 0.043
2.Yes 292(71.2) 118(28.8)
Total 422(68.5) 194(31.5)

Table D.7: Have you ever received information about HPV vaccine?

Bivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.No 103(60.2) 68(39.8) 0.003
2.Yes 332(72.6) 125(27.4)
Total 435(69.3) 193(30.7)
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Bivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.Strongly disagree 17(53.1) 15(46.9) 0.013
2.Disagree 20(64.5) 11(35.5)
3.Neutral 75(65.8) 39(34.2)
4.Agree 116(79.5) 30(20.5)
5.Strongly agree 209(67.0) 103(33.0)
Total 437(68.8) 198(31.2)
Table D.9 You are high risk for cervical cancer in the future
Bivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.Strongly disagree 117(68.8) 53(31.2) 0.123
2.Disagree 123(75.5) 40(24.5)
3.Neutral 122(65.6) 64(34.4)
4.Agree 34(58.6) 24(41.4)
5.Strongly agree 40(71.4) 16(28.6)
Total 436(68.9) 197(31.1)

Table D.10 Daughters/ students in your care are low risk for cervical cancer in

the future
Bivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)

1.Strongly disagree 105(65.2) 56(34.8) 0.373
2.Disagree 89(66.9) 44(33.1)
3.Neutral 112(68.3) 52(31.7)
4.Agree 62(70.5) 26(29.5)
5.Strongly agree 68(77.3) 20(22.7)
Total 436(68.8) 198(31.2)
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Bivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.Strongly disagree 11(52.4) 10(47.6) 0.003
2.Disagree 41(73.2) 15(26.8)
3.Neutral 157(62.3) 95(37.7)
4.Agree 157(78.1) 44(21.9)
5.Strongly agree 69(69.0) 31(31.0)
Total 435(69.0) 195(31.0)
Table D.12 HPV vaccine is expensive
Bivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.Strongly disagree 22(66.7) 11(33.3) 0.009
2.Disagree 33(68.8) 15(31.3)
3.Neutral 136(74.3) 47(25.7)
4.Agree 121(75.2) 40(24.8)
5.Strongly agree 122(59.8) 82(40.2)
Total 434(69.0) 195(31.0)
Table D.13: HPV vaccination can exactly prevent cervical cancer
Bivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.Strongly disagree 24(53.3) 21(46.7) 0.056
2.Disagree 69(64.5) 38(35.5)
3.Neutral 203(70.0) 87(30.0)
4.Agree 110(75.3) 36(24.7)
5.Strongly agree 29(65.9) 15(34.1)
Total 435(68.8) 197(31.2)
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Table D.14 All parents should take your daughter to HPV vaccination

Bivalent P value
Willingness to Unwillingness to
pay N(%) pay N(%)
1.Strongly disagree 29(61.7) 18(38.3) 0.001
2.Disagree 33(55.0) 27(45.0)
3.Neutral 115(62.5) 69(37.5)
4.Agree 85(72.0) 33(28.0)
5.Strongly agree 173(77.2) 51(22.8)
Total 435(68.7) 198(31.3)
Table D.15 Group statistic
Mean (SD) P value
Willingness to Unwillingness to
pay pay
Age( NS) 43.34(6.524) 48.13(6.973) 0.005
Total knowledge score 8.46(2.74) 7.77(2.928)
Knowledge vaccine score | 3.44(1.669) 3.04(1.756)
Total knowledge score 5.02(1.561) 4.72(1.683)
related to Cancer
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Quadrivalent with Willingness to pay

Table D.16 Schools

Schools Quadrivalent P value
Willingness to Unwillingness to
pay pay N(%)
N(%)
1.Satriwaranat 38(33.9) 74(66.1) 0.436
2.Senanicom 6(35.3) 11(64.7)
3.Santirat 18(40.9) 26(59.1)
4.Benjamalashalai 20(22.5) 69(77.5)
5.Sainamphung 46(35.1) 85(64.9)
6.Nailoung 13(27.7) 34(72.3)
7.Saipanya 35(33.0) 71(67.0)
8.Rachinee Bon 33(35.5) 60(64.5)
Total 209(32.7) 430(67.3)
Table D.17 Education
Education Quadrivalent P value
Willingness to Unwillingness to
pay N(%) pay N(%)

1.Primary school or lower | 42(41.2) 60(58.8) 0.091
2.Secondary school 25(40.3) 37(59.7)
(Grade 7-9)
3.Secondary school 41(33.3) 82(66.7)
(Grade 10-12)
4. Certificate 16(25.4) 47(74.6)
5.Bachelor degree 77(30.8) 173(69.2)
6.Higher than Bachelor 7(20.0) 28(80.0)
degree
Total 208(32.8) 427(67.2)
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Table D.18 Occupation

Occupation Quadrivalent P value
Willingness to Unwillingness to
pay N(%) pay N(%)

1.Agriculturist 0(0) 1(100.0) 0.002
2. Temporary worker 36(57.1) 27(42.9)
3.Government officer/ 27(29.3) 65(70.7)
State Enterprises officer
4.Private company 43(31.2) 95(68.8)
employee
5.Self employed 53(29.3) 128(70.7)
6.House wife 44(31.9) 94(68.1)
7.0ther 5(20.0) 20(80.0)
Total 208(69.0) 430(67.4)

Table D.19 Income

Monthy house Quadrivalent P value
income Willingness to Unwillingness to
(Baht) pay N(%) pay N(%)
1.Less than 5,000 10(43.5) 13(56.5) <0.001
2.5,000-9,999 44(51.2) 42(48.8)
3.10,000-29,999 79(36.7) 136(63.3)
4.30,000-49,999 32(24.6) 98(75.4)
5.50,000-100,000 33(22.8) 112(77.2)
6.More than 100,000 8(23.5) 26(76.5)
Total 206(32.5) 427(67.5)
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Table D.20 Do you have a family member or relative who has cancer or not?

Quadrivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.No 143(33.0) 290(67.0) 0.680
2.Yes 57(31.3) 125(68.7)
Total 200(32.5) 415(67.5)

Table D.21 Have you ever received a Screening for cervical cancer (Pap smear)?

Quadrivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.No 77(38.7) 122(61.3) 0.044
2.Yes 128(30.3) 294(69.7)
Total 205(33.0) 416(67.0)
Table D.22 Have you ever received information about HPV vaccine?
Quadrivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.No 84(46.2) 98(53.8) <0.001
2.Yes 123(27.3) 327(72.7)
Total 207(32.8) 425(67.2)
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Quadrivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.Strongly disagree 10(31.3) 22(68.8) 0.229
2.Disagree 9(28.1) 23(71.9)
3.Neutral 42(37.8) 69(62.2)
4.Agree 38(25.7) 110(74.3)
5.Strongly agree 110(34.8) 206(65.2)
Total 209(32.7) 430(67.3)
Table D.24 You are high risk for cervical cancer in the future
Quadrivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.Strongly disagree 50(30.5) 114(69.5) 0.322
2.Disagree 48(29.1) 117(70.9)
3.Neutral 66(33.3) 132(66.7)
4.Agree 22(38.6) 35(61.4)
5.Strongly agree 23(42.6) 31(57.4)
Total 209(32.8) 429(67.2)

Table D.25 Daughters/ students in your care are low risk for cervical cancer in

the future
Quadrivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)

1.Strongly disagree 56(34.8) 105(65.2) 0.874
2.Disagree 47(34.8) 88(65.2)
3.Neutral 50(30.5) 114(69.5)
4.Agree 29(31.9) 62(68.1)
5.Strongly agree 26(30.2) 60(69.8)
Total 208(32.7) 429(67.3)
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Quadrivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.Strongly disagree 10(41.7) 14(58.3) 0.003
2.Disagree 12(20.7) 46(79.3)
3.Neutral 95(38.5) 152(61.5)
4.Agree 51(24.6) 156(75.4)
5.Strongly agree 38(38.8) 60(61.2)
Total 206(32.5) 428(67.5)
Table D.27 HPV vaccine is expensive
Quadrivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.Strongly disagree 13(35.1) 24(64.9) 0.024
2.Disagree 13(26.0) 37(74.0)
3.Neutral 58(30.4) 133(69.6)
4.Agree 39(25.5) 114(74.5)
5.Strongly agree 82(40.8) 119(59.2)
Total 205(32.4) 427(67.6)
Table D.28 HPV vaccination can exactly prevent cervical cancer
Quadrivalent P value
Willingness to pay | Unwillingness to pay
N(%) N(%)
1.Strongly disagree 24(53.3) 21(46.7) 0.003
2.Disagree 25(23.8) 80(76.2)
3.Neutral 98(33.0) 199(67.0)
4.Agree 41(28.3) 104(71.7)
5.Strongly agree 19(44.2) 24(55.8)
Total 207(32.6) 428(67.4)
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Table D.29 All parents should take your daughter to HPV vaccination

Quadrivalent P value
Willingness to Unwillingness to
pay N(%) pay N(%)
1.Strongly disagree 22(42.3) 30(57.7) 0.009
2.Disagree 27(45.8) 32(54.2)
3.Neutral 66(36.7) 114(63.3)
4.Agree 37(30.1) 86(69.9)
5.Strongly agree 57(25.6) 166(74.4)
Total 209(32.8) 428(67.2)
Table D.30 Group statistic
Mean (SD) P value
Willingness to Unwillingness to
pay pay
Age( NS) 43.34(6.524) 48.13(6.973) 0.005
Total knowledge score 8.46(2.74) 7.77(2.928)
Knowledge vaccine score | 3.44(1.669) 3.04(1.756)
Total knowledge score 5.02(1.561) 4.72(1.683)
related to Cancer
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APPENDIX E

Factors associated with acceptability and willingness to pay for bivalent and

quadrivalent vaccine by univariate.

Table E.1 Bivalent with Acceptance

Factors P-Value
1.School 0.006
2.Information about HPV vaccine <0.001
3.Source of information: Television/ Radio 0.05
4.Source of information :Hospital/ health care 0.001
providers
5.Knowing that women aged 30 years and over 0.009

should be annually screened for cervical cancer

6.Knowing that early detection of cervical 0.029

cancer can increase survival time

7.Knowing that vaginal bleeding is the early 0.037

symptom of cervical cancer

8.Knowing that if early detected HPV vaccine 0.038

can be used to cure cervical cancer

9.Knowing that vaccination against cervical 0.009
cancer should not be performed in women aged

35 years or more

10.Knowing that there is still a need to use 0.022
condom once you have been vaccinated against
HPV
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Factors P-Value
11.Knowing that women aged 30 years and over 0.009
should be annually screened for cervical cancer
Table E.2 Bivalent with Willingness to pay

Factors P-Value
1.Education 0.029
2.Income <0.001
3.Pap smear experience 0.043
4.Ever received information about HPV vaccine 0.003
5.Source of information: Newspaper/Magazine 0.019
6. Source of information: Hospital/ health care 0.001
providers
7. Source of information: Friends/ relatives 0.038
8. Knowing that there is still a need to regularly 0.007
screen for cervical cancer once you have been
vaccinated against HPV
9. Perceived that HPV vaccine is a highly safe 0.005
vaccine
10. Perceived that All parents should take your 0.001
daughter to HPV vaccination
11. Knowledge regarding cervical cancer 0.044
12. Knowledge regarding HPV vaccine 0.014
13. Total knowledge score 0.008
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Table E.3 Quadrivalent with Acceptance

Factors P-Value
1.School <0.001
2.Pap smear experience 0.015
3. Ever received information about HPV vaccine 0.004
4. Source of information: Hospital/ health care 0.005
providers
5. Knowing that women aged 30 years and over 0.030

should be annually screened for cervical cancer

6. Knowing that if early detected, HPV vaccine 0.048

can be used to cure cervical cancer

7. Knowing that vaccination against cervical 0.008
cancer should not be performed in women aged

35 years or more

8.Knowing that some type of HPV vaccine can 0.034
also protect against genital warts

9.Perceived that HPV vaccine is a highly safe <0.001
vaccine

10. Perceived that HPV vaccination can exactly 0.001
prevent cervical cancer

11.Perceived that All parents should take your <0.001
daughter to HPV vaccination

12. Knowledge regarding cervical cancer 0.008
13. Knowledge regarding HPV vaccine 0.013

14. Total knowledge score 0.001
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TableE.4 Quadrivalent with Willingness to pay

Factors P-Value
1.Income <0.001
2.0ccupation 0.002
3.Pap smear experience 0.044
4. Ever received information about HPV vaccine <0.001
5.Source of information: Television/Radio 0.014
6.Source of information: Newspaper/Magazine 0.012
7.Source of information: Hospital/Health care provider 0.001
8.Knowing that cervical cancer is not a genetic disease 0.004
9.Knowing that vaginal bleeding is the early symptom 0.025
of cervical cancer
10.Knowing that if early detected, HPV vaccine can be 0.003

used to cure cervical cancer

11.Knowing that efficacy of the vaccine is different 0.021

among women with and without sexual experience

12. Knowing that vaccination against cervical cancer 0.003
should not be performed in women aged 35 years or

more

13. Knowing that there is still a need to use condom 0.006

once you have been vaccinated against HPV

14. Knowing that there is still a need to regularly screen <0.001

for cervical cancer once you have been vaccinated

against HPV

15. Perceived that HPV vaccine is a highly safe vaccine 0.034
15. Perceived that All parents should take your 0.002
daughter to HPV vaccination

16. Knowledge regarding cervical cancer 0.006
17. Knowledge regarding HPV vaccine 0.001

18. Total knowledge score 0.001
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