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Abstract

Background: Human Papillomavirus (HPV) is the leading causal mechanism for a
variety of anogenital cancers including cervical, anal, penile, and head and neck
worldwide in men. There are evident health inequalities in the risk of HPV infection as
a determinant of the risk of these cancers with Gay, Bisexual, and other Men who have
Sex with Men (GBMSM) more likely to be at risk of HPV-related infections than
heterosexual men. Understanding factors associated with HPV vaccination among
GBMSM s vital to implementing an effective and efficient vaccination programme.
This thesis aimed to explore perceptions and experiences associated with HPV

vaccination in GBMSM living in Scotland.

Methodology: This thesis used qualitative methods exclusively. A systematic review
of HPV-GBMSM vaccination (prior to licensing in Scotland) used a qualitative
evidence synthesis approach to explore previous qualitative literature. Primary
research adopted a Constructivist Grounded Theory (Charmaz, 2014) approach to
explore collaboratively with 17 eligible GBMSM, how they understood HPV and factors
associated with initiation and completion of the vaccination schedule.

Main findings: The findings indicated that GBMSM perceived themselves
independent to HPV as a threat to their health and were not pro-actively motivated to
seek out and receive the HPV vaccine. In implementing the HPV-GBMSM vaccination
programme in sexual health services, participants acknowledged the lack of reach to
vaccinate GBMSM equitably given factors associated with the navigation of socio-

cultural barriers which shape sexual health service use.

Conclusion: There are relevant psychosocial factors associated with HPV-GBMSM
vaccination in Scotland. It is important to identify the barriers to HPV vaccination and
alleviate experienced and perceived barriers as the vaccination programme continues.
Further work is required in order to explore the development of targeted interventions
to support those eligible and at risk of HPV-related infections, particularly those
underserved by sexual health services.
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1 Chapter 1: Background

What will this chapter discuss?

This chapter will outline:

e What the Human Papillomavirus (HPV) is

e The clinical consequences of HPV infection

o Epidemiology of HPV globally, among men and then further amongst gay,
bisexual, and other men who have sex with men (GBMSM)

e HPV prevention approaches globally and within the UK

e HPV vaccination targeting GBMSM in UK countries

1.1 Pathophysiology of the Human Papillomavirus (HPV)

1.1.1 Structure and Classifications of Human Papillomavirus

The Human Papillomavirus (HPV) is a small non-enveloped, double stranded DNA
virus (consisting of six early genes — E1, E2, E4, E5, E6, and E7 and two late genes
— L1 and L2) that infects squamous epithelia including the skin and mucosa of the
upper repository and anogenital tracts (Ristriani et al., 2000). Based on the identity of
the L1 major capsid gene sequence capable of infecting humans, HPVs are classified
into five genera: Alpha [a]-, Beta [B]-, Gamma [y]-, Mu [p]-, and Nu [v]-HPVs (Sichero
et al., 2019). The largest group identified within these genera is the alpha HPV group,
which this thesis will focus on. Isolates of HPV are classified as “types” in most used
nomenclature, with other countries such as Public Health England and the
International Committee on Taxonomy of Viruses (ICTV) proposing the use of “strains”

(the terms “types” and “strains” will be used interchangeably throughout this thesis).

The types are assigned numbers in order of their discovery. HPVs are ubiquitous and
enter the cutaneous epithelium via the basal layer as a result of microtraumas and the
viral life cycle is linked to the differentiation of the stratified squamous epithelium
infecting a wide variety of mammalian species (Aghaeipour et al., 2021; McBride &
Warburton, 2017). Over 200 types of HPV have been identified (Egawa et al., 2015).
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Across the 5 HPV genera, HPV types have been further subcategorised into ‘high risk’
and ‘low risk groups’ (see table 1.1) according to the degree of oncogenic capacity by
the International Agency for Research on Cancer (Choi & Park, 2016; Mufioz et al.,
2003).

Table 1.1 Classification of HPV Types and Associated diseases

Human Genotypes Associated Disease(s)
Papillomavirus
High risk types of| 16,18, 31, 33, 35, 39, 45,51, | Cervical, anal, vaginal
HPV 52, 56, 58, 59, 68, 72, 82. vulvar, penile, and

oropharyngeal cancer and

associated precursor legions
Low risk types of| 6, 11, 40, 42, 43, 44, 54, 61, | Genital warts, recurrent

HPV 70,72, 81. respiratory papillomatosis

Table adapted from de Sanjoé et al. 2018.

1.1.2 Carcinogenic HPV

The ‘high risk’ HPV subtypes are identified as such due to being directly associated
with or known causative agents of a variety of different human cancers. Once HPV
infects human cells exclusively keratinocyte of the skin or mucous membrane, stability
in the natural maintenance of the host cell proteins is disrupted. Prolonged infection
has significant impact on natural replication of the host cell. Once the cell’s genome is
contaminated with HPV DNA dysfunctional cellular proliferation is promoted.
Therefore, anomalous cells continue to replicate, causing intraepithelial neoplasia (IN)
which is related to the site of infection and the thickness of the histological severity of
the HPV-induced lesions. Therefore, the term “oncogenic” virus is used due to the
ability of these ‘high risk’ HPV genotypes to promote oncogenesis of healthy epithelial
cells (McBride & Warburton, 2017).

Over the past decade, HPV-16 and HPV-18 have been consistently shown to promote
oncogenesis and leading to a variety of human cancers (Sdderlund-Strand & Dillner,

2013). Among men these are anal intraepithelial neoplasia (AIN) leading to anal
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cancer, penile intraepithelial neoplasia (PIN) leading to penile cancer, and oral
intraepithelial neoplasia (OIN) leading to oral, head and neck cancers. Among women
IN is related to cervical intraepithelial neoplasia (CIV) and vulvar intraepithelial
neoplasia (VIA). HPV-16 has been identified in approximately 70% of all CIV cases
worldwide (Burd, 2003) and a further 99% of cervical cancers being caused by
persistent infection of other carcinogenic HPV types (Kombe Kombe et al., 2021).

1.1.3 Non-oncogenic HPV

Not all HPV strains express oncogenic potential (Egawa & Doorbar, 2017). Indeed,
‘low risk’ strains are classified as such as many are asymptomatic or result in benign
tumour growth in the form of papilloma’s also known as warts. HPV types 6 and 11
are attributable to approximately 90% of all genital warts (Giuliano et al., 2008).
Expression of infection for genital warts appear from three weeks to eight months from
primary infection as exophytic, confluent cauliflower-like tumour (Stamm et al., 2017).
Genital warts are highly infectious; approximately 65% of individuals with an infected
partner develop genital warts within 3 weeks and 8 months (Lacey et al., 2006). In the
absence of treatment, approximately 30% of infection clear. The rate of spontaneous
regression is not known. Genital wart treatment focuses on removal of the warts, but
the infection may not necessarily be eliminated and persist sub-clinically and be a

source of recurrence and ongoing viral transmission.

While not life threatening, several studies have shown genital wart infection can have
tremendous psychosocial impact such as stigma associated with a visible STI as well
as patients with positive infections feeling anger, disgust, shame, embarrassment,
depression, anxiety, worry, and a feeling of being less desirable which all can have an
impact on sexual relationships (Mortensen & Larsen, 2010; Pifieros et al., 2013).
Given that HPVs are epithelial specialists, it is important to note how the virus
interferes with the regulatory pathways that are not easily lost from the body, even as
genetic errors accumulate. This is reflected in the difficulty in eradicating HPV
infections including verrucas, common warts and genital warts, which arise from the

common characteristics of the infected basal cells and the fact that a lesion can be
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repaired even if a small number of infected basal cells remain (Kranjec & Doorbar,
2016).

1.1.4 Acquisition and transmission of HPV

Understanding how HPV is transmitted is pivotal for planning effective prevention.
Given the ability of the virus to infect several sites HPV infections are common. HPV
is predominantly sexually transmitted, although penetrative intercourse is not essential
for transmission. This has led to HPV commonly being socialised as a sexually
transmitted infection and/or disease while transmission routes including saliva and
perinatal fluid are also routes of transmission (Sabeena et al., 2017; Wang et al.,
2019). Indeed, HPV is highly transmissible via genital-to-genital transmission and —
while less likely — hands to genitals or genitals to hands as well as HPV on surfaces
in medical settings and public environments have been reported (Casalegno et al.,
2012).

High Risk HPV Types (including 16 >80-99% of cervical, anal,
and 18) penile cancers

Skin-to-skin contact

HPV Transmission Route(s] |:>
. HPV Infection

Perinatal fluid
Saliva [

s >90% of genital warts
Penetrative intercourse Low Risk HPV Types (including 6 and |:> g

1) Clearance of infection

Figure 1.1 Overview of relationship between HPV and cancer presentation

Consistent evidence has shown that the prevalence of genital HPV infection is highly
dependent on both lifetime and recent number of sexual partners (see figure 1.1) Even
persons with one lifetime sex partner are at risk for infection. In 2006, Manhart and
authors found HPV prevalence was 14.3% among women aged 18-25 years with one
lifetime partner, rising to 22.3% for those with two lifetime partners, and 31.5% for
those with three or more (Manhart et al., 2006). These results further establish the
high prevalence of HPV infections. In the United States, incidence rates of HPV
infection range from 1 to 5.5 million infections per year (Burd, 2003). Beginning of
sexual activity in adolescence has also been documented as a risk factor for HPV
infection (de Sanjosé et al., 2018). The highest incidence of HPV infection has been
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demonstrated to be around sexual debut and in young adults up to 30 years. Risk of
infection has been shown to decline with age.

1.1.5 Transient and persistent HPV infection

It must be noted that the majority of HPV infections are transient and cause no clinical
problems (Gheit, 2019). Transient in this instance refers to the process of the body’s
immune system clearing the HPV, with data suggesting around 70% of new infections
may clear within one year and approximately 90% will clear within two years (Moscicki
et al., 2012; Winer et al., 2011). HPV infection cannot be treated; however most HPV
infections will be asymptomatic and the human body will clear 90% of infections within
a 18-24-month period of exposure (Gheit, 2019). The remaining 10% may reflect
established persistent infections which are linked to malignant tissue transformation,
dependent on risk factors and HPV genotype (McBride & Warburton, 2017). Persistent
high-risk HPV infection is the main risk factor in cervical as well as anal cancer; both
attributable to HPV16 (Lin et al., 2018; Machalek et al., 2012). This is due to persistent
high-risk HPV infection of mucosal epithelium which can progress to intraepithelial
neoplasia which, if left untreated, can further develop into high-grade abnormalities
such as cervical/anal pre-cancerous and cancerous lesions. There is no universal
consensus regarding the definition of what constitutes persistent HPV infection.
However, a proxy for persistent infection has been demonstrated when a high-risk
HPV infection does not clear within 6 months.

Current estimates of the attributable fraction of HPV in less common cancers vary
greatly. For example, between 5% and 80% of oropharyngeal cancers are attributable
to HPV, with substantial geographical variability among regions with high HPV
attributable fractions including northern Europe and USA which reflects the relative
burden of tobacco-/alcohol-attributable oropharyngeal cancers as well as prevalent
sexual practices (de Martel et al., 2017; Ndiaye et al., 2014). Similarly, while oral HPV

infection is less common than genital infection, time to clearance appears to be similar.

1.1.6 Clinical manifestations and sequalae of HPV infection
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HPV is a necessary cause of cervical cancer. HPV is also a necessary cause in
several related cancers in other sites (head and neck, oropharyngeal, penile, and
anal). It is vital, therefore, to discuss the relative contribution of different viral types to
HPV-related cancers, across sites, and their prevalence. In 2018, 700,000 new HPV
related cancer cases were estimated to have occurred, with 90% (n = 630,000) among
women and 10% (n = 71,000) among men. HPV types 16/18 (the two high-risk types)
are associated with 69.4% of the total cases of cervical cancer (Serrano et al., 2015);

see figure 1.2).
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Figure 1.2 Contribution of different types of cervical cancer (from Serrano et al. 2015)

As most HPV infections are transient, asymptomatic, or subclinical (among
immunocompetent) individuals, most HPV infections have no clinical consequences.
Most clinically significant manifestations associated with HPV infection are anogenital
warts, cervical cellular abnormalities, and anal and penile cancer among
(immunocompromised) and Gay, Bisexual, and to other Men who have Sex with Men
(GBMSM).

Across sites in which HPV-related cancer occur, among men, oropharynx, anal, and
penile cancers had the highest incidences attributable to HPV (24,000; 21,000; and
18,000 cases, respectively). These non-cervical HPV-related cancers are more
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frequently associated with HPV 16/18 than cervical cancer — such as that of 80%

among men versus 69.4% of cervical cancer among women (see table 1.2).

Table 1.2 Incidence of HPV at cervical and all other sites

Anatomical Cancers Estimated number of cancers attributable to % ([by row])
cancer site attributable to| HPV  16/18 | Top ten most common | Difference [B-A]
HPV [A] HPV strains [B]

Cervix uteri 530,000 (100%) | 370,000 470,000 (90%) 100,000 (19%)
(71%)

All other sites 110,00 (100%) 84,800 (80%) | 95,300 (90%) 10,500 (10%)

Total 640,000 (100%) | 454,800 565, 300 (90%) 110,500 (17%)
(71%)

1.2 HPV-associated sequalae in men

Anal intraepithelial neoplasia (AIN) has been recognised as a precursor to anal cancer
although the natural history of these lesions is unclear unlike the epithelial lesions
which are precursors to cervical cancer. HPV 16 is the most common type detected
in association with the development of AIN. GBMSM - and those living with HIV
(LWHIV) — are persons reported to be at higher risk for anal precancer and cancer
when compared to heterosexual samples. Indeed, in a review of global data of genital
HPV prevalence infection in males Smith et al (2011) concluded HPV prevalence was
high across all regions but varied considerably (1% to 84% among low-risk men and
from 2% to 93% among high-risk men). Those deemed to be higher risk in this review
referred to those who reported sexually transmitted infection (STI) clinic attendee’s
HIV-positive men, and male partners of women with HPV infection. HIV-positive
GBMSM showed the highest prevalence (Smith et al., 2011). A clinical trial examining
the baseline prevalence of penile, scrotal and perineal/perianal HPV infection in
heterosexual men also reported variable incidences of cancer at these sites (18.7% at
the penis, 13.1% at the scrotum, 7.9% at the perineal/perianal region and 21.0% at
any site, (Vardas et al., 2011).
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1.2.1 Anogenital warts

Anogenital warts commonly occur in areas of coital friction. For men, this includes
external areas on the penis, urethral meatus, scrotum, perineum, and perianal area;
in addition, men can have internal warts involving the urethral meatus or intra-anal
mucosa. Among women, external warts can appear on the vagina, cervix, and anal
mucosa. All anogenital warts are caused by low-grade HPV (types 6 and 11). Time for
anogenital warts to develop varies, with some studies reporting a few months to years.
The prevalence of anogenital warts is hard to measure as these are seldom routinely
reported. Anogenital warts are associated with psychosocial reactions, including
increased anxiety and depression, and can have a substantial negative impact on

personal relationships.

1.2.2 Anal cancer

HPV is the causative agent in the anus and shares similarities with the cervical
squamous cell carcinoma (SCC) reported in the cervix in women (Clarke &
Wentzensen, 2018). High-risk HPV infection is responsible for about 90% of anal SCC
and persistent intraepithelial lesions precede both anal and cervical cancer (Hoots et
al., 2009).

The incidence rates of anal cancer have been reported to be increasing in a number
of high and low/middle income countries including the US and Denmark (Islami et al.,
2017). In Scotland, Brewster and Bhatti (2006), reported an increase in age-
standardised rates of anal SCC among males (0.14 to 017 per 100,00 in late 1970s to
around 0.37 in late 1990s but with a peak of 0.44 in 1993-1997 in women (Brewster &
Bhatti, 2006). Comparable figures of anal cancer incidence in England between 1986
and 2003 were also reported to have increased among males from 0.7 to 1.1 per
100,000 cases (Office for National Statistics, 2017). Results in line with this were
further reported by Robinson and authors (2009) who found anal cancer incidence in
southeast England increased in both men and women (between 1960-2004) threefold
in women and 1.5 fold in men (Robinson et al., 2009). Indeed, anal cancer statistics
reported by Cancer Research UK demonstrate a 56% rise in anal cancer incidence
rates since the 1990s with rates projected to rise by a further 43% by 2035 (Cancer

Research UK, 2017). Recent supporting evidence in the UK where over the last
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decade (between 2006-2008 and 2016-2018) anal cancer incidence rates for females
and males combined increased by 37%. Amongst females this increased by 53% and
in males’ rates increased by 13% (Cancer Research UK, 2019). Overall, while anal
cancer is more common in women than men, incidence in men under the age of 50

years is becoming increasingly more prevalent.

A considerable risk factor relevant to the elevated incidence of anal cancer among
men is receptive anal intercourse associated with GBMSM (Stanley et al., 2012). The
prevalence and incidence of anogenital human papillomavirus infection and HPV-
related anal intraepithelial neoplasia (AIN), the precursor to anal cancer, has been
reported to be higher in gay, bisexual, and other men who have sex with men
(GBMSM) and highest among HIV positive GBMSM (Alemany et al., 2015; Melbye et
al., 1994). In a review of global data of genital HPV prevalence infection in males
(Smith et al, 2011) concluded HPV prevalence was high across all regions but varied
considerably (1% to 84% among low-risk men and from 2% to 93% among high risk
men). Those deemed to be higher risk in this review referred to those who reported
sexually transmitted infection (STI) clinic attendee’s HIV-positive men, and male
partners of women with HPV infection. HIV-positive GBMSM showed the highest
prevalence (Smith et al., 2011). Further evidence is found in a clinical trial examining
the baseline prevalence of penile, scrotal and perineal/perianal HPV infection in
heterosexual men also reported variable incidences of cancer at these sites (18.7% at
the penis, 13.1% at the scrotum, 7.9% at the perineal/perianal region and 21.0% at

any site, (Vardas et al., 2011).

Indeed, progression rate to anal SCC is reported to be 1 in 309 person years (PY)
after a diagnosis of anal intraepithelial lesions in GBMSM compared to that of 1 in 80
PY in the development of cervix SCC. This comparison is noteworthy as Poynten and
authors (2016) suggest these site-differences may be a result of biological factors such
as site-specific viral defences and behaviour factors such as repeated sexual
exposure to high-risk HPV into older age among GBMSM (Poynten et al., 2016). While
rare (approximately 1 case per 100,00 person-years) in the general male population,
anal cancer incidence among HIV-negative GBMSM is approximately 20 cases per
100,000 and 30 cases per 100,000 person-years. Due to an increased anal HPV

exposure and HIV-related immunosuppression this can increase to 100 cases per
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100,000 person-years in HIV-positive GBMSM (Clifford et al., 2021). However, it must
be acknowledged that data was based on multiple cross-sectional studies and

longitudinal data is scarce.

1.2.1 Penile cancer

Penile cancer is a rare and debilitating disease with an annual burden of approximately
22,000 estimated cases (de Martel et al., 2017). The incidence of penile cancer does
vary across the globe. Lower estimates have been reported in the Western world
where penile cancer remains rare accounting for <1% of all male malignancies
(Veeratterapillay et al., 2015) but these rates are increasing (Islami et al., 2017). This
differs between some low/middle income countries in some parts of Africa, South
America and Asia where penile cancer can account for up to 10% of cancers among
men (Bleeker et al., 2009). Two pathways have been identified to occur in penile
cancer carcinogenesis: one related to penile conditions such as inflammation,
phimosis, or a history of lichen sclerosis and the other pathway related to HPV
infection (Albero et al., 2012). Indeed, squamous cell cancer of the penis represents
about 90 to 95% of penile cancers. Salvioni et al (2009) found penile cancer incidence
peaks in the fifth to sixth decades of life however an earlier study by Burgers et al
(1992) found a fifth of patients were under 40 years and 7% under 30 years (Burgers
et al., 1992; Salvioni et al., 2009). Approximately 33% of penile cancers are attributed
to high-risk HPV infections, primarily with HPV type 16 (Alemany et al., 2015; Steinau
et al., 2013).

Like risk of anal cancer, incidence, and risk of penile infection with a high-risk HPV
type have also reported to be higher amongst GBMSM. A study in the Netherlands
reported that 45% of HIV-negative GBMSM and 65% of HIV-positive GBMSM had an
anal infection by a high-risk HPV type (van Aar et al., 2013). It has been reported that
circumcision acts a protective factor, potentially by reducing HPV transmission or
penile pathologic conditions associated with penile carcinogenesis (Albero et al.,
2012). However, while there is robust evidence demonstrating vaccination against
HPV prevents high grade lesions over a period of more than 6 years for precancerous
lesions of the cervix, the evidence base is weaker regarding precancerous penile

lesions in males (Harder et al., 2018). Given the above discussion, GBMSM and more
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specifically HIV-positve GBMSM are at a markedly increased risk of penile
malignancy than HIV-negative and heterosexual men.

1.3 Burden of HPV infection and related behaviours amongst men in the United
Kingdom

A consistent risk factor in the development of HPV-related anal cancer among men
and women is receptive anal sex. The availability of population-based comparison
data is important as it enables the monitoring of prevalence of HPV risk behaviours.
In the UK, the National Surveys of Sexual Attitudes and Lifestyle (NATSAL) can
capture the population burden of STIs and link this to detailed behavioural information.
One study (NATSAL-2) conducted between 1999 and 2001 interviewed 3123 UK
citizens aged 18 — 44 years and asked participants to provide urine samples to detect
HPV (Prah et al., 2014). Findings demonstrated that 17% of men were positive for any
HPV type (16/18/31/33/35/39/45/51/52/56/58/59). 3% of participants were found to be
infected with HPV16 and HPV18 and 2.2% infected with low-risk HPV strains 6 and
11.

In NATAL-3, conducted between 2010 and 2012, 16.3% of all (16 — 44 year-old) men
were infected with any HPV type. In the same sample, 8.4% were infected with any
high-risk HPV strain. High risk HPV infection (of any type) was highest amongst
participants aged 25-35 years with 9.2%. Lowest were those aged between 16-24
years with 7.0% of this age group. HPV strains 16 was highest (2.1%) amongst 25—
34 year-olds and lowest (1.5%) amongst 16-24 year-olds. However, HPV 18 was
highest amongst 16— 4 year-olds (0.6%) and lowest (0.3%) amongst 35-44 year-olds.

1.4 Prevention of HPV infection and related disease

The World Health Organisation (WHO) defines a vaccine as “any preparation intended
to produce immunity to a disease by stimulating the production of antibodies” (WHO,
2022). Vaccination has been recognised as one of the most effective and cost-

effective public health interventions.
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As the above sections outline, HPV-related cancers caused by infections from HPV is
a major public health problem impacting both high and low- and middle-income
countries (de Sanjosé et al., 2018). Vaccines against HPV have been available since
2006 and recommended by the World Health Organisation since 2009. Their safety
and efficacy have been proven and are continuously evaluated (Garland et al., 2016;
Luetal.,, 2011). The speed at which these have been progressively introduced in many
national immunisation programmes has varied. In March 315t (2017) only 37% (n = 71)
of countries across the globe had introduced the HPV vaccination as part of their
vaccination schedule for girls. Of those recorded at the time, 11 had introduced the
vaccination for boys (WHO, 2017). As of the end of 2020, 107 (55%) of the 194 WHO
member states introduced HPV vaccination nationwide. By 2019 almost one third of
programs (33 out of 107) were “gender neutral”’ in the sense that both girls and boys

receive the vaccine.

1.4.1 Licensed HPV vaccines and their impact

Three prophylactic HPV vaccines are licensed for use against high- and low-risk
genotypes. The quadrivalent vaccine (4vHPV) was introduced in the UK in 2006 and
contains protein antigens for HPV 6/11/16/18 (Merck and Co, Inc., Whitehouse
Stations, NJ, USA). The bivalent (2vHPV) was introduced in 2007 and contains protein
antigens for HPV 16/18 (GlaxoSmithKline Biologicals, Rixenart, Belgium). The second
generation non-avalent vaccine (9vHPV) was introduced later and targets antigens for
HPV types 6/11/16/18/31/33/45/52/58. As the quadrivalent and bivalent vaccines were
introduced to prevent cervical cancer in females, there are fewer studies of the
vaccine’s preventive effective in males (Daley et al., 2016). The three vaccines (see
table 1.3) offer comparable immunogenicity and effectiveness for cervical cancer
prevention due to the similarities in HPV types they cover with robust safety profiles
(Garland et al., 2007; Joura et al., 2007).
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HPV vaccine
Bivalent HPV | Quadrivalent HPV vaccine | Nonvalent HPV  vaccine
vaccine (2vHPV) (4vHPV) (9vHPV)

Manufacturer GlaxoSmithKline Merck & Co, Inc Merck & Co, Inc

Trade name Cervarix Gardasil Gardasil9

HPV VLPs included | 16, 18 6,11, 16, 18 6, 11, 16, 18, 31, 33, 45, 52,

58

Injection Schedule | 0, 6-12 months 0, 6-12 months 0, 6-12 months

(2 doses) *

Injection Schedule | 0, 1, 6 months 0, 2, 6 months 0, 2, 6 months

(3 doses) **

Adapted from the Centres for Disease Control, USA

((https://www.cdc.gov/hpv/hcp/schedulesrecommendations.html)

Research exploring the provision of the HPV vaccine for males must be underscored
by the notion that young girls/females represent the target population for HPV
vaccination programmes. The focus on this target, as well as the attempt to eradicate
cervical cancer, is the notion that vaccinating enough females would yield a higher
and faster population impact (herd effect, indirect protection of unvaccinated women
and direct protection of boys and men). Since the HPV vaccine has been licensed and
provided for well over a decade now there is evidence that female-only vaccination
programmes have resulted in a reduction in the number of males with genital warts
(Drolet et al., 2015). Indeed, it is estimated that over 14 million European girls had
received the full HPV vaccine dosage schedule and 17 million had received at least
one dose; with these numbers approximately 76,000 cases of cervical cancer could
have been prevented (Bruni et al., 2016). Therefore, evidence continues to
demonstrate the potential for long-term coverage being likely to reduce HPV
prevalence and HPV-related diseases in men if successful in vaccinating females.
(Giuliano et al., 2011).
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Vaccination of secondary target populations, such as older adolescent females or
young women and males has growing evidence documenting the rationale to
vaccinate these groups. The decision to extend vaccination to male populations has
been established as research understands the increase in HPV pathology in males as
well as the efficacy of the 4vHPV vaccine against anogenital warts and anal
precancerous lesions (Bosch et al., 2016). The rationale of herd immunity through a
female-only vaccination programme is not effective for GBMSM and, as a result, there
has been extensive lobbying in the United Kingdom for the HPV vaccination

programme to extend to GBMSM and to boys.

1.4.2 HPV vaccination of GBMSM in the United Kingdom

In July 2017, the UK’s Joint Committee on Vaccination and Immunisation (JCVI)
published an interim statement regarding extending HPV vaccination to adolescent
boys and GBMSM. The latter was being reviewed as evidence on the association of
HPV vaccine types with non-cervical cancers was being strengthened as well as
evidence documenting the high burden of HPV-related diseases among GBMSM
which would receive little indirect benefit from the female-only vaccination programme
(Glick et al., 2014; Zou et al., 2014). The JCVI stated there would be an “improvement
to the health of the UK population from gender-neutral vaccination”. The modelling
undertaken by the University of Warwick provided sufficient evidence to conclude that
vaccinating boys and a gender-neutral programme would provide better control of the
anal cancer causing types of HPV. Furthermore, additional future savings in the
cervical cancer screening programme and gender-neutral vaccination would provide

optimal protection for GBMSM in the long term.

The JCVI recommended a targeted GBMSM vaccination programme up to age 45
years who are already attending genitourinary medicine (GUM) and/or HIV clinics

(also known as sexual health services).

1.4.3 HPV-GBMSM Vaccination: in England
This HPV-GBMSM Vaccination Programme was implemented in England since 2018
following a successful pilot that ran from June 2016 to March 2018. The programme

in England (and other nations) runs in addition to the school-based vaccination
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programme initially introduced in 2008 for females-only and later (2019) to boys.
During the pilot phase in England clinics (with sufficient data recording) demonstrated
50% of eligible GBMSM initiated HPV vaccination and less than 5% refused
vaccination (Checchi et al., 2019). This provided a rationale to proceed to a phased
national rollout of the GBMSM-HPV vaccination programme for GBMSM attending
Sexual Health services from April 2018. A total of 227 Sexual Health Services across
England participated in the programme with 93% (210/227) reporting vaccination
activity. In 2019, overall, first dose initiation was 33.7% (n = 36,016/106,835).
Decreased initiation was seen with increasing age, with highest initiation seen for
GBMSM aged <25 years at 38.1% (n = 12,583/33,031). Refusal of vaccination in all
Sexual Health Services was 17% (n = 1,813/106/83) in 2019. Refusal of vaccination
amongst HIV-positive GBMSM was 1.8% (n = 3,304/179,282) and did not considerably
differ by age. Completion rates among GBMSM who received a first dose (n =
41,336/73,147) was 27.2% (19,875/73,147).

Follow-up times did impact doses received with second dose completion being higher
among GBMSM who had received the first dose between 1 to 12 months of follow up.
Figures do evidence missed opportunities to deliver second and third doses to
GBMSM attending within the window for the HPV vaccine schedule. Of the 31,811
GBMSM who received the first dose but not a second, 23% (n = 7320) had attended
a clinic within 2 to 12 months after receiving their first dose. Similarly, 15.2% (n =
2,936) GBMSM who received a second dose but not a third had subsequently
attended a clinic 3 to 12 months after their second dose. In short, approximately 3 to
11% of GBMSM who reattended the same clinic but did not receive a subsequent dose
represented a missed opportunity for vaccination between 2017-2019. Regarding
clinic attendance, 27-31% of GBMSM did not reattend the same clinic within 12

months of their first dose.

1.4.4 HPV-GBMSM vaccination: in Scotland

Having outlined the HPV-GBMSM vaccination programme implementation above, the
discussion will now turn to Scotland’s provision of the vaccine for GBMSM. From the
18t of July 2017 GBMSM aged up to, and including 45 years of age, who attended

sexual health/HIV clinics in Scotland. This programme also began in addition to the
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school-based vaccination programme targeting school aged girls beginning in 2008
and extended to include adolescent boys in academic year 2019/2020. During the first
3 years of the programme almost 17,000 GBMSM attended a clinic were eligible for
the HPV vaccine. Of those eligible, 65% (n = 10,944) received at least one dose of the
HPV vaccine. 5,638 individuals were reported to have completed the full vaccination

course. Variation in HPV uptake and completion was observed between NHS Board

area (see figure 1.3).
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Figure 1.3 Data from Public Health Scotland on HPV Vaccination Statistic for GBMSM
(01 July 2017 to 30 June 2020)

Across the 3 years (July 2017 — June 2020) completion rates, unsurprisingly, had a
clear upward completion rate (2017-2018: 35.6%, 2018-2019: 51.8%, 2019-2020:
84.3%). Completion rates decreased with age with younger (20-29 years, n = 2,773)
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accounting for almost half (49.2%) of all completed vaccination doses. Data to end of
June 2020 from the national HPV vaccination programme in Scotland show an uptake
of 65% in sexual health clinics, considerably higher than that reported in England.

Second dose completion was reported to be 52% in line with figures reported in
England. Data on those eligible but not refusing the vaccine has not been updated
since 2019 where across the period of 2017-2018 3,367 eligible GBMSM who

attended a sexual health service did not begin the vaccination programme.

1.5 The health (inequalities) of GBMSM in the UK

There can be no certainty that providing the HPV vaccine for GBMSM through
(specialised) sexual health services will ensure enough GBMSM will be reached — or
reached early enough — to assure immunity within this group. This is played, in part,
because of the health inequalities experienced by GBMSM. Health inequalities are
differences in health experiences and outcomes which arise through the everyday
circumstances of people’s lives and the appropriateness of the systems in place to
support them (Fish et al., 2021). Therefore, as “the conditions in which people are
born, grow, live, work and age” (WHO, 2008), those living as LGBTQ+ people’s
contexts cannot be disaggregated from their health, the increased health risks in

relation to HPV, and experiences of accessing healthcare.

1.5.1 Health and wellbeing of GBMSM in the United Kingdom

A corpus of data exists which demonstrates GBMSM as — to a greater or lesser extent
when problematising the participation in the umbrella term of — Lesbian, Gay, Bisexual,
and Transgender and Queer (LGBTQ+) individuals who experience significant health
inequalities relating to health outcomes, health service provision and health risk
factors compared to that of cis-heterosexual populations (Government Equalities
Office, 2018). Indeed, LGBTQ+ experiences of health and well-being requires context-
specific and identity-centred interventions in order to deliver congruent and competent

services (Hunt et al., 2019).

1.5.2 Barriers to accessing healthcare services among LGBTQ+ populations
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Those who identified as LGBTQ+ and were experiencing advanced illness in the UK
were found to report several issues when accessing healthcare. This included the
presence of heteronormative assumptions as well as homophobic or transphobic
behaviours in healthcare services (Bristowe et al., 2018). This is in line with data which
supports the notion that disclosure of sexual orientation and/or gender identity is
complex and many LGBTQ+ individuals are fearful of seeking medical help because
of invasive questioning. Indeed, in a sample of 5,375 LGBTQ+ people across England
(53%), Wales (24%) and Scotland (23%) one in eight (13%) reported experiencing
some form of unequal treatment from healthcare staff because of their sexual
orientation. Some (10%) have also reported being outed without their consent by
healthcare staff in front of other staff or patients. The study goes on to report almost
one in four (23%) having witnessed discriminatory or negative remarks against
LGBTQ+ people by healthcare staff (LGBT in Britain, Stonewall Report, 2018). These
results, when taken together, continue to display while there have been recent
changes in inclusivity of LGBTQ+ through greater inclusive policies and legislative
changes, experiences of discrimination and exclusion in healthcare continue to persist
for LGBTQ+ people. The consequences, therefore, continue to highlight that the health
inequalities LGBTQ+ people experience throughout their life course are often further
exacerbated by the barriers people face when accessing services to treat or support

them.

1.5.3 Sexual Partners

Indeed, the targeted HPV-GBMSM vaccination programme will have limited efficacy
in preventing HPV-related disease as it is most effective prior to sexual debut (or
exposure to HPV through sexual contact). Sexual behaviour in the United Kingdom
has been observed to have a decline in the age of sexual debut and an increase in
the number of partners both of which have been identified as risk factors for HPV
acquisition (Mercer et al., 2013). Data from the British National Surveys of Sexual
Attitudes and Lifestyles (NATSAL) identified 2.6% (unweighted total of n = 190) of
GBMSM in the UK. GBMSM reported larger number of sexual partners (of either
gender) when compared to men having sex exclusively with women (MSEW). Indeed,
the majority (62.7%) of MSEW reported one partner only while only 15.6% of GBMSM
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reported one partner. It was reported that 34.8% of GBMSM had at least 10 partners
while only 6.3% MSEW did (Mercer et al., 2016).

1.5.4 Sexual Health Service Use

Further data from Natsal-3 demonstrates that while a large and increasing proportion
of the population are accessing sexual health services and testing for STIs, many at
risk of STIs — and therefore receiving the HPV vaccine — may not. Natsal-3 (2010-
2012) data found those whose urine was positive for chlamydia did not report having
a chlamydia test in the past year and more than three-quarters had not attended a
sexual health clinic in this time (Tanton et al., 2018). GBMSM perceived themselves
at greater STI/HIV risk than MSEW, while fewer GBMSM considered themselves
‘greatly’ at risk of either STlIs or HIV. A minority of GBMSM (33.0%) reported sexual
health clinic attendance, testing for HIV (17.0%) and STI diagnosis/es (4.9%) each in
the past year. GBMSM were reported to more likely seek professional help/advice for
their sex life in the past year from sexual health/GUM/STI clinics when compared to
MSEW (Mercer et al., 2016).

1.5.5 Conclusion

These increased health needs and health inequalities are significant to this thesis for
two reasons: GBMSM clearly have a greater need for the HPV vaccine than men in
the general population, so they are likely to require more encounters with the services
in which the vaccine is provided in; and services and their providers need to be aware
of the difference in health needs in GBMSM to ensure that health concerns,
behavioural changes and relevant interventions are provided and followed-up in order
to eliminate and reduce inequality in health outcomes due to ineffective health

promotion and/or inadequate care.

As outlined above, the conditions of inequality which shape the health, and
experiences of health, are important when contextualising the GBMSM participants
of this study (Priya, 2019). By analysing the information from available literature on
inequalities as discussed, the socio-political settings which shape GBMSM health

gives a heightened cultural competency when entering the field and provides a
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substantive understanding for which the primary research in this thesis can reflect on
throughout the duration of the research.

1.6 Rationale

Underpinning this study is the rising prevalence — and awareness of — HPV-related
disease among GBMSM. This study considers broad social and cultural factors that
impact the lives of GBMSM and their attenuation to HPV infection and HPV
vaccination. While the research considers individual perspectives in the navigation of
health and HPV, the findings go beyond individualistic approaches. An analysis of
construction of knowledge and the role of the socio-political environment GBMSM are
entrenched within includes attitudes, perceptions and experiences of HPV was carried
out. This study explored the role of the sexual health service in the provision of the
HPV vaccine in Scotland. The outcome of this study provided a theoretical explanation
for the psychosocial processes of HPV vaccination among GBMSM in Scotland. This
contributed to sociocultural knowledge of the target recipients while also challenging
studies based on positivism that are widespread in constructing risk and GBMSM

outcomes.

To the author’s knowledge this will be the first qualitatively inclined research project
exploring HPV vaccination among GBMSM in Scotland. While there have been
guantitative and mixed methodological studies exploring HPV vaccination among
GBMS in England, notwithstanding, there is still a need for a bottom-up approach to
examining factors which influence HPV vaccination from GBMSM in Scotland. As
discussed, novel biomedical approaches to HIV prevention have had world changing
impact on the discourses surrounding GBMSM health. Therefore, by unpacking the
constructions of health among the target HPV vaccination recipients, the negotiation

and social complexity of HPV vaccination can be unpacked.

1.6.1 Discipline of thesis

To situate this thesis, the discipline is defined prior to any critical appraise of the
literature and detailed methodology. This thesis is premised on the ever-changing
historical and contemporary placement of sexual minority people relating to moral

placement of values, standards, and expectations within a heteronormative society in
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relation to the health of sexual minority men. These large “mutual simultaneous forces”
(Lincoln & Guba, 1985, p. 151) are important to outline when discussing the
experiences of HPV and GBMSM and the experiences of awareness, uptake, and

completion of the vaccine dosage. This is because:

“Everything influences everything else, in the here and now. Many elements
are implicated in any given action, and each element interacts with all of the
others in ways that change them all while simultaneously resulting in something
that we, as outside observers, label as outcomes or effects” (Lincoln & Guba,
1985, p. 151)

These socio-cultural-political positions have ultimately shaped and steered the
conundrum of difference in the provision of health services targeting sexual minorities
by bifurcating sexual and gender identities and behaviours (such as male, trans male,
gay male). The research findings of this thesis are not designed to offer tangible data
that result in any quantifiable relevance. Nor does this thesis present a dichotomising
predicament of what is a right way or a wrong way in the governmental intervention in
the health of sexual minority men in national health institutions. This work is couched
within an understanding of processes (HPV vaccination) which may or may not
produce regularities such as complete acceptance and provision of the HPV vaccine.
Thereby the qualitative nature of qualitative (health) research intrinsically
acknowledges and holds central the context — even the society — in which the research

is being done as Becker (1966) in discussing Mead’s view of society states:

“The reality of social life is a conversation of significant symbols, in the course
of which people make tentative moves and then adjust and reorient their activity
in the light of the responses (real and imagined) others make to those moves.
Social process, then, is not an imagined interplay of invisible forces or a vector
made up of the interaction of multiple social factors, but an observable process
of symbolically mediated interaction” (Becker, 1966, p. 69)

This thesis is both explanatory and exploratory. Therefore, the author anchors this
within a qualitative health research (QHR) approach (Morse, 2016), as the primary

discipline, that fits congruently with the proposed methodology and methods explored
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later in chapters three and four. Put simply here, as this thesis explores the provision
of the HPV vaccine to better address health inequalities, this is in alignment with a

gualitative health research approach as it focuses on the:

“[the] experience and understanding of different participants’ perspectives, and
generated from their different academic, social, cultural and political
backgrounds... public health knowledge [therefore] is shaped by the cultural,

historical, political and social norms that operate within that context and time”

The nature of qualitative research is exploration of trajectories with the perspectives
of those involved; to understand those experiences and journeys. To understand the
process of care — the journeys of patients go through in health systems — to understand
the behaviours engaged in; to understand the people they encounter and how they
interact; to think about how from these processes and understandings how new

knowledge, new evidence, new policy, new method.

1.6.2 Purpose of the thesis

This thesis, in retaining congruency with Constructivist Grounded Theory (CGT)
principles, explored factors relevant to the HPV vaccination of GBMSM in Scotland.
The attitudes, perceptions, and experiences of GBMSM relating to HPV infection and
HPV vaccination were explored to understand factors that influence HPV vaccine
provision and vaccine acceptance. By comprehensively understanding these
measures it can be recommended what may increase HPV vaccine provision and
uptake to ultimately improve the health of GBMSM. Data was collected by conducting
semi-structured interviews with GBMSM in Scotland eligible to receive the HPV
vaccine since the programme began (July 2017). CGT, an advanced qualitative
methodology, was used to collect and analyse data to construct a theoretical model
about HPV vaccination (Charmaz, 2014).

1.6.3 Anticipated contribution to knowledge
Several contributions to knowledge were anticipated from this thesis. Primarily, this
study contributed to knowledge by offering explanations of HPV vaccination based on

the lived experiences of GBMSM as targeted recipients of the vaccination programme.
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This offers insight into the challenges and issues concerning HPV vaccine provision
and adds to the popular discourses surrounding HPV vaccination implementation
approaches within the UK and globally. In utilising a qualitative approach, rich data

pays proportionate credence to the complex experiences of GBMSM in the UK.

1.6.4 Aims and research questions

The arguments presented in this chapter have initiated and continued discussions in
LGBTQ+ health and specifically HPV infection and vaccination. Therefore, aims have
been recognised and structured research questions have been formulated to fill the
gap in knowledge regarding GBMSM-HPV vaccination within Scotland. The aim of the

research is as follows:

This doctoral thesis aims to develop an understanding of factors that influence
participation and non-participation among GBMSM living in Scotland, in the targeted

HPV vaccination programme.

Thesis Objectives:

1. To assess from the existing, qualitative literature, the barriers and facilitators of
HPV vaccination among GBMSM (Systematic Review Chapter)

2. To develop a theoretical model of the psychosocial processes relevant to HPV
vaccination among GBMSM in Scotland (Findings)

3. To contribute to theory development in LGBTQ+ health and psychology
research by the development of theoretical interpretations of GBMSM-HPV
vaccination informed by GBMSM (Discussion)

To achieve these aims the following research questions are explored:

Primary Research question:
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“What factors contribute to — and influence — the receipt of the Human

Papillomavirus (HPV) vaccine amonq Gay, Bisexual, and other Men who have Sex

with Men in Scotland?”

1.6.5 Organisation of thesis

This thesis is presented in seven chapters. In the first chapter | have provided a brief
background to the study by discussing both the population intended to receive the
HPV vaccine and the HPV vaccine programme itself within a United Kingdom context.
The research was undertaken to develop an understanding of the key phenomena

explored in this thesis.

This thesis is intentionally structured to provide the reader with an accessible insight
into the literature that exists in the field:

Chapter Two provides a Qualitative Evidence Synthesis of the qualitative literature
pertaining to the perceptions and experiences that underpins GBMSM-HPV
vaccination. Here the published literature is systematically retrieved and synthesised.
The chapter concludes by situating the state of the evidence of GBMSM-HPV

vaccination.

In Chapter three, the methodological approach underpinning the research is outlined.
Reflections are made on the wider nature of social research and links to how this
research is being conducted are made. This informs a discussion of — and provides a
rationale for — the Constructivist Grounded Theory approach adopted situated in the

history of this research approach and the qualitative paradigm.

Chapter four focuses on describing the methods taken for this thesis; the design of
the study and recruitment strategy is outlined, and ethical considerations detailed. The
analytical method practiced in Grounded Theory is also outlined, exemplified, and
discussed. A reflexive discussion is also offered on researcher positionality and how
my position as a cis gay man influenced the research design, analysis, and

presentation of findings.

The findings and discussion are offered in chapters five and six.
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2 Chapter 2: A systematic review and thematic synthesis exploring how gay,
bisexual, and other men who have sex with men experience HPV and HPV

vaccination.

What will this chapter discuss?

This chapter will outline:

o Outline key psychosocial phenomena related to HPV vaccination

¢ Define and rationalise the systematic review process

o Describe the methods, results, and analyses of the systematic review
¢ Finalise with an outlining of the gap in the literature

e HPV vaccination targeting GBMSM in UK countries

2.1 Chapter Overview

This chapter describes the methods and results of a thematic synthesis undertaken to
understand the attitudes, perceptions, and experiences of GBMSM in relation to HPV
and HPV vaccination reported in previously published primary qualitative articles. This
chapter will begin with a discussion for why a qualitative evidence synthesis (QES)
systematic review approach was chosen followed with an outline of the aims, methods,
quality appraisal tools and results of the review. The thematic synthesis is then
described which found multiple sites of tension relating to the attitudes and
experiences of HPV and HPV vaccination among GBMSM including two major
analytical themes — 1) The limited perceived relevancy of HPV among GBMSM; and
2) The role and influence of sociocultural context and care experiences on HPV-
GBMSM vaccination. This chapter will conclude with a summary of the key findings
and identified gaps in the existing literature to set the scene for the proceeding primary

study.

2.2 HPV vaccine acceptability in men and women
While effective, safe, and recommended by WHO, HPV vaccination coverage remains
low across high and low- and middle-income countries and eligible populations.

Numerous factors have been identified such as lack of healthcare provider
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recommendations, concerns about safety, concerns about side effects, and general
lack of awareness and knowledge about HPV vaccination (Brandt et al., 2016). This
is built on by Dubé et al. (2013) who also reported factors impeding HPV vaccination
including past vaccine experiences, perceived importance of vaccination, risk
perception and trust, subjective norm, and religiosity (Dubé et al., 2013). In the
European Union (EU), a systematic review explored factors related to uptake of
vaccination. Loke and authors (2017) identified worldwide HPV vaccination uptake
and associated factors. Analysing twenty-eight studies, HPV vaccination uptake (>1
dose) varied significantly with results ranging from 2.4%, in Hong Kong to 94.4% in
Scotland (Loke et al., 2017). Brewer et al. (2007) concluded from analysis of 28 studies
found those who were already vaccinated against HPV were more likely to express
willingness to receive the HPV vaccine. There was a weak relationship between HPV
knowledge and acceptability indicating similar results of later systematic reviews on
acceptability outlined above (Brewer et al., 2007). Similarly, social norms and values
relating to sexual debut and behaviour have been found to inform the views and
actions of healthcare professionals, parents, and young women in relation to HPV

vaccine (Ferrer et al., 2014).

There is therefore an urgent need for a substantive understanding of the barriers and
facilitators which impact HPV vaccination coverage to reduce the burden of HPV-

associated infections and cancers.

2.3 Rationale for a systematic review and qualitative evidence synthesis

Chapter 1 highlighted that despite improvements in the provision of the HPV vaccine
across the globe, the prevalence and incidence rates of HPV infection among GBMSM
are higher than their heterosexual male counterparts coupled with a considerable and
consistent amount of evidence suggesting low awareness and knowledge of HPV
(Nadarzynski et al., 2019). In response to this, several countries began extending HPV
vaccination to sexual minority men including the United Kingdom. These novel
introductions represent the addition of another intervention in the health of GBMSM
and necessitate an inquiry of perspectives and experiences of this in varying settings.
Nadarzynski’s existing systematic review on MSM and HPV vaccination confirm a

prevailing lack of knowledge, competence and understanding about HPV and HPV
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vaccination. It is argued here that there is a need to extend the focus and depth of this
review as quantitative research does not offer the nuanced, rich, in-depth approach to
data which qualitative research affords (Bearman & Dawson, 2013). Similarly, while
highlighting trends, this research is unable to provide a more nuanced picture of

barriers and facilitators of HPV vaccine provision post-licensing.

Therefore, this thesis involved the undertaking of a systematic review and a thematic
synthesis of HPV-GBMSM experiences and perceptions of the published literature.
Before outlining the details of this (see below), it is pertinent to outline the appropriate
terminology used in this chapter. The systematic approach is considered “the gold
standard to collect and summarise the best available evidence regarding a specific
question” (Rada et al., 2020, p. 2). This is reflected in the growing number of
disciplines in which the systematic review approach has been utilised and has become
a staple in informing health and healthcare a key domain within evidence-based
practice. Here, evidence-based practice can be considered as “the conscientious,
explicit, and judicious use of theory-derived, research-based information in making
decisions about service provision to individuals or groups and in consideration of
individual needs and preferences” (Ingersoll, 2000, p. 152). This is in line with Munn
et al. (2018) whom consider the systematic review process as one which involves
“searching, appraising, and synthesising findings of primary studies, and has rapidly
become a cornerstone of the evidence-based practice and policy movement” (Munn
et al., 2018, p. 1).

To this end, qualitative research is uniquely situated to capture the complexity of the
lived experiences of GBMSM in relation to the vaccination programme as a
manifestation of evidence-based practice and therefore allows the appropriate
attenuation which quantitative research is lacking. By holding central the premise that
gualitative research explores the perceptions and experiences of participants as they
navigate the world around them, qualitative research can make these navigations in

connection to the individual’s health and use of healthcare services.

A systematic review and qualitative evidence synthesis (QES) was selected as the
research design for this study as this allows an extensive and structured exploration

and analysis of the qualitative data in the literature. The systematic review approach
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therefore engenders rigour to the subsequent analysis as the systematic review
approach reduces bias in the production of a detailed record of the qualitative literature
exploring what is known about GBMSM experiences of HPV vaccination in which
should be the starting point in any thesis as it can inform data collection and analysis
(Bazeley, 2020).

This is aligned with Flemming et al. (2019) who suggest that qualitative synthesis can

be used to explore:

e Health-related behaviours or experiences of illness

e Why and how a policy or intervention works

e Appropriateness or acceptability of interventions

e Barriers and facilitators to implementation of interventions

e Gaps in primary qualitative research evidence, for example gaps about
knowledge of the acceptability of intervention (Flemming et al., 2019).

QES is a term which encompasses a broad array of different systematic reviews of
primary qualitative research used to generate new knowledge based on rigorous
analysis of existing (Thorne et al., 2004). Primary qualitative research refers to a peer-
reviewed, published in an academic journal, study which uses a qualitative method of
data collection and analysis. By utilising a qualitative approach, primary studies are
likely to provide conceptually richer and thicker evidence than that of their quantitative
counterparts. By synthesising qualitative studies this review will establish a greater
understanding of the deep layers of meaning, acceptance and understanding relating
to HPV and HPV vaccination among GBMSM allowing a heightened conceptualisation
of the experiences, views, beliefs and priorities for healthcare relating to the HPV-
GBMSM vaccination programme explored in Scotland (Booth, 2016; Flemming et al.,
2019).

The context for this review is using existing research to inform the provision of the
HPV vaccine for GBMSM in Scotland by bringing together studies that attempt to
understand HPV vaccination from the perspectives of the targeted demographic of
GBMSM affected. To do this, the accounts of the experiences and views of those
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closely concerned and combining this with extrinsic — clinical and epidemiological
research (as outlined in chapter 1) will be done. The focus of this review, it is argued,
is broad enough to fully capture the potential range and experiences regarding HPV
vaccination while being specific enough — rationalised by the sexual minority sample
— to be useful to healthcare providers and policy makers and researchers. It is
important to understand GBMSM’s experience and perceptions of HPV and HPV
vaccination so that potential barriers can be ameliorated, and facilitators bolstered by

healthcare professionals within Scotland.

2.3.1 The review questions
The focus of study for this systematic review is the lived experience and perceptions
of HPV and HPV vaccination among GBMSM.

This, therefore, is in line with the aims of QES as it seeks to enhance understanding
of the particular values and attitudes toward, and experiences of, HPV and HPV
vaccination by those who are intended to receive the vaccine (Karimi-Shahanjarini et
al., 2019). Having identified the focus of the study, a well-constructed review question
must unpack the scope into its component concepts. The review question is pivotal as
it determines the methodology and the relevant considerations. While reviews
focusing on intervention studies are guided by the Population, Intervention,
Comparative Intervention and Outcome (PICO) method to formulate review questions,
gualitatively focused reviews into the lived experience adopt the Population, Exposure,
Outcome and Type (PEOT, see table 2.1) method to structure the review question
(Bettany-Saltikov & McSherry, 2016). This allows the research question to act as a
‘compass’ allowing data with unintended relevance and resonance to be examined
(Eakin & Mykhalovskiy, 2003).
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Table 2.1 PEOT definition of study inclusion

Population Gay, Bisexual, and other Men who have Sex with Men
(GBMSM)

Exposure To Human Papillomavirus (HPV) and HPV vaccination

Outcome GBMSM perceptions and views of their experiences

Type Phenomenology, Grounded theory, Descriptive thematic
analysis

“What are gay, bisexual, and other men who have sex with men (GBMSM)’s
experiences and perceptions of Human Papillomavirus (HPV) and HPV

vaccination as demonstrated through existing primary qualitative research?”

2.4 Aims and objectives
As outlined in Chapter 1, the aim of this chapter is to:

Assess from the existing, qualitative, literature the barriers, and facilitators of HPV

vaccination among GBMSM

With the specific objectives to:

e Describe GBMSM perceptions and experiences surrounding HPV vaccine
acceptability

e Explore the barriers and facilitators to participating in HPV vaccination

2.5 Approach to synthesising data
2.5.1 Choice of synthesis method

A thematic synthesis approach, as outlined by Thomas and Harden (2012) was used
to analyse and synthesis the data for this QES. The term Qualitative Evidence
Synthesis (QES) is broad to accommodate a range of types of qualitative data such

as case studies, policy analyses, process evaluations, and primary qualitative
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research. Because of this, there are relatedly many different types of QES, each
supported by divergent or very similar schools of thought (Noyes, et al 2013).

Therefore, the decision on which QES to implement is complex.

Many frameworks have been proposed to assist in the construction and decision-
making processes. These include the TREAD (Time/Timeframe, Resources,
Expertise, Audience & Purpose, Data) framework (Booth, 2011) as well was the more
contemporary RETREAT (Research Question, Epistemology, Time/Timeframe,
Resources, Expertise, Audience & Purpose, Types of Data) frameworks. These
guidance documents provide frameworks for selecting review methodologies, being
critical of the appropriateness of undertaking a chosen approach (a Thematic
Synthesis). These resources encourage authors to select the appropriate review
methodology by outlining areas of reflection and consideration. In the internalisation
of these frameworks, other approaches were considered, in particular a meta-

ethnography.

A meta-ethnography is a well-developed method for synthesising qualitative data
which focuses on translating studies into each other to afford comparison and critique
across the data (Britten et al., 2002). Many aspects of a meta-ethnographic approach
are suitable for this review. For example, meta-ethnography uses a method labelled
reciprocal translation — this method has been identified as an unnamed element in
most methods of qualitative synthesis, including the generation of analytical themes
in Thematic Synthesis. During the process of choosing a QES approach, the review
team considered the anticipated volume of studies to review (based off initial scoping
work) and the intended audience of review: namely, academics, clinical professionals
and lay audiences. The data to be included in the synthesis were generally more
descriptive rather than interpretative or rich in theory, with the focus often on reporting
barriers and facilitators of targeted vaccination. This may be in part due to the applied
nature of the research questions that the studies were intended to address. The
characteristics confirmed that a thematic synthesis approach method of review was
chosen over a meta-ethnography approach. Moreover, it was also intended that this
review perform an integrative approach rather than an interpretive approach given the
primary research may have established themes within them. These themes, primarily

descriptive related to notions of barriers and facilitators, would benefit from the
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aggregation and development of high level, analytical themes, afforded in the thematic
synthesis approach rather than developing new theories or concepts in the primary

data as is the purpose of other methods such as meta-ethnography.

2.6 Review methods

This QES used thematic synthesis as outlined by Thomas and Harden (2008).

2.6.1 Review search strategy

A thorough search of available literature is a distinguishing feature of systematic
reviews, with the need for the search strategy to be comprehensive and
reproduceable. As such, the aim is to optimise the ability of the search to identify
relevant articles and, where possible, to exclude inappropriate articles in relation to
the research question. The protocol was registered on PROSPERO
(CRD42018090393).

Having established the key words from the PEOT and the methods of combining them
(i.e., Boolean logic), the researcher undertook the systematic search strategy and

applied it to the following databases:

Applied Social Index and Abstract (ASSIA),

SCOPUS,

PsycINFO

Cumulative Index to Nursing & Allied Health Literature (CINAHL),
PubMed/Medline

Embase

o gk wDdRE

An initial search was conducted in February 2018 with an updated search conducted
in March 2019. Due to time constraints, grey literature, conference abstracts, and
thesis dissertations were excluded from this review. These databases represented the
disciplines of medicine, nursing, and social sciences. An expert librarian was
consulted in the implementation of the search strategy. To ensure a systematic and

robust searching process, the following steps were conducted:
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e Medical Subject Headings (MeSH) terms (or like thereof) for each database
which categorised the content of the PEOT were identified and searched. The
indexing on each database varies, for example qualitative research on Medline
is indexed “qualitative research” while on CINAHL the subject heading
“qualitative studies” is used.

e Free-text terms that might identify qualitative research was also used across
each database. Commonly used qualitative research methodology terms
informed by previous systematic reviews exploring HPV and HPV vaccination
were used in information retrieval.

e Broad-based were also used in free text. These include terms such as

” o«

“qualitative”, “findings”, and “interview” and synonyms thereof.

Terms used across all three search approaches were purposively chosen to maximise
the precision and recall of the search strategy aimed at retrieving qualitative studies.
Search strategies included terms associated with quantitative rather than qualitative
research, such as “questionnaire” and “attitude” as it was necessary to include these
terms as qualitative research may have been indexed as such despite qualitative
researchers not choosing to use such terms to describe their work.

Given the expected paucity of literature to address the review question, no date
restrictions were applied. Next, identified articles from each database were transferred
to EndNote X9 (and later to X10) a data management tool for bibliographies.
Duplicated records were removed and the title and abstract of each article screened
by two researchers (LC and SM). References of included articles were also hand-

searched.

2.6.2 Review inclusion/exclusion criteria

Only articles that reported qualitative primary data were included. The sample of
included studies focused on GBMSM with regard sexual identity (non-heterosexual)
as well as sexual practices. Studies that explored HPV-related perceptions among
men which were not identified by authors as GBMSM, or sexual minorities were
excluded (see table 2.2). No comparisons with heterosexual populations were made

as it was outside the scope of this review. Studies which focused on perceptions of
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HPV-related cancers (such as anal cancer and anal cancer screening) but not HPV
vaccination were also excluded. These criteria were established to ensure data
included in the review were sufficient and appropriate to draw valuable conclusions
relating to the HPV vaccination of GBMSM.
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Table 2.2 Inclusion and exclusion criteria for selecting studies

Inclusion criteria

Exclusion criteria

Population

must the

e Atrticles identify

population as sexual minority

(GBMSM) or as practising non-

Population
e Articles which do not identify the
sexual identities or practise of self-

identifying male samples.

heterosexual intercourse. Exposure
HPV-related

reference to vaccination

Exposure . cancers without
e Human Papillomavirus, Human

Papillomavirus vaccination.

Outcome Outcome
« Explicit reference to and or « Quantitative attitudinal scales
perceptions and experiences of | Type
HPV and HPV vaccination. e Quantitative studies, non-empirical
Type studies (i.e. editorials), non-peer
e Empirical qualitative studies reviewed literature (i.e. theses).
and mixed-methods studies | Language
(inclusive of qualitative findings e Non-English language studies
that can be extracted).
Language

« English language studies

2.6.3 Review study selection
Papers were selected for review if they met the following criteria:

e Participants were identified as GBMSM (including sexual orientations and
gender identities which assumes such a label). Because of the limited research
on this topic, studies that identified participants as sexual or gender minority
were also included.

¢ Qualitative studies (phenomenology, ethnography, grounded theory, generic
gualitative or mixed methods) which reports the experiences, needs, and/or
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preferences regarding HPV vaccination; interactions with health-care
professionals or health-care systems regarding HPV vaccination.

e English language.

2.6.4 Review data management

Search results were uploaded to EndNote X9 (and later X10), de-duplicated, and
imported into the data managing software nVivo10 (then later to nVivo 12) to conduct
relevant screening, data extraction, and quality assessment. Following the removal of
duplicates, the title and abstract of all remaining papers were screened independently
by two reviewers (LC and SM). Conflicts were resolved by discussion. 9 papers were
selected for full review. Following full-text review by LC, SM (and later JP), 1 article

was removed.

2.6.5 Review data extraction process

Once screening was completed independently by two reviewers (LC and SM) the final
number of included studies was determined, to obtain “meaningful information from
each study” (Booth et al., 2016, p. 145), a data extraction template describing included
studies was performed using a standardised tool garnering information on: population
and sampling methods, theoretical perspective, data collection, data analysis and
study findings (Noyes et al.,, 2018). This allowed the ‘contextual’ details (e.g.,
population studied and their characteristics) to be recorded. These details were pivotal
in order to be able to interpret the findings from the data (Ellis, 2019).

The second approach of data extraction for the included studies was the extraction of
their ‘results’ or ‘findings’ from the individual primary qualitative studies. These ‘results’
or ‘findings’ included quotes from the participants, author interpretations, and themes.
The narrative format or tables used to reflect these were extracted. These were
inputted into NVivo 9 (and later NVivo 12) allowing the management of the large

narratives of text to be organised and analysed.

2.6.6 Quality assessment
Intrinsic to the credibility of the review is the quality of included studies and the

dependability of their reported findings. What quality and reliability are in the context
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of quality assessment in a qualitative evidence synthesis, however, is widely — and
vociferously — contested (Hannes & Lockwood, 2012). Notwithstanding divergent
positions on whether an assessment of methodological limitation should be
undertaken, a pragmatic and utilitarian stance toward the contribution of qualitative
research was taken, proffering that if findings from individual qualitative primary
studies are to contribute to understanding of a particular phenomenon, then the
resulting synthesis must hold true to how the findings of primary studies are reported
by the original researchers. To this day, the debate around the feasibility and
usefulness of assessing the quality of qualitative studies in evidence synthesis
continues with little consensus reached. Despite the differing applications of quality
assessment in the myriad of approaches to synthesising qualitative evidence — such
as the exclusion of some evidence due to lack of quality in a meta-ethnographic
approach compared to the lack of exclusion on such grounds in critical interpretation
syntheses — it is generally agreed that some form of quality assessment is required to

identify flaws within primary studies that might distort a review’s findings.

It is essential, given the ongoing debate regarding quality assessment, to ensure that
the process of quality assessment chosen is rigorous and credible. To achieve this,
the selection of an appraisal tool which fits the aims and assumptions of the review is
required. To this review, quality assessment was undertaken to mediate messages
(Grant and Booth, 2009). Undertaking an assessment of the included studies will allow
a determination of whether the data contained within studies is conceptually rich or
not or descriptively thick or thin (Noyes et al., 2019).

The decision to appraise the quality of included studies in this review also serves the
purpose of ensuring the extent to which studies are methodologically sound is reported
transparently. Moreover, this step in the review process allowed the researcher to
reflect on the features of the included primary studies that may represent
methodological rigor and, in turn, how the included findings synthesised may inform
health policy decision making (Caroll and Booth, 2015).

To facilitate quality assessment of included studies in the current review and
gualitative synthesis, the use of the Critical Appraisal Skills Programme (CASP)

checklist for qualitative research (CASP, 2014) was deemed appropriate. The decision
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to use the CASP tool was chosen because it is one of the most commonly used
checklist/criteria-based tools for quality appraisal in health and social-care related
gualitative evidence syntheses (Dalton et al., 2017) and is considered suitable for
novice qualitative researchers (Hannes & Macaitis, 2012). Therefore, as the first
author had no prior experience of formally appraising the qualitative research and the
CASP tool was devised for use with health-related research it was deemed appropriate

for the context of the review.

The CASP toolkit contains 10 checklist questions answered with a yes, no, or can'’t tell
to assess the strengths and limitations of a qualitative research methodology.
Screening questions compartmentalise the aims of the study and appropriateness of
gualitative methodology to aims with eight questions pertaining to the design,
recruitment strategy, data collection, reflexivity-related issues, ethical issues, rigor of
data analysis, and the reporting and value of findings. Although no formal scoring
system is included in the CASP toolkit, the following was used; item not met = 0 (no),
item partially met = 1 (unsure), and item fully met = 2 (yes). The use of this system

supported a critical reflection of the included studies (appendix 4).

An overview of the assessed quality of included studies is included (see results section
below). While two reviewers (LC and JP) applied the CASP toolkit to included studies,
given that sufficient quality was not a determining factor any discrepancies in the
application of the toolkit was discussed and reviewed until consensus was reached.
Using the CASP rating scores, the quality of articles were classified as high, moderate,

or low.

2.6.7 Data synthesis

Within qualitative evidence synthesis, it is argued, there are two types of reviewing:
one of descriptive (also known as narrative) which involves the characterisation of
studies and the other which is called interpretative synthesis (Mays et al., 2005) which
involves the production of new knowledge by synthesising data from qualitative

studies relevant to the review.
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Thematic Synthesis (Thomas & Harden, 2008) sits within the interpretative school of
QES. Much like primary qualitative research, thematic synthesis is characterised in 3
stages (see table 2.3). It is noticeable here that this approach combines the reciprocal
translation indicative of meta-ethnography without compromising the principles
developed in systematic reviews. While thematic synthesis and grounded theory utilise
line-by-line coding, thematic synthesis does not involve the constant comparison
method central to grounded theory (Heyvaert, 2017). Where thematic synthesis does
differ from the methods is that new constructs and explanations are generated directly

from the corpus of evidence.

This approach was deemed suitable as the aim of the review is to provide
complementary information about the barriers and facilitators to HPV vaccine
implementation, acceptability, and other features of vaccine provision among GBMSM
(Petticrew et al., 2013). Moreover, thematic synthesis has the flexibility to incorporate
both ‘thin’ and/or ‘thick’ data in the development of analytical themes (Thomas &
Harden, 2008). Thus, this method of analysis allows the identification of key concepts
across included studies, even though the concepts may not be described using the
same language, explanations or associated theories to be pooled and analysed to go

beyond the content of the primary qualitative studies in silo (Thomas & Harden, 2008).

First, included studies were uploaded as full-text PDF files into NVivo project (QSR
International, Australia). Each study was read repeatedly to ensure all text relating to
HPV vaccination among GBMSM were identified and integrated. As outlined by
Thomas and Harden (2008), data included for thematic analysis pertained to the
results or findings sections of primary studies as well as evidence tables, quotes, and
participant demographics. If text included in the abstract and discussion related to new
concepts, this was also collected for coding. Coding is described as an analytical
strategy for data reduction. Line-by-line coding is conducted to conceptualise the data
and inductively identify concepts (Tong et al., 2016). This involves the inductive
identification of words or phrases that reflect or capture the meaning of each sentence
(Harden & Thomas, 2008; Tong et al., 2012). Codes/descriptive themes were devised
and assigned to the text within the published article’s ‘findings’ or ‘results’ section(s).
Codes were reviewed and their parameters shaped/reshaped by the first author.

These were compared and organised into overarching themes and re-read
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considering the aims of the review (Thomas and Harden, 2008). This meant codes
were investigated for recurrent relationship or in order to categorise the large data set
into themes for later retrieval and/or theory building (Albert et al., 2010). A theme is a
pattern found in the data that may act on a continuum or as a medium to interpret

aspects of phenomena (Albert et al., 2010).

The results or finding sections of included sections was then thematically analysed
line-by-line by the first author (LC) and later reviewed by the review team in detail.
This process captured both “first-order” (participants’ interpretations of their
experiences) and “second-order” (authors’ interpretations of participants’ experience)
concepts (Britten et al., 2002). An inductive approach was used for coding, without
pre-formulated assumptions of how codes should be defined and structured to
maintain the trustworthiness of the findings from the review. By investigating the
similarities and differences of codes between studies, concepts were translated across
studies to identify specific barriers and facilitators to HPV vaccination, which were
grouped and organised under a set of descriptive themes. The descriptive themes
identified what issues were relevant to GBMSM'’s lived experiences regarding HPV
vaccination. To generate analytical themes, the studies and descriptive themes were
reviewed as a whole in relation to the research question and the barriers and
facilitators inferred by the descriptive themes (Barnett-Page & Thomas, 2009; Harden
& Thomas, 2008).
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Table 2.3 Process of Thematic Analysis

Stage 1

Line-by-line coding of text in the results and discussion sections according to

meaning and content

Stage 2 | ldentifying ‘descriptive themes’ by looking for similarities and differences
between codes and beginning to group them together into a hierarchy
Stage 3 | Generating ‘analytical themes’ which involves going beyond the content of the

studies to generate new interpretative constructs or explanations.

2.7 Review results

2.7.1 Stud

ies included

The search terms utilised can be seen in the appendix (Appendix 1). The search

strategy yielded high specificity and relevant studies to be included (Appendix 2).

Table 2.4 Included studies following update in March 2019

Database Search result Eligible Rerun

studies of search
13-19/1/19

PsycINFO 1* 3 (same)

Medline 3 8

Embase 18 4 22

Cinahl 2

Assia 2

Web of Science 0

Total N =39 N=12 N =51

2.7.2 Study characteristics
The total eight included studies (see table 2.4) published reporting on seven studies

(Galea et al., 2017 and Nurena et al., 2013 included the same data). Four of the

studies included were carried out in the USA (Fontenot et al., 2017; Gutierrez et al.,
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2013, Koskan et al., 2018; Wheldon et al., 2017) with remaining being employed in
Canada (Grace et al., 2018), Peru (Galea et al., 2017), and two in the United Kingdom
(Kesten et al., 2019 and Nadarzynski et al., 2017).

In total, 232 (range 18 to 41 participants) GBMSM participated across the primary
gualitative studies. The range of the publication year for included studies was 2013 —
2019. Participants’ ages ranged from 16 years to 68 years. Due to differing
calculations of participants’ ages, no grand mean of participant age can be calculated.

All studies reported GBMSM (n = 1 study included a “two-spirit” participant).

The studies were homogenous in their focus, with the majority focusing on attitudes,
perceptions and experiences of HPV and HPV vaccination and the barriers to this as

documented in data extracted from the studies (Appendix 3).

2.7.2.1 Study methodology
All the studies included in the synthesis clearly stated the aims of the study and

established that the qualitative method of analysis was appropriate (8/8).

2.7.2.2 Study design

Three articles (Galea et al., 2017; T. Nadarzynski et al., 2017; Nurena et al., 2013)
reported employing a pluralistic approach to qualitative data collection. Three studies
(Grace et al., 2018; (Koskan & Fernandez-Pineda, 2018; Wheldon et al., 2017)
employed semi-structured interviews as an exclusive data collection method. The
remaining two studies (Fontenot et al., 2017; Gutierrez et al., 2013) focus groups were
described as the exclusive data collection method. Two studies (Fontenot et al., 2017;
Gutierrez et al., 2013) employed self-administered questionnaires in addition to
gualitative methods of data collection. Two studies Gutierrez et al., 2013; Wheldon et
al., 2017) made specific reference to a guiding theoretical framework (the Theory of
Planned Behaviour, the Health Belief Model and the Integrative Model of Behavioural

Prediction, respectively).
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2.7.3 Quality assessment results

The quality of the studies based on the CASP criteria ranged from 16 (Koskan &
Fernandez-Pineda, 2018; T. Nadarzynski et al., 2017) to 6 (Onyeabor et al., 2015) out
of a maximum possible of 20 (see Appendix 4 for details of the quality appraisal scores
for the included studies). Onyeabour et al., 2015 — independent of their low CASP
score — was removed from the study as there was no qualitative data to extract.

2.8 Performing the QES analyses

In order to generate new and analytical insights from the included, primary, research
projects, the procedures of the Thematic Synthesis method outlined by Thomas and
Harden (2008) were followed. All studies included were qualitative, meaning that there
was significantly limited depth due to limited reporting styles, resulting in ‘thin’
descriptions outlined in the published papers. But, the included studies directly and
indirectly addressed the study review question and so, despite the limitation with
regard to depth published, this QES method continued to be an appropriate approach

to the included studies.

The analysis began using free line-by-line coding of all text labelled ‘results’ or
‘findings’ within the included studies. The verbatim text, extracted from these sections,
were included by one reviewer (LC) directly into nVivo using the PDF input function.
The text included participant quotations, themes, sub-themes and the findings of the
published studies. One reviewer (LC) coded each line of text and a second review (JP)
consulted. The “free” codes were presented in a list of nodes/codes and extracted into
Word. All inductive codes were placed within a bank of codes (see appendix 5). One
reviewer (LC) looked for similarities and differences between the codes within the
primary studies, collapsing and grouping the codes into new codes in order to capture
and differentiate meeting in order to develop subsequent, seven, descriptive themes.
The seven descriptive themes were recorded along with example participant

guotations.

The seven descriptive themes were then continually analysed and re-examined for
semantic and contextual meaning and consistency of interpretation by one reviewer

(LC) in consultation with supervisors (JP, CGB). The descriptive themes remained
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close to the original studies. The development of analytical themes was achieved
through discussion and repeating the iterative cycle of critiquing and examining
themes (Thomas and Harden, 2008). The analytical themes offered a new

interpretation that went beyond the primary studies.

2.9 Findings of the Qualitative Evidence synthesis

The findings from the eight studies in the review have been synthesised into two
analytical themes, which, in turn, represent a synthesis and interpretive analysis of
seven descriptive themes. The coding process for this review began with studies that
were both ‘thick’ and relevant to build an initial coding framework. Findings from other
studies were then added into this initial coding framework and the framework itself was

then further developed as new — and necessary — codes were identified.

The analytical themes were shaped to directly elucidate the objectives of the review
in terms of exploring attitudes and experiences to HPV and HPV vaccination and
barriers and facilitation of this. The following sections will present the analytical theme

following a discussion of their constituent descriptive theme (see appendix 6).
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2.9.1 Analytical theme 1: The limited perceived relevancy of HPV among GBMSM

In this theme, the lack of relevancy of HPV to the health of GBMSM is highlighted. In
part, these related to the feminisation of HPV, connected to the perceived association
of HPV and cervical cancer which provided an independence of the virus to the
awareness of GBMSM. In discussing HPV, the virus and its causation in cancer was
grounded in emotional responses such as shock and surprise. These also facilitated
the participants’ desire to know more about HPV, in turn, enabling them to alter their

(low) perceived relevance of HPV.

2.9.1.1 Descriptive theme 1: lack of information on HPV and HPV vaccination

Across all studies, GBMSM reported having limited knowledge about HPV and its
relation to their health. A recurrent observation related to GBMSM'’s thoughts about
the low perceived relevance of HPV, and consequently, the relevance of HPV
vaccination. Here, GBMSM reported that

‘I've never thought about gay men being especially at risk for HPV” (Fontenot
etal., 2017, p. 6214~

2.9.1.2 Descriptive theme 2: feminisation of HPV

On discussing constructions about perceived susceptibility to HPV, a recurrent
assessment reported was the evaluation that HPV infection was a phenomenon that
impacted cisgender woman or females only. This lack of understanding of HPV and
its impact on GBMSM health contributed to a lack of active pursuit of the vaccine
during access with sexual health services. In particular, the lack of attenuation to HPV

and the vaccine being framed as a causal factor in lack of uptake:

“MSM are not prepared to receive the vaccine because they are not aware of
the issue, and some will not do it of their own accord. In other words, they either
don’t know about it or they ignore it.” (Interviewee-5, MSM)” (Galea et al., 2017,

p. 5).
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While some studies did report an emergence of HPV being related to the health of
men, the connection between HPV being related to cervical cancer was pervasive.
One route of this attribution of HPV being a female-only issue is drawn from the
information materials participants referred to in their awareness of HPV. Here, some
participants discussed adverts and campaigns framing HPV (and the vaccine) as

oriented to cervical cancer:

‘I know that it’'s more dangerous for girls. It can cause genital warts and it can
also increase their chances of cervical cancer?’ (Nadarzynski et al., 2017, p.
349)

The framing of HPV as exclusively causing cervical cancer was further apparent in the
lack of knowledge of HPV's role in anal and penile cancer. Where studies discussed
knowledge of HPV-related sequalae, GBMSM often reported not having considered
other HPV-related cancers. It is unsurprising, then, that Grace et al's (2018) study
whose data collection period was November 2016 — July 2017 reported an emerging

knowledge of HPV’s association to anal cancer in men.

2.9.1.3 Descriptive theme 3: Informational needs

Given the lack of knowledge about HPV, and its relationship to a perceived lack of
agency to seeking out the vaccine, participants reported the need for information as

an important role in decision making, and better response to the vaccine:

“l had no idea that it caused all of those cancers. | think if that was made public
knowledge [people would get vaccinated]”,;
and

“knowing the facts is the most important part because once you know then you
realize this shouldn’t be disregarded and there’s a vaccine you should probably
get” (Fontenot et al., 2017, p. 6213).

Indeed, GBMSM in discussing informational needs provided clear scope for the type
of information they wanted to receive. Some participants reported wanting to know
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more information on how the vaccine affects older participants, those who are sexually
active, and the mechanisms of transmission that spread HPV (Wheldon et al., 2017).
Thus, providing guidance on the individualised impact of HPV and the impact of HPV
for GBMSM as a collective group were discussed in order to help participants
understand the role of HPV in the health of GBMSM.

While there were concerns about the receipt of the HPV vaccine, for example side
effects, the belief that any negative side effects experiences would be offset by
preventing HPV infection (Galea et al., 2017; Grace et al., 2018). Further to this, it was
expressed that a better understanding of these would encourage uptake (Kesten et
al., 2019).

2.9.1.4 Descriptive theme 4: cascading HPV information

The ways in which information regarding HPV could be presented to GBMSM was
discussed by participants which included awareness campaigns and advertisements
on the internet, radio, television, social media and LGBTQ+ focused organisations
(Fontenot et al., 2017; Kesten et al., 2019). Technology was further expanded upon
by participants as the ubiquity of technology and the perceived universality of
technological literacy served to make booking appointments and accessing the

vaccine (without directly engaging with a healthcare provider in the process) easier:

‘[Regarding an app] | think that would be really helpful in keeping track of what
you’ve had done, because right now | have no idea and | have to fill out this

sheet with all my vaccinations and | have no idea how to get that information’
(Fontenot et al., 2017, p. 6213).

2.9.2 Analytical theme 2: the role and influence of sociocultural context and care

experiences on HPV-GBMSM vaccination

Across all studies, a tension emerged between the subjectivity of culturally sensitive
healthcare and the medicalisation of the institutions that served as the context for HPV
vaccination for eligible GBMSM. The GBMSM across these primary qualitative studies

manifested culturally orientated health related values and how these values are
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enacted in response to various healthcare systems. The diminishment of perceived
and actualised stigma relative to the individual GBMSM and in relation to the
healthcare provider and healthcare service was construed as a precursor to the
opportunity to be given the HPV vaccine. Studies indicated that GBMSM in trying to
navigate their relevant healthcare systems were faced with the stigmatisation of being
a sexual minority and in response an appraisal system of the service and healthcare
providers were measured against the potential anticipated or experienced
discrimination. This analytical theme is comprised of the following sub (descriptive)
themes: 1) Healthcare providers and practices as a determinant of HPV vaccination,
2) Healthcare provider recommendation as a determinant of HPV vaccination and, 3)
The role of disclosure as a determinant of HPV vaccination. These will be discussed

in turn.

2.9.2.1 Descriptive theme 1: Healthcare Providers and Practices as a determinant of

HPV vaccination

All studies in the synthesis discussed the role of the healthcare provider and the
centrality of these in the provision of the HPV vaccine. A tension was evident in
participants’ engagement with healthcare providers where healthcare providers were
perceived as manifestations of the degree of culturally congruent services which the
GBMSM participants could feel at ease to engage with. Indeed, in Fontenot et al’s

(2017) study, one patrticipant outlined that:

“Increasing competency, honestly, of like healthcare provider who... don’t work
with queer populations or are not queer identified themselves” is necessary as
it “the doctor’s job to make sure that [you’re] comfortable and speaking to them
about whatever” (Fontenot et al., 2017, p. 6211).

Here the attenuation to the identity of the GBMSM participant is pivotal in their
appraisal of providers and systems which may pose a risk of enacted discrimination
in the clinical encounter. This appraisal of the healthcare provider as reflective of
inclusive healthcare provision has also been seen as a determinant in the discussion
of any issues related to the heightened risks GBMSM may present. This was enacted
in Nadarzynski’'s study in which a participant would:
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“llook for] Just body language. | guess a reluctance [from the healthcare
provider] to make a conversation or just being almost cold in that they’re just
getting information without taking into account that this could be some sort of
sensitive issue. Especially if sexuality is involved” (Nadarzynski et al., 2017. P.
353)

Participants also appraised the ‘setting’ as an important component for preventative
care citing institutions such as specialised sexual health services and family
physicians. These settings presented a clear focus on the potential for further culturally
congruent services as well as hazards. This was evident where some GBMSM
‘described feeling more comfortable seeking care at “gay friendly” health centers”
(Fontenot et al., 2017, p. 6211) where GBMSM may ‘feel more comfortable being
offered the vaccine by someone they trust from a community LGBTQ+ or local sexual

health centre’ (Kesten et al., 2019, p. 6).

2.9.2.2 Descriptive theme 2: healthcare provider recommendation as a determinant

of HPV vaccination

A tension also emerged from the role of decision-making healthcare providers
possessed in the acceptance of the HPV vaccine among GBMSM participants. Across
all studies perceived knowledge of HPV vaccination was low (described elsewhere).
But the acceptance of the HPV vaccine was intrinsically linked to the healthcare
system and providers recommendation. A reliance on the healthcare provider telling
the GBMSM patient about the HPV vaccine was construed as a necessity given low
perceived risk and knowledge (Kesten et al., 2019; Nadarzynski et al., 2017). Koskan
et al., (2018) demonstrate that some GBMSM'’s receptivity of the HPV vaccine was
predicated on the presentation of the vaccine and trust in the provider:

“If my doctor brings it to my attention that | need to get a vaccine for something,

| will take it. | know it’s in my best interest.” (Koskan et al., 2018).

Indeed, GBMSM were willing to receive the HPV vaccination as the role of the
healthcare provider was seen as an ‘active decision maker’ (Guiterrez et al., 2013, p.
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34) in the management of their health where trust continues to be wrapped in the
acceptance of the vaccine as the healthcare provider may be the ‘only opinion that
mattered’ (Wheldon et al., 2017, p. 57). Several authors found when presented with a
discussion on asking for the HPV vaccine or being offered the HPV vaccine, GBMSM
would more readily accept the HPV vaccine than have the ability to direct the clinical

encounter and ask for the HPV vaccine:

“l think I'd be more likely to accept it if it were offered than | would actively
request it. | think because if it was, if it was recommended to you it would be
coming from a trusted source. (#1, Part-time employee, 30).

The saliency of the healthcare provider in the recommendation is also observed when
the HPV vaccine is not offered to GBMSM. In Grace et al., (2018) study, authors
commented that ‘some participants reported that their physicians had never brought
up either HPV or the HPV vaccine to them’. Relatedly, the (potential to have a)
discussion with healthcare providers about HPV and the HPV vaccine is important and
so too is how the vaccine is discussed. Some participants reported limited
communication with healthcare providers as a barrier to making or remembering the

decision to have the HPV vaccine (Grace et al., 2018).

2.9.2.3 Descriptive theme 3: the role of disclosure as a determinant of HPV

vaccination

Across all studies, the tension of disclosing the GBMSM as a requirement of receiving
the HPV vaccine was observed. Compounded by appraisals of the healthcare system
(discussed above), the interplay of disclosing of their sexual orientation, identity, or
behaviour(s) further complicated receiving the HPV vaccine. For example, within

Wheldon et al’s study:

“l would just feel weird talking to someone about that [HPV vaccine], | would
not know their views on LGBT people. So | feel like there may be some bias in
the information they could give me. Even though it’s unprofessional” (19 years,

Asian American Unvaccinated)
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Therefore, their sensitive services were preferred as GBMSM would feel more aligned
to the service. For example, in choosing a specialised service, Fontenot (2017)

reports:

[Related to why go to a gay friendly health center] they know about the issues
in my community. They understand my body, my needs, and | don’t feel like
there’s judgement’. (Fontenot et al., 2017, p. 6214)

In many studies, GBMSM stressed the importance of privacy and confidentiality when
accessing relevant healthcare settings. There was high anxiety reported among
participants about the consequences of partners, friends, and family finding out about
their engagement with sexual health services (and consequently the HPV vaccine).
Some GBMSM feared that their general practitioner (GP) would report their
attendance to family members. Indeed, Kesten (2019) reports:

‘Telling your family GP you’re gay before you've told your family would be a big
no | think because the GP might go back and tell your parents and then out you’
(Kesten et al., 2019, p. 6)

The requirement of having to disclose in the context of GBMSM being eligible for the
vaccine (in relation to gender neutral vaccination) is also discussed. A tension existed
within this in relation to the vaccine being prophylactic which therefore complicated

asking younger GBMSM to disclose their sexuality (Kesten et al., 2019, p. 6)

2.10 Discussion

2.10.1 Summary of qualitative evidence synthesis findings

This thematic synthesis of the views and experiences of GBMSM relating to HPV and
HPV vaccination has identified findings that resonate with conclusions reported in
previous quantitative reviews of GBMSM acceptability of HPV vaccination. These
features will be discussed below. Key findings of this review are discussed in two

domains: (i) factors affecting HPV vaccination relating to the population as GBMSM,
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and, (i) factors affecting HPV vaccination relating to the provision of the vaccine
targeting GBMSM.

2.10.2 Factors affecting HPV vaccination relating to GBMSM

The first analytical theme considered GBMSM'’s understandings and perceptions of
HPV and HPV vaccination. This analytical theme and its descriptive theme
components demonstrated that GBMSM understanding of HPV and of HPV
vaccination is shaped by a constellation of limited knowledge and perceived
susceptibility which are then, in turn, reflective of the influence of social processes and
relationships which act as a both a barrier and facilitator of HPV vaccination. The
finding that GBMSM have limited understanding of HPV is supported in several studies
in the literature surrounding vaccination attitudes in this sample. Some GBMSM who
had already been vaccinated still demonstrated low knowledge of HPV.

A resonant theme that was constructed in the analysis of this review is the extent to
which a gendered understanding of HPV plays a role in the perceptions and
understanding of HPV and HPV vaccination for GBMSM. The notion that HPV infection
and its association with cervical cancer was consistently reported as a dimension of
the perceived low relevance of HPV for GBMSM. This notion has been aligned with
previous research which has examined the feminisation of HPV related to the
presentation of HPV vaccination programme which focused on females-only and
therefore has resulted in an insufficient understanding and protection from HPV-

related illness in men/GBMSM.

2.10.3 Factors affecting HPV vaccination relating to targeted programmes

The healthcare provider-patient interaction is central as it was noted GBMSM were
unlikely to seek out and ask for the vaccine themselves. The tension, therefore,
between being offered the vaccine and the GBMSM making the healthcare provider
aware of their eligibility — through their GBMSM status — is therefore essential in the

provision of the vaccine.

This finding of sexuality disclosure and the role of the healthcare setting is important

when contributing to the discussion surrounding the social role healthcare providers
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and their healthcare settings play in the provision of the vaccine and how its
acceptance can be perceived. The appraisal of healthcare settings and provider’s
ability to meet the health needs is important when viewed through the prism
discrimination GBMSM may anticipate or have experienced. These underlying
dynamics and their impact on health service engagement/uptake need to first be
recognised and then addressed through meaningful attenuation driving engagement
from GBMSM.

The issue of health-seeking behaviours and trust within those health systems and their
providers has been demonstrated to be an area of tension for GBMSM in the literature
previously. Regarding HPV vaccination within this group, the second analytical theme
demonstrated that trust and culture congruency are manifestations of trust of the
provider and the health system providing the vaccine. These, in turn, drive vaccine
acceptance and the perception of trust in the provider and their recommendation (or
not) of the vaccine has been made clear in other research. It was repeatedly reported

that healthcare providers play a crucial role in driving HPV vaccine acceptability

2.10.4 Practical/Policy implication

The findings of this review demonstrate the dynamic interplay between low perceived
susceptibility of HPV and the impact this plays in the assessment of HPV’s relevance
to the health of GBMSM. Similarly, the tension manifested when exploring the
relationship between GBMSM and the healthcare settings in which the HPV vaccine
would be provided. These drivers must therefore be recognised and addressed to
thoroughly gauge local understandings, concepts/misconceptions and nuances
related to HPV and HPV vaccination. An HPV-GBMSM vaccination programme must
thoroughly understand the socio-political dynamics within the context of GBMSM and
its relationship to the context of the HPV vaccination implementation setting as this
may create barriers for HPV vaccine uptake as well as perpetuate confusion and

stigma.

2.10.5 Strengths and limitations of this review

It is important to contextualise the results of this review in its strengths and limitations.
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Firstly, this review sought to specifically synthesise qualitative research on HPV and
HPV vaccination among GBMSM rather than quantitative or experimental studies.
This specific focus — upon qualitative evidence — has illuminated issues that are
uniquely relevant to GBMSM and must be considered when providing the HPV vaccine
for this population. For example, the understanding of HPV being construed as a
female-only issue is indicative of the socio-cultural composition of the countries which
originally provided the vaccine for women only. Thus, the reverberations of the female-
only vaccination programme have had the unintended consequence of creating a
cultural norm among GBMSM that HPV infection does not impact them ultimately
constructing an ignorance of this in relation to their health. These proximal findings
cannot be elucidated adequately in previous cross-sectional surveys attenuating to

HPV vaccine acceptability.

The rigour of the current review utilising qualitative evidence was established through
the systematic approach implemented during the literature search for the evidence. A
strength, then, was tailoring each search strategy to the relevant database. This
allowed the likelihood of identifying all relevant studies to answer the research
guestion and served to reduce bias in the identification of studies. By integrating an
appraisal tool for the evidence, the data was read and re-read by team members (LC,
SM, and JP) ensuring the credibility of included studies. All studies were in English
and with all studies set in high-income countries. Identification of country-specific

issues may limit the applicability of results to the high-income settings.

2.10.6 Gap in the literature
The thematic synthesis allowed for the identification of gaps in the current literature. It
is evidence that the socio-cultural-political lives of GBMSM appears to have a

concentrated impact on the awareness of — and provision for — the HPV vaccine.

While the GBMSM in the review did discuss the experienced stigma and its impact on
the provision of the HPV vaccine, the construction of health among GBMSM and the
barrier this may present were not explicitly explored. This may be the result of some
of the included studies discussing HPV vaccination before licensing and therefore

experiences of the vaccine do not relate to actual experiences of receiving the vaccine.
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This gap in knowledge has practical implications now that an HPV-GBMSM
vaccination programme is being implemented in the United Kingdom; optimal uptake

essential to the successful reduction of HPV-related incidences within this population.

Overall, the included studies did not sufficiently articulate the complexities in beliefs
and awareness of HPV and HPV vaccination in Scottish GBMSM as the closest study
included recruited participants in England and Northern Ireland (Nadarzynski et al.,
2013; Kesten et al., 2019). Therefore, while the included studies attenuated to the lack
of perceived relevancy of HPV among GBMSM and the socio-political context having
an impact on the health of GBMSM no study truly navigated the differing UK-health
systems and more specifically the health-related behaviours during the HPV-GBMSM

vaccination programme as it is being implemented in Scotland.

2.11 Conclusion

As countries continue to expand the populations which can receive the HPV vaccine
it is crucially important to understand the socio-cultural and psychosocial processes
relevant to each extended population in the provision of the HPV vaccine. How
GBMSM understand HPV and HPV vaccination is crucial to the short- and long-term
successes of any targeted HPV vaccination programme. This review found that
GBMSM understandings of HPV are shaped by a complex relationship between
limited knowledge and information of HPV, a resonate construction of its association
with cervical cancer and women, and the socio-political governmentality of health
services in meeting their health needs. This review holds central the notion that HPV
vaccination — and subsequent research — should not be implemented through a
universal approach regarding education, sensitisation, and behavioural interventions

promoting uptake.
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3 Chapter 3: Methodology

What will this chapter discuss?

This chapter will outline:

¢ How the systematic review (chapter 2) supports the chosen research
approach

e Epistemological and ontological positions of the thesis

¢ Research question, aims, and objectives

e Philosophical underpinnings of methodological approach

3.1 Introduction

This chapter firstly identifies the connection from the systematic review and QES to
the chosen Constructivist Grounded Theory (CGT) methodology chosen for this
project. The aim(s) and objective(s) of this thesis to position them at the centre of the
research methodology chosen. Then a discussion of the philosophical and
methodological approaches is outlined including the theoretical perspective for the
project which explain the journey taken to arrive at the research design and to ensure

the aim and objectives are achieved.

3.2 Why the Qualitative Evidence Synthesis (Chapter 2) supports a qualitative

Constructivist Grounded Theory approach

3.2.1 Restatement of the thesis purpose

The study seeks to generate greater and a more comprehensive understanding of the
experiences of the targeted human papillomavirus (HPV) vaccination programme
implemented in Scotland from the recipient’s perspectives. Previous chapters have
outlined the inter- and intra-related issues regarding the targeted HPV vaccination of
GBMSM as drawn from analysis of the literature and relevant operational contexts.

Significant gaps were identified in the understanding of the HPV vaccination practices
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of GBMSM living in Scotland and future needs, particularly in the context of the central
belt of Scotland.

While studies investigating the provision of the HPV vaccine have guided our
knowledge of this public health approach among women, school aged girls and their
parents, questions pertaining to its social dimension became prudent to explore when
the provision of the HPV vaccine extended to gay, bisexual, and other men who have
sex with men (GBMSM) in Scotland in 2017. Understanding people’s behaviours in
the receipt of vaccines as prevention are crucial to the efforts of the vaccination
programme. Therefore, the investigation of GBMSM’s experience and perceptions
must be understood in response to the national programme. Symbolic interactionism
and the social construction of reality for the theoretical framework of this study was

used in supporting a CGT approach.

It is important to bear in mind that national vaccination programmes as public health
policy interventions have an intrinsic social dimension; therefore, considering the
social conditions in the population in which they are implemented is necessary.
Recognising the sociocultural considerations for practice is essential to increase
acceptance of the vaccine by means of stronger education strategies targeted for the

intended stakeholders.

3.2.2 Primary research questions and aims

This study investigates the attitudes toward and experiences of Human Papillomavirus
(HPV) vaccination among GBMSM in Scotland: it does not merely investigate the
individual-level hesitancy among GBMSM to be vaccinated against HPV but examines
what may influence vaccination as an indicator of barriers and facilitators to the
vaccine programme’s implementation.

This study aims to examine the factors relating to the decision making among GBMSM
as they are offered the HPV vaccine, and how these factors are related to the
programmatic decisions in the implementation of the HPV-GBMSM vaccination
programme.

The research question that was the impetus for this study was:
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“What factors contribute to — and influence — the receipt of the Human

Papillomavirus (HPV) vaccine amonq Gay, Bisexual, and other Men who have Sex

with Men in Scotland?”

3.2.3 Research objectives

In answering the above research question, the following research objectives were

formulated:

1. To obtain an in-depth understanding of the attitudes towards and experiences
of HPV vaccination among GBMSM in Scotland based upon semi-structured
interviews with GBMSM from across Scotland.

2. To gain a deeper understanding of how the sexual minority identity of being
GBMSM may influence HPV vaccination

3. Construct a Constructivist Grounded Theory which attends to the influences
discovered in relation to HPV-GBMSM vaccination

4. Position the findings of the research study within the field of HPV vaccination
nationally and within the existing literature surrounding health technologies
targeting GBMSM.

3.3 Selecting a methodological approach

The focus of this thesis relates to the experiences of recipients of a health intervention
— that of receiving the HPV vaccine. If we are to promulgate this basic premise, then,
it must be acknowledged that theory, ideology, and paradigms are at the heart of
practice, planning, and research. The discussion below will consider the purpose of
research in relation to paradigms and provides a rationale for the selection of a

gualitative paradigm. The development of the research design is also discussed.

3.3.1 Philosophical and methodological approaches

Regardless of the methodological approach being adopted, it is important to consider
the paradigm underpinning the research (see figure 3.1). In this instance ‘paradigm’ is
one of several terms used synonymously to indicate the researcher’s philosophical
foundation, including other terms such as worldview and philosophical assumptions.
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Put another way by Mertens, a paradigm is a “worldview, complete with the
assumptions associated with that view” (Mertens, 2003. P. 139). A research paradigm,
therefore, is essential to the core elements that inform a piece of research as it can
determine both the research question(s) and the data collection methods (Creswell,
2014). In line with this, the paradigm chosen is less important than the researcher’s
ability to justify that choice and demonstrate its consistent application throughout the
lifecycle of the research. It is imperative here to outline and ensure the theory that
underpins the methodological approach is reflective of the ‘way of thinking’ to make
transparent any assumptions, biases, and values brought to the research (Weaver
and Olson, 2006).

Figure 3.1 Framework for research design

A paradigm of inquiry essentially has three components: the nature of reality (ontology)
and whether the researcher believes in a single or multiple reality as well as the nature
of knowledge and how it can be gained (epistemology) and the chosen research
strategy (the methodology). These, in turn, frame scientific inquiry (Guba and Lincoln,
2005). While these collectively shape the inquiry, the concepts of ontology,
epistemology and methodology cannot be separated as they justify the research
design (Pope and Mays, 1995; Weaver and Olson, 2006), the approach taken when
designing the research (grounded theory, case study, ethnography and the like) and

the type of approach chosen.
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Therefore, the holistic nature encapsulating the research project must also reflect the
researcher’s positions in relation to this knowledge and the methodological strategies
implemented in the pursuit of such knowledge (Dobson, 2009). Paradigmatic
discussions have typically centred on two traditional philosophical paradigms pairing
ontological and epistemological thought, namely; positivism and objectivism, and
interpretivism and constructivism as extremes along a continuum. These will be
discussed to identify the basic beliefs and framework which guided this research.
Denzin and Lincoln (1998) argue these serve as the foundation for all research

independent of the positions taken by the researchers (see figure 3.2).

e Objectivism
e Constructionism

e Positivism

e Interpretivism

Epistemological
assumptions
Ontologogical
asssumptions

Figure 3.2 Key philosophical paradigms in research methods

Discussions on paradigms have typically construed these to be either Positivist or
Interpretivist (Crotty, 2009). However, more nuanced, contemporary, theorists like that
of Creswell purport four widely adopted paradigms such as post-positivist,
constructivist, transformative and pragmatist. Indeed, each paradigm holds a different
view of the world, of the extent to which the researchers’ relationship to the world and
of what methods should be used to study (Oates, 2006).

While many paradigms in research exist, the most influential and pervasive within
health service research are that of positivist (with an aligned objectivist ontological
position) and of interpretivist (with an aligned constructionist position). A significant
milestone in the methodological decisions of this thesis was the consideration of one’s
own views about the nature of reality which determines an appropriate paradigm which
matches one’s epistemological position. Mills and colleagues (2006, p. 26) argues the

decision of one’s philosophical positions are influenced ‘by our history and cultural
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context, which, in turn, shape our view of the world, the forces of creation, and the

meaning of truth’.

Given this, in the next sections, different research paradigms will be described, and
their relative ontological and epistemological, and a framework of the approach
provided. Figure 3.3 illustrates the philosophical and theoretical underpinning this

research.
Epistemology Ontology
Social Constructivism Relativist

‘ Symbolic Interactionism

Figure 3.3 Philosophical and theoretical underpinning of the research

3.3.2 Research paradigms: Positivism and objectivism
Epistemology is the study of how we know things and what this means (Gray, 2009).
There is a continuum of epistemological positions ranging from positivism on one end

and subjectivism on the others. These will be discussed.

Positivism (or objectivism) contends there is an absolute reality, which can be
measured, studied, and understood independent of time or place and that this truth
can be discovered (Green and Thorogood, 2005). This denotes an objectivist
ontological position which is emblematic of the notion that “social entities exist in reality
external to and independent of social actors” (Saunders et al., 2016, p. 124). Here, the
one objective reality which exists is not influenced by human perception. Therefore,

the scientific “inquiry takes place as through a one-way mirror” (Guba and Lincoln,
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1994, p. 110). The epistemological position of positivism contends that reality is ‘real’,
‘apprehend able and ‘discoverable’ (Weaver and Olson, 2006). This paradigm lends
itself to that of quantitative research because a positivist position denotes that reality
is discoverable, orderable, predictable, and controllable, and the findings are usually
observable and quantifiable (Guba and Lincoln, 1994) and generalisable (Wahyuni,
2012). This extends to the methods in which one can achieve understanding reality
reflected using rigorous scientific methods such as statistical and mathematical
techniques (Avis, 2005).

As stated, positivists espouse the separation between the researcher and from the
world they are studying which permits objectivity (Healy and Perry, 2000; Ritchie &
Lewis, 2014). This, however argued by Denzin and Lincoln (1994), is limited as this
separation is complicated as one cannot rationally identify the nature of facts, or the
interactive nature of inquiry as one’s positivist ontological position leads the belief that

the world is external, that reality is singular and objective.

The aim of this research was to explore the lived experiences of gay, bisexual, and
other men who have sex with men in their receipt of the Human Papillomavirus (HPV)
vaccine as part of a targeted national vaccination programme. To achieve this a
method which allows them to describe and discuss their experiences, views, and
perspectives in an interpretive account was required. As such, an interpretive
approach which allows one to understand human thought, speech, and action (Lincoln
and Guba, 1985) is required, rather than a positivist approach which limits the
exploration of the experiences, views, perspectives and social processes in the
necessary depth (Healy and Perry, 2000). A positivist paradigm was rejected as it
disregards the role of the researcher during interpretation of the findings.

3.3.3 Research paradigms: interpretivism and constructivism

Placed at odds with a positivist view of reality is that of interpretivism. Interpretivism
espouses that subjects are dependent on one another and, as a result, social
phenomena are influenced by social actions and actors. Sale and authors (2002, p.
45) argue interpretivism promotes that “there are multiple realities or multiple truths

based on one’s construction of reality”. Therefore, what is considered ‘truth’, ‘reality’



79

and ‘fact’ are subjective dimensions and socially constructed as our “social reality is
in our minds and is subjective and multiple...” thereby making reality “affected by the

act of investigating it” (Collis and Hussey, 2014, p. 44).

The belief that reality is socially constructed, interpreted, experienced, and produced
through the interaction between ‘social, political, cultural, economic, ethnic and gender
factors’ (Guba and Lincoln, 199,5, p. 110) is reflected in my experiences as a queer
black man. My belief aligns with that of interpretivism as it allows multiple voices and
identifies the importance of those voices within research (Charmaz, 2014). Most
importantly within an interpretivist approach is the recognition of the role the research
plays within the research: that is, that individual constructs can be understood through
the interaction between and among the researcher and participants (Guba and
Lincoln, 1994). Thus, with the aim of this research being to elicit the experiences,
views, and perspectives of HPV vaccination among GBMSM, an interpretive position

permits their words to be a mechanism to study their world (Charmaz, 2006).

Constructivism asserts social phenomena, and their meanings, are continually being
accomplished by social actors. It implies that social phenomena and categories are
“not only produced through social interaction but that they are in a constant state of
revision” (Bryman, 2016, p. 16). Thus, no single universal truth exists, but multiple
truths based in these experiences and contexts. The objective of interpretivism and
research couched in this is to find out how phenomena are construed and to
inductively develop a theory or pattern of meaning which are reflected in the
implementation of qualitative methods. Lincoln and Guba (1985) as well as Morgan
(2007) contend that research aligned with an interpretivist paradigm typifies the

following characteristics:

e The social world cannot be understood from the standpoint of one individual

e Realities are multiple and socially constructed

e There is inevitable interaction between the researcher and their participants

e Context is vital for knowledge and knowing

e Knowledge is created by the findings, can be value laden and the values need
to be made explicit
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e Causes and effects are mutually interdependent
e Contextual factors need to be taken into consideration in any systematic pursuit
of understanding

In this thesis, in order to explore how the phenomenon of the provision of the HPV
vaccine for GBMSM in Scotland has been perceived and experienced by GBMSM and
answering the research questions, the assumption that considers the truth to be ‘what
works’ based on information (reflecting these) instead of searching for metaphysical

truths has been considered as the most suitable one.

As discussed in the previous chapter(s), the national HPV-GBMSM vaccination
programme cannot be studied mirroring similarly to other female-only (typically school-
based) programmes because of the altering context and populations. Compared to
the (perceived) longevity of female-only vaccination programmes in the UK, which
have been implemented for over a decade, the infancy of the national HPV-GBMSM
programme, supported by this notion of learned environments, the author’s aim is to
collect the required information related to the current targeted programme and the way

this population — as intended recipients — navigate this phenomenon in Scotland.

3.3.4 Theoretical perspective: symbolic interactionism

Symbolic interactionism as a theoretic frame also informed the methodological
construction of this thesis. This project serves to incorporate — through a qualitative
design informed by one’s interpretivist position — participatory processes which aims
to evidence the understanding of HPV-GBMSM vaccination (Creswell, 2009). As this
paradigm permits the co-construction of experiences and constructs relating to this
health intervention, this project offers the possibility of informing (a/ny) change of

policy through conveying what it is the participants say.

The combination of symbolic interaction and grounded theory has an affinity for the
aims of this project. A theoretical perspective is defined as the “theoretical stance
informing the methodology” (Crotty, 1998, p. 3). Symbolic interactionism serves as the
theoretical perspective for this study, which is the predominant theoretical perspective

correlated with grounded theory (Charmaz, 2014). Indeed, it can be argued that while
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grounded theory offers the tools for analysis, symbolic interaction provides the
inspiration for such an approach. Symbolic interactionism and grounded theory hold
central the notion that people act as individuals and as a collective, and both symbolic
interactionism and grounded theory focus on the studying of processes. Thus,
grounded theory serves as a research process in which the interactionist perspective
of understanding an issue or health behaviour is best served by garnering the
perspectives of those affected by it (Chamberlain-Salaun, Mills, and Usher, 2013)

Symbolic interactionism is a sociological concept developed George Mead in 1934
and further explicated by Herbert Blumer in 1969. Symbolic interactionism serves as
a way of describing social interaction and taking social interaction into account
(Blumer, 1969). Symbolic interactionism is concerned with the relationship between
individuals and society; the mechanisms in which we make meaning of events or
reality and how we act in relation to beliefs (Chenitz and Swanson, 1986). Under this
view, human beings are active participants and creators of the world in which they live
(MacDonald 2001, p117). Indeed, symbolic interactionism assumes a continuous
4eciprocal process taking place between individuals, collectives and the environment.
Data is given by individuals is therefore viewed as subjective and each perspective as

being relative.

This is relevant to this study, where GBMSM are viewed as social actors and
language, their meanings and actions attended to in order to explore the phenomenon
of interest and to achieve the research aim. Central to symbolic interactionism is the
concept of self. Mead (1934) conceived the way humans act within society as an
exchange of symbols or gestures and emblematic through language (p 146).
Explicated further in the ‘classical’ or ‘Chicago School’ of symbolic interactionism,
Blumer (1969) emphasises the interpretative process in the construction of meaning.
This is reflected in the fundamental premises of symbolic interactionism put forth by
Blumer (1969):

. People, individually and collectively, are prepared to act on the basis of the meanings
of the objects that comprise their world;
. The association of people is necessarily in the form of a process in which they are

making indications to one another and interpreting each other’s indications;
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. Social acts, whether individual or collective, are constructed through a process in
which the actors note, interpret, and assess the situations confronting them; and
. The complex interlinkages of acts that comprise organization, institutions, division of

labo[u]r, and networks of interdependency are moving and not static affairs

Through these principles, it is evident that within an interactionist’s approach there is
no absolute truth as meaning is context dependent and ‘coming to know entails
searching for ways to understanding the meanings of a situation from the perspective
of the individual and societal groups’ (Benzies and Allen, 2001. P544). Similarly, these
principles of symbolic interactionism support the production of personal meaning in
people’s interactions with other individuals (Charmaz, 2005). These principles are
appropriate to this study because the research participants act and react based on the
meanings they have built for preventive health interventions in a sexual health context.
Using Williams’ (2008) account of symbolic interaction which comprised of two
concepts: ‘symbol’ and ‘interaction’ in which ‘symbol’ refers to “any social object (e.g.
a physical object, a gesture, or a word) that stands in place of or represents something
else” and finteraction’ which “highlights the significance of interpersonal
communication in transmitting the meaning of symbols” (p.1) the phenomenon of HPV
vaccine provision and receipt (and the meanings participants attribute in this process)
highlight relevant. Sexual health service use — and the health literacy of that individual
— are shaped by their social interaction within their social context: for example, within
their social contexts and with surrounding LGBTQ-health media and policies. Through
symbolic interactionism, one can explore the ‘culture’ in which is understood to be the
“‘ideas, objects and practices” that constitute health service engagement relative to

HPV vaccination.

To understand HPV vaccination experiences, the researcher must attend to GBMSM
who have been vaccinated and others who have not been vaccinated, to understand
their views and to consider matters from these perspectives. Hence, the ability to
negotiate, modify, or reject the meanings encountered within this phenomenon that
symbolic interaction can permit the permeable nature of the culture in which
participants convey to be explored grounded in their words (Warren & Williams, 2008).
For instance, the perceptions and attitudes of HPV vaccinated GBMSM might be

affected by their interpretation of what their sexual health means for them and any
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challenges they have encountered. In this study, the researcher’s interaction with
GBMSM allowed understanding of the different meanings of their experiences with
sexual health services to be explored as this cannot be independent of the provision

(and or receipt) of the HPV vaccine in Scotland.

The affinity between grounded theory and the social theory of symbolic interactionism
cannot be understated. Indeed, Bryant and Charmaz (2007) indicate “the fit between
symbolic interactionism and grounded theory is extremely strong” (p. 27). Grounded
theory is one of the most implemented and discussed and debated methodological
perspectives in the qualitative arena. Contemporary discussions of grounded theory
assert that it is a multi-faceted framework of approaches distinguished through 3 main
iterations, that of: 1) ‘classic’ grounded theory, promoted by Glaser with other
derivations being 2) Straussian Grounded Theory, 3) Charmaz’s Constructivist
Grounded Theory and 4) Clarke’s Situational Analysis. It is worth noting the
differences in these approaches by virtue of their altering epistemological and
methodological positions and constructions as a frame of reference for the decision to
use Constructivist Grounded Theory in this thesis. In this sense, Kenny and Fourie
have clearly described the relation that exists between diversity and similitudes within

GT approaches:

“Although this history of GT documents the schismatic nature of the three
variations of GT, it is important to recognise that they nevertheless retain some
familial resemblance... Straussian and Constructivist GT still claim a kinship with
the original Classic GT... Straussian and Constructivist grounded theorists
continue to embrace a number of the original innovative methodological
techniques (including theoretical sampling, saturation, the constant comparison
and memo writing) which originated in The Discovery of Grounded Theory
(1967). As a consequence, although Classic, Straussian, and Constructivist GT,
are undoubtedly distinct and diverging variations of GT, they nevertheless remain
within the GT family albeit with some heated family arguments (Kenny, Fourie
2014:7).”

As symbolic interactionism forms an intrinsic position of the research the researcher

is mindful of Charmaz (2008)'s argument that one must gain intimate familiarity with
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the topic without “imposing either preconceived problems or narrow interests” on the
study which may stifle the emergence and undermine the “effective use of grounded
theory” (p. 162). The aim of gaining intimate familiarity will enable the researcher to
gain knowledge of HPV vaccine decision-making practices among GBMSM. Blumer
(1969) also provides recommendations on gaining intimate familiarity, which will be
achieved by: perceiving situations from the position of the participants or collective,
gaining “a body of relevant observations” manifested through narrative “accounts”
from participants regarding how they see the world, ensuring preconceived ideas do
not influence the research findings and challenging these preconceived ideas (p. 51-
53)

3.4 Discussion of and rationale for a qualitative research approach

It is posed by Polit and Beck (2006) that research either generates new knowledge or
tests existing theories to answer or solve problems. By collecting the experiences and
views of GBMSM regarding how they experienced and perceive HPV vaccination,
what their views were on the implementation, and what barriers and enablers there
are of this vaccination in a Scottish context., this study aimed to produce a
comprehensive understanding of HPV vaccination in its context. In turn, this new
knowledge will provide data for Scotland to develop and improve the provision of the
HPV vaccine and tackle important issues uncovered by responding to the perspectives
explored. A discussion of qualitative research as a methodology is outlined first with

other considered approaches following on from this.

3.4.1 Qualitative research

Whether the investigation for this thesis would be quantitative or qualitative was
directly related to the questions and aims of the research (Creswell, 2003). Qualitative
research investigates areas where there is likely to be complexity and diversity of
human realities, such as experiences, cultures, behaviours, feelings, and individual
perceptions (Creswell, 2003). This construction of social research provides answers
to questions that are in a narrative form using language and explanation (Sarantakos,
2013). Chapters 1 and 2 explored the global background of HPV vaccination for
GBMSM. However, it was found that there is still a lack of adequate exploration in the

current research, especially in Scotland, where no comparative study was found to
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have taken place. A qualitative approach was deemed necessary to allow participants
to present their views, opinions and multiple understandings to help uncover rich data.
Indeed, the parameters of GBMSM as service users of a national vaccination post-
licensing of the vaccine programme is severely lacking evidence. Existing quantitative
research approaches have not been sampled among Scottish GBMSM and studies
exploring these experiences have not been implemented since the vaccine was
licensed. As such, qualitative methods address such experiences because “qualitative
research provides a unique tool for studying what lies behind, or underpins, a decision,

attitude, behaviour or other phenomena” (Ritchie and Lewis, 2003, p. 28).

A qualitative approach allowed for the inclusion of both negative and positive
experiences, which serve to answer the proposed research questions which recognise
the importance of individual perspectives and experiences of GBMSM in this study.
Moreover, this approach allowed the exploration of how individuals experience and

give meaning to events and phenomena (Denzin and Lincoln, 2013).

Qualitative research facilitates in-depth understanding and seeks to uncover specific
phenomena (Guba and Lincoln, 1994). Moreover, by providing the opportunity for
narrative accounts, this research moved beyond the traditional quantitative approach
and places central the voices that were previously silent to be heard and ‘describe
what is going on’ in their own words (Creswell, 1994, p. 17). Such immersion in this
phenomenon reflected the researcher’s attributes in supporting the agency and
interests of sexual minority populations in health service research, which is
emblematic with the focus on understanding the feelings and meanings related to HPV
vaccination. To explore collective meaning and make interpretations of a narrative
account (Flick, 2014) can be done through a plethora of methods such as interviews,
observations, film, and written data (Holliday, 2016). These do not fit with a quantitative
methodology that tests existing theories or attempts to verify existing hypotheses.
Within this study, the feelings and experiences of HPV vaccination among GBMSM
were explored and investigated. The design of the research is therefore qualitative in
nature to explore the individual actions and interactions and the multiple perspectives
of GBMSM.
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3.4.2 Discussion of qualitative research approaches

To capture the subjective of ‘how’ and the ‘meaning’ of the experiences of the
participants through their own words, a consideration of the methodologies which can
capture this was conducted before deciding on constructivist grounded theory. Other
methodologies considered such as ethnography, phenomenology, action research,
and narrative approaches were discussed. All had elements and a space within the
gualitative research school of thought which could have been a useful approach to
achieve the study aims. While each of these approaches have merits, some were not

deemed suitable for this research.

One such approach considered was that of Ethnography. Briefly, ethnography was
conceived because of a need to understand the relationship between culture and
behaviour. This approach is emblematic of the researcher being immersed in the
culture being studies, carrying out observations, taking photos (for example) and
interviewing with these data sources being triangulated by asking questions from
different viewpoints as they relate to the phenomena being studies. The central tenet
of ethnography exploring the tacit knowledge of the culture’s participants, rather than
specific phenomena, over a period was not suitable. On the one hand the aim of this
study was being cognisant of the GBMSM-identity of participants as they are the
targeted recipients of the vaccination programme through interviews of experiences of

the interactions of the participants in how they navigate HPV vaccination.

However, the researcher would have introduced new biases (and being mindful of the
ethics of) sitting in the clinical encounter observing the HPV-GBMSM vaccination
programme as it was being implemented. It is unlikely that the participants themselves
would have been able to be themselves in such a sensitive, and clinical, context if they
were being watched by the researcher. Moreover, the timespan for a clinical encounter
in a sexual health service may not have been sufficient for an ‘immersive experience’
reflected in ethnography to be achieved. Finally, the aim of this study was not to look
at the relationship been a conceived ‘culture’ and behaviour, rather the viewpoint and
experience of the participants themselves as they reflected on the delivery of HPV-
GBMSM vaccination (Silverman, 2014).
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Another qualitative approach considered for this research was a descriptive
phenomenological approach. This approach focuses on describing the lived
experience, which in some ways aligns with this project, to comprehend the
phenomena of the participants’ experiences. Indeed, phenomenology engenders a
rich understanding of the phenomena through interviews which is akin to grounded
theory. But, within phenomenology this project does not seek to explore the
participant’s ‘whole life’ (Gray, 2009, p. 25) and, alternatively, construct a theory for
application for understanding the broader implementation of vaccination programmes
implemented targeting GBMSM and their experience of such. Moreover, the
interpretive phenomenological approach (IPA) was not considered as it would not
have met the aims of this study because this approach involves interpreting
experiences of the participants and what it meant to them exclusively whereas this
study sought to understand the experiences of participants as it relates to HPV-
GBMSM vaccination and how this could inform (and inspire) how these programmes
could be applied to GBMSM more broadly. Finally, the concept of ‘bracketing’ off the
researcher’s positionality and how this informs primary research needed to be
acknowledged in-depth for this doctoral research which the phenomenological
approach does not afford, unlike constructivist grounded theory.

The case study provides a detailed investigation of a specific phenomenon within a
given context. However, this approach was rejected as insufficiently suited to the aims
of this study, as case studies — while invaluable adding to an understanding and
experiencing of a phenomenon — tend to be deductive beginning with a hypothesis
which this inductive study did not have (Creswell, 2014). Had this study considered
the effectiveness of clinical environments in providing the HPV vaccine in different
settings then a case study approach would have been a considered approach.
However, this study intended to discover the experiences of GBMSM for application

through the creation of a theory which a case study approach did not align with.

3.4.3 Rationale for qualitative inquiry
The research questions and aims of the area of investigation in this study sought to
explore behaviours amongst humans implying that this refers to sociological

processes. While several approaches — outlined above — were considered, it was
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pivotal that this research not just explore the individual; but the forces that influence
and coalesce to shape the individual’s thoughts and actions. The aim of this study was
to explore perceptions and experiences of human papillomavirus (HPV) vaccination
with the purpose of exploring factors that have influenced uptake and receipt of the
vaccine. The psychosocial must be considered to investigate this. Factors such as the
environment, interpersonal relationships, and culture must all be considered in
pursuing the aims of this research. As such, a qualitative approach — and a
constructivist grounded theory approach — is appropriate given the ambition to explain
meanings, actions, beliefs and social structures (Charmaz, 2006). On the basis that
understanding social phenomena one must recognise and acknowledge that multiple
realities exist, an epistemological and ontology approach mirroring this notion must be
chosen and is reflected in constructivist grounded theory. This is also congruent with
the way the researcher sought to understand health research, seeking to
understanding and work with others’ perspectives. A Constructivist Grounded Theory
approach ensured a principles approach which was fluid and dynamic in guiding the
research process while also allowing for a reciprocal relationship between the

participant and research in the cocreation of knowledge (Charmaz, 2014).

Given qualitative research and some approaches relevant to this have been described
and a rationale for not choosing some outlined, constructivist grounded theory (CGT)

was chosen as the methodological approach which is not described.

3.5 Grounded Theory and its origins

First and foremost, a significant contribution to qualitative research from the
introduction of Grounded Theory by Glaser and Strauss (1967) was the incorporation
of both method and methodology. Indeed, this contribution is acknowledged even
among grounded theory critics: “There can be little doubt that [Grounded Theory] has
been a major — perhaps the major — contributor to the acceptance of the legitimacy of
gualitative methods in applied social research” (Thomas and James, 2006, p. 767).
Taking a step back, it was the publication of ‘The Discovery of Grounded Theory:
Strategies for Qualitative Research’ (Glaser and Strauss, 1967) which marked the

start of Grounded Theory as a method of inductive qualitative inquiry. Intended to
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“generate general categories and their properties for general and specific situations
and problems” (Glaser and Strauss, 1967, p. 30), grounded theory dismissed the
notion that researchers should focus on testing theories through quantitative empirical
research as well as refuting the myth that researchers had discovered all good
theories. Charmaz (2012) describes the dominant ideology of the time: “beliefs in a
unitary method of systematic observation, replicable experiments, operational
definitions of concepts, logically deduced hypotheses and confirmed evidence — often
taken as the scientific method — formed the assumptions upholding qualitative
methods” (p. 6). In the original proponents, Glaser and Strauss (1967) define grounded
theory as the discovery of theory from data. As such, theory is conceptualised as
constantly developed, and it is the deductions made from the emerging theory that
inform the next (theoretical) sampling, in an iterative process. This ‘original’ grounded
theory approach enmeshed both author’s epistemological positions: Glaser drawing
from a quantitative/positivist approach in which codifying qualitative data would “de-
mystify the research process” (Charmaz, 2014, p.9) and Strauss’ interpretivist
emphasis on conceiving language as fundamental in understanding emergent
processes and social and subjective meanings. Moreover, as put forth by Dunne
(2011), this conception of grounded theory — situated in its positivist context —
conveyed the utility of the processes of development through which qualitative data,
gathered through interviews, document reviewed, observation, focus groups and the
like, can be progressively analysed first through coded units which are then combined
into conceptual categories, and then related together into theory. The result, then, is

of a ‘substantive’ theory, which is closely linked to the data from which it is generated.

The Implementation of one’s ‘grounded theory’, however, is variable. The
epistemological / ontological backgrounds of Glaser and Strauss has served as the
platform for their separation and ultimate divergences in later directions of grounded
theory with Strauss (Strauss and Corbin, 1998) emphasising a technical procedural
approach to grounded theory and Glaser aligning to the original principles. Some
characteristics — such as the generation of the categories themselves [since it
necessitates a conceptualisation of data that is moving toward theorising] or the
emphasis on the development of theory — are considered non-negotiable of grounded
theory by some. Interpretations regarding the evolution of grounded theory vary as

much as the variability in its approach. Some view it as the nature maturing of a m??
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Charmaz (2006) argues that the deliberate movement from data, to coding, to
development of theory is emblematic of grounded theory regardless of the point where
that process of theory building is thought to begin. This notion distinguishes grounded
theory from other processes within qualitative research which focus on developing
themes and data reduction. Indeed, Corbin and Strauss (2008) argue “if theory
building is indeed the goal of a research project, then findings should be presented as
a set of interrelated concepts, not just a listing of themes” (p. 145). To fulfil this goal,
increasing levels of conceptualisation and theory generates through a process of
constant comparison to the data, both with new data and with the emergent conceptual

categories that are developed within the analytical process is required.

Independent of divergences, grounded theory is called as such as it produces theory
‘grounded’ in data collected from participants on the basis of the complexities of their
lived experiences in a social context (Fassinger, 2005). In Glaser and Strauss’ (1967)
original grounded theory, theory is derived inductively, through an iterative process of
data collection, coding, conceptualising, constant comparison and theorising
(Fassinger, 2005). Corbin and Strauss (2008) describe grounded theory as denoting
theoretical constructs derived from analysis. The fundamental methodological
principle of grounded theory is, therefore, the theoretical interpretation of a
phenomenon generated from data using core methodological principles (see Table
3.1). Thus, while divergences in grounded theory exist, the exploration of data to
investigate “what is going on” (Charmaz, 2006, p24) during HPV vaccination decision
making, or “when and how” does vaccine provision, as an action, take place, remains
in this study. To understanding the multiplicity of interactions during HPV vaccination
a Constructivist Grounded Theory approach was chosen as appropriate and will be

considered in the following section.

Table 3.1 Core characteristics of grounded theory

Principle Description
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Comparative Analysis Emerging codes and concepts are continually
compared with one another, with new data, with
previously analysed data, and with the researcher’s

observations and analytical memos.

Coding and categorisation | Coding allows the data segments belonging to each
code to be sorted together. Comparing these coded
segments for similarities and differences allows them

to be grouped into categories

Memo Writing Detailed notes in the form of memos in which the
researcher documents observations in the field,
methodological ideas and arrangements, analytical
thinking and decisions, and personal reflections.
Begins at the time of conceptualisation of the study

Theoretical Sampling Is guided by deductive reasoning, as the researcher
seeks additional data to enlarge upon the insights that
have been learned from the participants who have
been interviewed thus far and to fill out those portions

of the theory that need further development.

Theoretical Sensitivity The ability of the researcher to recognise, understand
and extract phenomena in abstract terms from the
data to demonstrate relationships between studied

phenomena.

Interplay of data collection | Early data analysis informs subsequent data
and analysis collection, which then allows the researcher to define
and follow leads in the data and to refine tentative

categories.

3.5.1 Constructivist Grounded Theory (CGT)

The research approach (see figure 3.4) adopted for this project was CGT. As outlined,
the ontological position of the researcher plays a significant role in choosing an
approach which is congruent with the understanding that the social world. In this
instance this is that the world and our experience of it consists of multiple individual

realities influenced by cultural and structural contexts. Therefore, the choice of a
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research strategy should be made on the basis of the research aim and objectives as
well as the philosophy of interpretivism chosen for this project (Colin and Hussey,
2014).

CGT can be argued to be an interpretivist adaptation of grounded theory compared to
Glaser and Strauss’ (1967) methodology which is associated with positivism. The
impetus of this project, therefore, was the individual's perspectives, how they engage
with their experiences and construct a multiplicity of perspectives of these together
with the researcher (Strauss and Corbin, 2008). Therefore, an objective external
reality and a passive neutral observer is rejected (Charmaz, 2014). Epistemologically,
an interpretivist perspective was apt in permitting the exploration of participants’ views
and how participants reconstruct their perspectives and understanding of HPV through
meanings that they attached to their identity and experience during their interaction

with sexual health services and the researcher (Charmaz, 1995).

Research problem and opening research questions

Qualitative evidence synthesis and narrative search for other decision-making frameworks

Data collection: in-depth interviews
Initial and open coding of in-depth interviews

Re-focused coding and memo-writing -> preliminary framework

Final Framework

Figure 3.4 Constructivist Grounded Theory Approach in this study

Put forth by Kathy Charmaz — a former student of Glaser and Strauss — Constructivist
Grounded Theory is a contemporary departure from classical Grounded Theory and

is rooted in a constructivist philosophy (Kenny and Fourie, 2015). A Constructivist
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Grounded Theory approach was used to explore the perceptions and experiences of
HPV vaccination among GBMSM in Scotland (Figure 3.1). CGT forces a focused shift
from classical grounded theory’s positivist underpinning to those constructivism
underpinnings (Charmaz, 2017). CGT ‘builds on Glaser’s useful methodological
strategies ... but it does not duplicate the logic of inquiry in classic grounded theory
statements (Charmaz, 2008, p. 137). In constructing Constructivist Grounded Theory

Charmaz (2014) outlines why the term “constructivist’” was used, stating:

“[l] chose the term ‘constructivist’ to acknowledge subjectivity and the
researcher’s involvement in the construction and interpretation of data and to
signal the differences between my approach and conventional social

constructivism of the 1980s and the early 1990s” (p. 14).

While an existence of an objective true world is not the position of constructivist
grounded theorists, the focus is on the ‘world made real in the minds and through the
words and actions of its members’ (Charmaz, 2000, p. 523). This is emblematic of the
interpretivist epistemology assumed in CGT in which the researcher is not separated
from the research project, and that knowledge is co-created (Charmaz, 2000).
Achieving objectivity is not the ambition of CGT, nor is objectivity the standard for
which this work’s quality should be assessed against. Instead, standards for the quality
of CGT work are mapped onto trustworthiness and authenticity of the data which are
reflected to the epistemological commitments of the philosophical underpinnings.

The researcher and the relationship between the researcher and the participant and
the role the researcher play in the writing of the CGT are held central in Charmaz’s
(2014) approach. Within CGT, theory development is explained as a process which is
recognised as a non-linear, often cyclical, journey of constant comparison and memo
writing until categories research saturation through the part of the process of the
recruitment and sampling of participants. Moreover, CGT tries to capture processes
and actions particularly using gerunds (‘doing’ words ending in ‘ing’). This focus allows
the experiences and perceptions of HPV vaccination to be translated into actions and
processes that others may utilise in their considered of targeted GBMSM vaccination

programmes or interventions.
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As opposed to erasing the subjectivity of the researcher espoused in positivist
approaches in the 1980/90s, CGT recognises the active involvement of the researcher
in construction and interpretation of data, and these may occur during conditions which
the researcher may not have control of or be aware of. Indeed, CGT recognises “the
mutual creation of knowledge by the viewer and the viewed...” (Charmaz, 2000, p.
510) which “recognises that the categories, concepts, and theoretical level of an
analysis emerged from the researcher’s interactions within the field and questions

about the data...” (Charmaz, 200, p. 522) where reality is constructed in the process.

Charmaz describes CGT as a method of uncovering, unearthing, more broadly
describing the experience and story of the participants. This is then constructed by the
participants and co-constructed informed by the researcher’s positionality and
interpretation of their stories (Charmaz, 2013). Experience, in this instance, cannot —
and should not — be quantified. Experience is subjective and so the meaning attached
to the idiosyncrasy of an experience is explored using coding and constant comparison
of data with data. The researcher’s involvement in the participants’ stories cannot be

separated from the final product.

In summary, CGT allowed the HPV vaccination experience to be understood in the
wider constellation of the story’s participants’ presented when discussing it.
Considering interview data, the participants’ social and environmental influences, the
researcher’s role and influence and the focus on action and processes, a substantive
depth of understanding can be ascertained and created. The methodology and

rationale for its use in this project cannot be denied.

3.5.2 Coding, development of concepts and categories, and constant comparison

CGT (Charmaz, 2006) offers a systematic, yet flexible guidelines for gathering,
analysing, and conceptualising data to construct theory. Charmaz (2006) encourages
researchers to ‘immerse’ themselves in the data by listening back to each interview or
reading and re-reading transcripts several times to elicit familiarity and gain insight into
participants’ choice of words and tone. As a grounded theory approach, the analytical
process involved cycles of data collection, coding, memo-writing and theory building

through the emergence of categories in the data. Coding looks to “fracture data”
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(Holton, 2006. P. 266) and attach labels to segments to define what data is about.
Coding serves as the link between the collection of data and developing a theory to
explain the data (Charmaz, 2006, p. 15) as opposed to describing it. CGT therefore
moves beyond description reflected in many qualitative approaches to a conceptual
and explanatory level. Coding is used to define codes ascribed to data and categories
to explore and explain what is happening within the data (Howitt and Cramer, 2011)
with a constant comparison approach drawing in each element of the analytical
process between the data, its codes and categories, in a cycle of comparing and

contrasting in a systematic way (see figure 3.5).



Figure 3.5 Charmaz (2006) visual representation of a constructionist grounded theory
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Coding begins with what Charmaz (2006) outlines as “initial coding” which is a pivotal
link between collecting data and developing an emergent theory. This manifests as
labelling data with short phrases taken from the data also known as in-vivo coding
line-by-line or sentence by sentence depending on appropriateness (Fourie and
Kenny, 2007). CGT holds central the use of ‘in vivo’ codes, in which codes remain
rooted in the participants’ own language and ways of expression (Kenny and Fourie,
2015). Similarly, each line or sentence is examined for ‘action’ and ‘process’. This
initial approach allows the researcher to become very familiar with the data and create
codes which meaningfully reflect what is being construed by each participant in each
transcript. To stay as close to the data, Charmaz (2006, p. 47) offers the following

reflections:

e What is the data a study of?

e What does the data suggest?

e From whose point of view is it suggested?

e What theoretical category does this specific datum indicate?

e What process is at issue here?

e How can | define it?

e Under which conditions does this process develop?

e How does the research participant(s) think, feel, act while involved in this
process?

¢ When, why, and how does the process change?

e What are the consequences of this process?

Fitting with this study, this initial stage of coding looked to identify what the barriers
and motivations, the context, and factors which promote or impede the provision of
the HPV vaccine. It then meant looking closer at how participants navigate these
appraisals and how these influences their experiences, seeking implication of meaning
in the data. Analysing data in this way adds — and gives appropriate credence to — the
nuance of the participants’ experiences moves the understanding deeper. Holding
these reflections in mind allows the researcher to bracket their own preconceptions of

the data, whilst focusing on:

97
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J

‘...the world through their eyes and understanding the logic of their experience
(Charmaz, 2014, p. 133)

It must be reiterated that the analytical approach in CGT is flexible and systematic; a
fluid process of coding data which can take the form of a stepwise approach yet the
depth in these stages is less prescribed. Initial coding, therefore, does not relate to a
superficial account of the data. Yet, this stage can be deeply immersive so credence
should be maintained. Initial coding does lead to more defined coding processes being

implemented.

Focused coding takes forward a core set of codes (Charmaz and Belgrave, 2012)
which are deemed the most salient or dominant in the data and then to explore these
ideas in more depth through a creative analytical process which compares codes and
instances amongst the data. The saliency of codes can be reflected through the
frequency of initial codes to reduce the data and organised is fragmentation. As the
codes were being articulated, curated (sub)consciously and formed by the researcher,
they were continually checked back and forth with data and initial codes to see if the
codes and the curation of the data represented what was being said. Charmaz (2014)
argues at this stage, the researcher must be mindful of their preconceptions to avoid
forcing the data. Memo-writing (described later) serves an important tool of reflexivity.
Through the process of constant comparison, focused codes and initial codes can be
compared and contrasted. In doing so, focused codes can be raised into tentative
categories and the analytical links between them expressed. Charmaz (2014, p. 127)

outlined key questions to look for process while coding:

e What process or processes is at issue here? How can | define it?

e How does this process develop?

e How do participants act while involved in this process?

e What does the participant profess to think and feel while involved in this
process?

¢ When, why and how does this process change?

¢ What are the consequences of the process?
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The final stage refers to “theoretical coding” which aims to code the data on a
theoretical level, going beyond creating relationships between data to explore and
analyse the relationships through conceptualising and creating categories (Charmaz,
2006). The use of data analysis software supports the process of bringing all the data
and its codes together in one place. From using nVivo, ‘nodes’ which correspond to
each code were grouped. All nodes are then examined and grouped into the focused

categories as discussed.

Charmaz (2014) suggests a grounded theory diagram can also be used for the
researcher to see “the relative power, scope and direction of the categories in the

analysis, as well as the connections among them” (p. 218)

3.5.3 Theoretical sensitisation, sampling, and integration

3.5.3.1 Theoretical sensitivity and sufficiency

Grounded Theory can be considered an approach to craft a theory that reveals intrinsic
patterns in social relationships and behaviours between people or among groups
(Birks and Mills, 2015). This theory evolves through the interplay of data collection and
analysis. The role of the researcher in Constructivist Grounded Theory cannot be
understated. Therefore, one must acknowledge that the data can also include the
theoretical sensitivity that arises from reviewing the literature, the literature informing
the researcher’s understanding of how the data collected links together to shape the
categories of the theory (Chun Tie, Birks, and Francis, 2019). Therefore, the
researcher having insight into the research phenomenon under investigation, their
reactiveness to the complex nature of participants’ words and actions and their ability
to reconstruct meaning directly shapes the analytical process and emerging, and
substantive, theory (Mills et al., 2006). Thornberg and Dunne (2019) argue once the
researcher begins data collection, the literature review conducted informing the project
should become more of a way to develop theoretical sensitivity. The use of a literature
review — what is considered should or should not be read to develop theoretical

sensitivity — is debated within the grounded theory topography.

Glaser provides a detailed characterisation of theoretical sensitivity as consisting of

“two essential characteristics [of the researcher] ... the personal and temperamental
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bent to maintain analytic distance, tolerate confusion and regression while remaining
open, trusting to preconscious processing and to conceptual emergence” (Glaser and
Holton, 2004, p. 43). The theoretically sensitive researcher “thinks in theoretical terms
about what he knows” and needs to exhibit “[their] personal and temperamental bent”
as well as “[the] ability to have theoretical insight into [their] area of research, combined
with an ability to make something of [their] insights”. It must be acknowledged,
therefore, that adopting a constructivist grounded theory approach in this project was
a journey for the researcher. The decision-making processes requiring one’s appraisal
of selecting, combining, and employing methods is reflective of the doctoral research
journey and concomitant learning through that journey. The systematic review outlined
in the previous chapter also serves as evidence of the process in which the researcher
considers evidence, the potential bias from authors, and factors which affect and relate
to the phenomena under investigation. The role in which a literature review serves as
an established role in the doctoral journey should not be discarded or warped to
counter the decision of a grounded theory approach. Charmaz (2014) recognised that
researchers might have rich experiences of the study area. This mitigates the notion
that researchers avoid in-depth literature reviews as doing so may increase the
likelihood data will be construed into preconceived categories related to existing
theories in the field (Boychuk-Duchscher & Morgan, 2004).

Reflexivity is therefore key in the constructivist grounded theory approach to account
for the researcher’s conscious, pre-conscious, and unconscious ideas rather than
ignoring them. What informs the researcher’s — and participants’ — responses to and
within the data must be scrutinised and questioned. The theory should be positioned

in the field of the researcher while clarifying its contribution to knowledge.

3.5.3.2 Theoretical sampling

Intrinsic to Constructivist Grounded Theory is the inductive process. This approach
utilises a non-probability sampling approach so that novel materials, such as
interviews from subgroups, are included within the research until data saturation is
met (Charmaz, 2014). Thus, theoretical saturation is the point in the research process
whereby the researcher has included novel information and no new data is yielded.

There is no set number of participants set within a Constructivist Grounded Theory
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approach — reflected more broadly in qualitative research — and purposive sampling is
used to collect appropriate data (Boddy, 2016).

From the initial purposive sample in which initial encounters are iteratively compared
and coded (using constant comparison described earlier), a theoretical guide can
emerge which orients the next stage of sampling and data collection to develop the
emerging process and develop and contribute concepts (Conlon et al., 2020). This
process adds another dimension distinguishing a grounded theory approach to other
gualitative approaches whereby data is often collected and subsequently analysed.
Further sampling of incidents, events, or activities explored through interviews may be
— and were — required to refine conceptual categories. This approach was pivotal to
building theoretical insights during the analytical process and is therefore used to
refine the emerging theory (Breckendridge, 2009). Strauss and Corbin (1998) define
this theoretical sampling approach as continuing until no new “properties, dimensions
or relationships merge during analysis” (Strauss and Corbin, 1998, p. 143). Charmaz,
however, argues data saturation does not mean stopping data collection when
repeated ideas or similar stories emerge. Indeed, Charmaz argues data collection
should continue to the point of theoretical completeness when no new properties of

the conceptual pattern emerge.

This was reflected in the attempt to recruit the population of interest via varying
geographies, social media channels, and services to increase sample diversity and to
explore the emerging theory. There was considerable difficulty in locating and
recruiting GBMSM whose sexual health use was not related to their intent on receiving
Pre-Exposure Prophylaxis (PrEP) through NHS clinics. Therefore, it was hoped that
theoretical saturation would be met with most categories relaying the experience of
GBMSM reflecting this dimension of their health.

3.5.3.3 Theoretical integration

Through the constant comparative analysis, data collected through interviews use
inductive methods to generate theory. This comparison between incidents, codes, and
categories continues until the theory is fully integrated (Birks and Mills, 2015). This

analytical approach can also be construed as phased — beginning with initial coding
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for identification of major categories, proceeding to intermediate coding for saturation
and connection of (sub)categories, and resulting in advanced coding for theoretical

integration.

3.5.3.4 Memoing

Memo writing refers to the intermediate step between coding and writing the first draft
of the emerging theory, including provisional analysis (Charmaz, 2008). Lempert
(2007) describes memo writing as ‘the methodological link, the distillation process,
through which the researcher transforms data into theory” (p. 245). There are no abject
formulae as to what a memo specifically must contain. Memo writing is an idiosyncratic
process. Constructivist Grounded Theory advocates for the use of memo-writing from
the beginning of the research process and throughout the lifecycle of the project. It is
integral when important ideas emerge, and theoretical progress is made. As the
researcher navigates the field and their fieldwork, memo-writing enables the
researcher to pause and engage different categories (Charmaz, 2006), recording
ideas as well as emerging propositions (Glaser and Strauss, 1967). Memos serve as
an aide to document methodological questions as well as comparisons between
fragments of the data collected through the journey (Charmaz and Thornberg, 2021).
These can be “fragmented phrases, weird diagrams (narrated in memos, of course),
half sentences, or long treatises” (Lempert, 2007). Memos can also serve as an
analytical base to construct and deconstruct codes. This base constitutes a
mechanism for reflexivity and serves as a way for the researcher to make conscious
unstated assumptions of the research and of research participants (Chun Tie, Birks,
and Fracis, 2019).

It is here that, according to Lempert (2007), the researcher is most visible as
‘knowledge about self and knowledge about subject are intertwined, partial, historical,
local knowledges” (p. 248). This integration of knowledge as an active process
documented by memo-writing can also be used to record thinking about the codes and
the meanings of them, to help assist in the comparison processes and to investigate
the codes and similarities and differences among them (Sbaraini et al., 2011). Memos
do not have to be in the form of the written word. Diagrams and drawings also serve

to convey thought processes and capture ideas which can, in turn, guide the
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researcher to abstract ideas in the reality and depth of data (Holloway and Galvin,
2016).

3.5.4 Ensuring quality within Constructivist Grounded Theory

Criticism of qualitative research pertaining to weaknesses, specifically in relation to
bias, lack of generalisability and rigour have plagued the qualitative paradigm for
decades. A highly contested area of this paradigm relates to the criteria against which
studies within it should be assessed (Lincoln and Guba, 2003). This project is
underpinned by the assumption that — as a piece of qualitative research — it must be
judged against criteria that are congruent with the qualitative paradigm; a notion
shared by many seminal methodologists (Whittemore et al., 2001). An important
aspect to the rationale for choosing Constructivist Grounded Theory as an approach
for the project was its flexibility and dynamicity. It is important, therefore, to emphasise
that this flexibility does not imply any reduction in the quality of research. Therefore,
as a piece of qualitative work within the field, this work is not situated outside of the
contention which exists in the notion of using ‘qualitative’ criteria to assess evidence.
As Glaser highlighted, “the goal is not clever verification” (Glaser, 1978, p. 93) in one’s
grounded theory, therefore relevant canons of validity should not pertain to the
verification of it. Instead, quality in a grounded theory study is reflected in the rigorous
and systematic approach to the process, in which the validity of theoretical outputs is

demonstrated through links to the original data (Glaser, 1992).

Indeed, the term ‘rigour’ is often not used in the evaluation of grounded theory
research. Instead, and while the terminology is different between the authors of the
major versions of grounded theory, criteria when describing the assessment of
grounded theory evidence is that of ‘quality’ which, essentially across author’s
interpretations, refers to the quality of the grounded theory presented being
determined by the quality of the research endeavour done. In other words, the
discussion of the ‘quality’, therefore, are focused on the process and not the outputs
because different interpretations of the same data may be made validly. Indeed, a

rejection of the concepts of reliability and validity have been argued by Lincoln and
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Guba (2002) whom question their relevancy to qualitative research. More specifically,
validity — with its measurement of systems — is lacking in resonance to qualitative
research given its limited efficacy in the context of social systems imbued with
subjectively assessed and socially constructed concepts. Translating, transforming, or
converting assessments or interpretations of human behaviour and the social systems
and structures they’re situated in into inappropriate quantifiable scales distort the
grounded theory research process. Similar inappropriate avenues of assessment of
grounded theory studies also relates to external reliability. As external reliability relates
to the extent to which the results may be replicated, this has little relevance to
qualitative research in which is limited to the patterns in similar or related contexts

rather than the certainties in replicated contexts.

It is clear, then, that the limitations pertaining to reliability and validity stem from
divergent ontological positions between positivism and interpretivism (Lincoln and
Guba, 1985) which have been discussed above. While these constructs may be less
relevant to qualitative research, it does evidence the importance of the need to
establish quality of the evidence in this paradigm. The ways in which grounded theory
studies are evaluated have evolved and developed away from its positivist origins as
more credence to the interpretivist paradigm has increased. Glaser and Strauss
(1967) — while ignoring the social construction of data (Hall and Callery, 2001) — set
out four quality indicators for ‘classic’ grounded theory: firstly, that the theory has ‘fit’
within the field, secondly that the theory is understandable and makes sense as a
basic social process, that the theory is modifiable to be applicable to the everyday
changing situations and — finally — that stakeholders can control or work the theory. It
is inappropriate, then, to apply the quality criteria of a ‘classic’ grounded theory — and
its root in positivism — and so an interpretative assessment is chosen in favour of this.
In line with their epistemic reposition of the grounded theory method, Charmaz (2006)
developed four quality criteria for constructivist grounded theory to adhere to:
credibility, originality, resonance, and usefulness. These criteria will be implemented

throughout the research journey.

Credibility will be established through collecting rich data from a range of research
participants and by maintaining sufficient evidence, or an audit trail for others to

evaluate the research process. Originality will be maintained through the discovery of
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new knowledge and insights into HPV vaccination of GBMSM in Scotland, which has
yet to be investigated thoroughly. The substantive theory developed from this may
assist in developed new procedural considerations in the provision of the HPV vaccine
and inform interventions to enhance HPV vaccine receipt among GBMSM. Resonance
will be developed throughout the process by carefully adhering to the procedure
related to constructivist grounded theory analysis. Usefulness of the knowledge
gained from this project will be seen in filling the current gap in the literature pertaining
to new adaptations of HPV vaccine programmes in the UK. Directions for future

research will be provided.

3.5.5 Charmaz (2014)’s criteria for Grounded Theory research quality

3.5.5.1 Credibility

Credibility in this instance refers to whether results are plausible regarding the
familiarity and presentation of the data borne out of the process of analysis and the
evidence for the claims made. Charmaz offers six key considerations of a grounded

theory study’s credibility:

1. Does the research present intimate familiarity with the setting or topic?

2. Are the range, number and depth of the data gathered sufficient?

3. Were categories systematically compared?

4. Do the categories cover a range of empirical settings?

5. Does the data gathered link rationally to the data analysis and subsequent
arguments which emerge?
Has sufficient evidence been provided in the study to enable a detached reader

to concur with the findings of the study?

3.5.5.2 Originality

Measured regarding the degree to which the study presents “a new conceptual
rendering of the data” (p182), originality is the identification of new insights which may
subvert or challenge existing knowledge within the empirical landscape. Charmaz offer

four considerations for questioning originality:

1. Do the categories present fresh insights?
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2. Is there: “a new conceptual rendering of the data?” (p. 182)
3. What is: “the social and theoretical relevance of this work? (p. 182)
4. To what extent will the grounded theory “challenge, extend, or refine current

ideas, concepts and practices?” (p. 182)

3.5.5.3 Resonance

Resonance refers to assessing the breadth and depth of the data, the degree to which
the categories are “saturated” and represent the “fullness of the studies experience”
(Charmaz, 2006, p. 182). Charmaz offers four considerations of the study’s

resonance:

1. To what extent do the categories present. “the fullness of the studies
experience?”

2. Have you: “revealed... taken for granted for meanings?”

3. To what extent have links been made between “larger collectives or institutions
and individual lives, when the data so indicate?”

4. “Does your grounded theory make sense to your participants or people who
share their circumstances? Does your analysis offer them deeper insights

about their lives and worlds?”

3.5.5.4 Usefulness

The fourth criteria for Charmaz’s (2006) quality in grounded theory research focuses
on whether the theoretical findings are useful people in their everyday lives.
Usefulness in this instance considers the degree to which this study can have an
impact on the experience of HPV vaccination in Scotland. Charmaz (2006) offers four

questions regarding the study’s “usefulness”:

1. The extent to which the analyses may be applied in people’s “everyday worlds”

2. Does the study’s theoretical categories capture: “generic processes?” Have
these generic processes been analysed for “tacit implications”?

3. Does the analysis identify the need for additional research in other “substantive
areas”?

4. How do the findings build upon existing knowledge?

106



107

3.6 In the name of ‘theory’

As has been mentioned, a grounded theory approach attends to theoretical sampling,
along with simultaneous data collection and analysis to develop a grounded theory.
As the aim of this PhD thesis is to create a model/conceptual framework pertaining to
the HPV vaccination of GBMSM in Scotland, how ‘theory’ is defined in relation to
grounded theory must be discussed in order to situate the final product of this
research. Glaser and Strauss (1967) distinguished between substantive and formal

theory, writing:

By substantive theory we mean that developed for a substantive, empirical area
of sociological inquiry, such as patient care, race relations, professional
education, delinquency, or research organizations. By formal theory, we mean
that developed for a formal, conceptual, area of sociological inquiry, such as
stigma, deviant behavior, formal organization, socialization, status congruency,
authority and power, reward systems or social mobility”. Both types of theory
may be considered as “middle-range.” That is, they fall between the “minor
working hypotheses” of everyday life and the “all inclusive” grand theories (pp.
32-33).

Formal theories, therefore, are abstract and provide theoretical accounts of general
issues which can be applied to a wider range of concerns (Strauss and Corbin, 1998)
Substantive theories provide an explanation for a particular area and are used to
explain and explore that area in specific settings. Coalescing and synergising
concepts from the results of several substantive theories may lead to the development

of a more general formal theory (Charmaz, 2006).

Charmaz (2006) recognises the blurred boundaries of ‘theory’ in grounded theory
writing. According to Charmaz (2006), two definitions of theory are offered: firstly,
interpretive theory and positivist theory. Charmaz’s view of positivist theory is a
“statement of relationships between abstract concepts that cover a wide range of
empirical observations” (p.125) ... “positivist theory seeks causes, favours
deterministic explanations, and emphasises generality and university” (p.126). In
contrast to where interpretative theory is considered, “interpretive theory calls for the

imaginative understanding of the phenomenon. This type of theory assumes
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emergent, multiple realities, indeterminacy; facts and values as linked; truth as
provisional; and social life as processual” (p. 126). Thus, the two theories pose
differing focuses: with interpretivist theories focusing on the understanding of
phenomena under investigation and positivist theories focusing on explanation and

prediction.

Charmaz (2006) provides several considerations during theory generation. Theory
should emerge from linking the categories and investigating the connections between
concepts, theory should explore the varied behaviours of social participation and
ideas, theory should recognise the construction of individual and collective actions and
the aim of the theory will be to conceptualise the process of [HPV vaccination among
GBMSM], to articulate theoretical claims, to acknowledge subjectivity in theorising and
recognise the role of negotiation, dialogue and understanding within the experience of
GBMSM HPV vaccination to offer an imaginative interpretation of the process.

In this thesis, the understanding and experiences of GBMSM related to HPV
vaccination is the situated knowledge to be collected through qualitative means.
Theories generated using Constructivist Grounded Theory, such as this, provide
plausible account as opposed to theories that can claim any objective status applied
out with the bounds of the project (Charmaz, 2006). This research, then, aimed to
construct a substantive grounded theory providing the researcher’s interpretation of
the GBMSM-HPV experience. Using an inductive approach, the substantive theory
was developed ‘grounded’ in the data (Charmaz, 2006). Focusing on descriptions of
thoughts and interpretations of the participants in this study offered insights into the

provision of the HPV vaccination experienced by GBMSM in Scotland.

3.7 Limitations of Constructivist Grounded Theory

It cannot be understated that no singular methodology is perfect. Grounded theory as
an approach lacks standardisation when it comes to data analysis and co-creation of
theory. A pervasive criticism of CGT is that it departs too much from ‘classic’ GT which
renders it descriptive. Moreover, the absence of substantive verifiable findings also
presents a limitation of CGT. That being said, however, the validity of qualitative data

analysis as they relate to the researcher — and participants’ — positioning can be
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argued to be equally substantive when the research questions are explored, and
findings found to be particular to each party respectively. Therefore, in light of this
limitation, the findings — and this research — must acknowledge that they do not speak
for others involved in the same phenomenon not included in the study. Indeed Lewis
(2015) acknowledges that grounded theory study should be part of a broader picture
when understanding data and thus this research — hopefully — will be combined with

others which can be translated into practice.
In summary, the criticisms of CGT are useful as a position which the researcher
should be mindful of. As Silverman explains, the methodological approach must fit

the exploration and thus, CGT is understood. In this instance, it is to answer:

“What factors contribute to — and influence — the receipt of the Human

Papillomavirus (HPV) vaccine amonqg Gay, Bisexual, and other Men who have Sex

with Men in Scotland?”

3.8 The congruency between the primary research and Constructivist Grounded
Theory Approach

Central to this project is the focus on the attitudes, perceptions, beliefs and
experiences of GBMSM as intended target recipients of a public health intervention.
This project, through its aims and objectives, seeks to explore and provide an
understanding of the barriers and facilitators of HPV vaccine uptake in relation to its
provision in Scottish sexual health services. It cannot be ignored that providing the
HPV vaccine as a population health intervention has already been assessed to be
effective in the context of a female-only vaccination programme (since 2008 in the
UK). Providing the HPV vaccine for GBMSM in Scotland began in July 2017. This

project was undertaken September 2017.

Thus, given the absence of sufficient and applicable theories in the existing body of
literature relating to the implementation of this population health intervention in a new
context, it is appropriate to turn to the intended recipients of the intervention in order
to accommodate a comprehensive understanding of the different contextual features,

resources, and infrastructure. Thus, in addressing the rationale and implementation
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for the provision of the HPV vaccine for population, grounded theory is seen as being

required in order to provide a better understanding of this innovation (Stern, 1980).

In summary, the reasons for adopting a qualitative approach and using constructivist

grounded theory in particular are:

a)

b)

The central role of the researcher in the analysis process and theory
construction due to its constructivist epistemological assumptions. Unlike
classical grounded theory which advocates for no prior knowledge or ignoring
prior knowledge (Glaser and Strauss, 1967) in the approach to a research
phenomenon, constructivist grounded theory permits the researcher to use
prior knowledge. This prior knowledge cannot be ignored in the data analytical

approach, what questions were asked and how the data is interpreted.

Emergence is facilitated by the researcher who is not a “distant observer”
(Charmaz, 2000, p. 178). As outlined in the reflexivity section (below), the
researcher has prior knowledge of the psychosocial factors affecting health
service utilisation and, more specifically, factors affecting HPV vaccination
among GBMSM as outlined in the review conducted in the preceding chapter.
Indeed, this is supported by Charmaz’ (2014) argument that it is impossible for
modern researchers to conduct a grounded theory study without doing prior

(scoping) review prior, due to stringent ethical and institutional reasons.

Flexible approach to methods which allows for creativity and responsiveness to
new and unanticipated data. Little is known about the vaccination experiences
among GBMSM in Scotland, therefore it is important to engage flexibly with this
research phenomena. Moreover, it well documented that complexity among
vulnerable populations is driven by broad structural forces where multiple
disparities exist (Reutter and Kushner, 2010). Denzin and Lincoln (2018)
support this notion in their call for innovative ideas to evolve social justice

methodologies toward understanding complex populations.
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d) Initial and focused coding which facilitates an understanding of the meaning
behind the narratives and “clarifies and sharpens analysis but avoid[s] imposing

a forced framework on it with them” (Charmaz, 2000, p. 6).

e) The end product of constructivist grounded theory is not specified: “the finished
work is a construction — yours” (Charmaz, 2006, p. x1) My approach explicitly
assumes that any theoretical rendering offers an interpretative portrayal of the

studies world not an extant picture of it.

3.9 Positioning the researcher and the context

It is imperative that the role of the researcher in the co-construction of a constructivist
grounded theory is made clear and the relevance of reflexivity and the researcher’s
voice in the process of theory being made transparent. The researcher’s presence in
the research process is neither neutral nor undesirable in constructivist grounded
theory (Charmaz, 2017). Ramalho (2015) asserts that not only is the researcher a key
stakeholder in the grounded theory process but often the researcher themselves
proffer valuable insights and narratives that encourage research participants to be

more open in constructing a grounded theory.

Interview data serves as a reproduction of participants’ realities, thereby under
constructivist grounded theory the relationship between the researcher and participant
must be acknowledged. While the philosophical underpinnings of the research
paradigm and of the research in relation to methodology have been discussed,
consideration of the researcher’s position in the research extends beyond this. The
implementation of the research project is equally shaped by the researcher and
therefore identification of the position of the researcher is required and recognised as

an important factor to ensure the rigour and credibility of the final product.

One must therefore be transparent in their position in relation to the research process
during qualitative inquiry. Positionality “reflects the position that the researcher has
chosen to adopt within a given research study” (Savin-Baden & Major, 2013, p. 71).
Some of these positions are culturally ascribed or generally perceived as fixed and

also have an influence on the research. These include, for example, gender, race,
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skin-colour, nationality. These also serve to shape the researcher and their
experiences; often creating and embedding unrecognised values, assumptions, and
beliefs which may consciously or unconsciously influence what is done by the
researcher (Lois & Barton, 2002). Reflexivity, similarly, is the “process of a continual
internal dialogue and critical self-evaluation of a researcher’s positionality as well
active acknowledgement and explicit recognition that this position may affect the
research process and outcome” (Berger, 2015, p. 220). Glaser (1992) argues
researchers should approach the field from a place of unknowing. Charmaz (2014),
however, argues it is impossible to conduct value-free research and to bring one’s
biases, prejudices and preconceptions. Indeed, what Charmaz (2017, p. 35) calls
“‘methodological self-consciousness”, one must reflect on how perspectives, privileges
and priorities impact the research process. An attuned balance must be struck
between the researcher becoming so removed they cannot give credence to the data
and an over familiarity with the research so to influence research subjectivity, where

the area of interest is obfuscated.

As this research was required to be approved by Edinburgh Napier University’s School
of Health and Social Care Ethics Committee, it was necessary to prepare and submit
a research proposal that outlined the topic and reviewed (some) literature. This meant
the researcher was aware of some of the issues relevant to HPV vaccination and their
relevance to sexual minority men in Scotland. Moreover, a systematic review of the
gualitative evidence was undertaken during the first year of the doctoral journey which
further synthesised the researcher. Charmaz (2014) advocates for the use of
‘bracketing’ as well as engaging in an on-going reflexive journey throughout the
Lifecyle of the research project. Constructivist grounded theory is fluid and dynamic
enough relating to institutional necessities and pre-existing knowledge of the literature

and experiences.

Under the mantle of constructivism, the researcher must position themselves within a
reflexive framework; thereby making transparent how their own reality is construed
and how they position themselves within that reality. Thus, it is important to provide
my thoughts around the critical debate on the nature and existence of truth and reality
and the representation of knowledge. | do not believe there is a discoverable reality

which, when navigated, can reveal a universal truth. Reality and its representation is
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a process whereby knowledge is cultural, partial, complex and positioned within a
social and historical context.

To effectively reflect on the fact that my findings are produced through the specifics of
interactions between myself and my participants | must consider my social location as
the researcher. | am mixed White-Black Caribbean, English, working-class, queer-
identifying, cis-male working in higher education. These elements of my identity must
be reflected upon and cannot be ignored throughout the presentation of this thesis and

the worldview with which the analyses occupy.

3.10 Summary

Chapter 3 presented a methodological discussion of the research, outlining the
relevant ontological and epistemological position of the research. An exploration of the
influencing role of symbolic interactionism was also presented Charmaz’s
Constructivist Grounded Theory was outlined as well as its history and the justification
for its use as the most appropriate approach to answer the research question(s). The
next chapter will explain the specific methods and tools used in the implementation of
the CGT study.
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4 Chapter 4: Methods

What will this chapter discuss?

This chapter will outline:

e Outline the research being explored

o Define and discus the recruitment process

e Document relevant ethical considerations

e Outline data collection approaches

e Provide a robust account of Constructivist Grounded Theory data analysis

o Refer to key representations of illness theory

4.1 Introduction

This chapter describes the methods implemented to achieve the primary qualitative
project for this thesis. In this chapter, how the Constructivist Grounded Theory (CGT)
methodology was used to collect and analyse (via semi-structured interview) data from
17 GBMSM specifically relating to their experiences relating to the targeted HPV-
GBMSM vaccination programme. Ethical considerations including how ethical
governance was processed and achieved, informed consent, confidentiality, and data

management are explained. Finally, a critical evaluation of rigour is presented.

4.2 The research topic

The purpose of this CGT study was to explore how GBMSM experience HPV and HPV
vaccination with a particular focus on their attitudes, experiences and perceptions of
this phenomenon. Specifically, the study aimed to inductively derive a theory regarding
HPV-GBMSM vaccination and the processes relevant to this. The study addressed

the following research question:
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“What factors contribute to — and influence — the receipt of the Human

Papillomavirus (HPV) vaccine amonq Gay, Bisexual, and other Men who have Sex

with Men in Scotland?”

In seeking to achieve answering the above research question, the following research

objectives were formulated:

1. To obtain an in-depth understanding of the attitudes towards and experiences
of HPV vaccination among GBMSM in Scotland based upon semi-structured
interviews with GBMSM from across Scotland.

2. To explicate how socio-political positioning of GBMSM in Scotland influences
HPV-GBMSM vaccine provision as a national programme.

3. Construct an idiographic Constructivist Grounded Theory which maps the
influences of HPV-GBMSM vaccination

4. Position the findings of the research study within the field of HPV vaccination
nationally and within the existing literature surrounding health technologies
targeting GBMSM.

4.3 The sample

Participants within this CGT primary qualitative study investigation was selected for
their eligibility of the HPV vaccination programme for men who have sex with men.
The decision to emulate the eligibility for the vaccination programme was due to the
need to focus qualitative research to enhance its usefulness to practice. Therefore,
only GBMSM fitting the inclusion criteria for the national programme were recruited in
this study (Patton, 2002; Suri, 2011). However, the broad scope for inclusion in this
study also permits the existence of some differences among GBMSM due to the
different sexual identities, practices, and service uptake across Scottish Health
Boards. One such difference, therefore, is the location of sexual health services which
provide the HPV vaccine as part of the national programme. It was expected that there
might be some difference in experiences when comparing participant experiences in
health boards in the ‘urban’ health board — Greater Glasgow and Clyde, Fort Valley,
and Lothians — with those in rural Scotland — such as Grampian, Highlands and

Islands. This must be acknowledged when considering the heterogeneity of
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participants in relation to the findings of this study. However, the expected similarities
of participants as a result of a shared sexual minority must also be acknowledged.
Thus, a sampling strategy which ensured the appropriate people were recruited to the

study was essential.

While Charmaz (2014) does not offer guidance on sample size, it is acknowledged
that the sample size should be large enough to achieve saturation of the emerging
categories during the theoretical sampling phase of the study. Therefore, in keeping
with the iterative nature of a constructivist grounded theory approach, the sample in
this investigation reflects a purposive and theoretical sampling. The researcher strove
to include participants from a variety of experiences related to vaccination. This was
congruent with the aim of achieving a rigorous grounded theory, in which the fullness
of experiences of HPV receipt among GBMSM can be conveyed (Charmaz, 2006;
Morse, 2010). Indeed, Charmaz (2006) posits that a credible application of
constructivist grounded theory methodology should collect data from the range of
individuals interacting with the phenomena of study. It was essential, therefore, to be

flexible and open to exploring different experiences at the beginning of the study.

Therefore, this study had few inclusion criteria for participants (see table 4.1):

Table 4.1 Inclusion and exclusion criteria of primary research study participants

Inclusion Criteria Exclusion Criteria

e Self-identified men who are sexually | ¢ Men below the age of 18 years and
attracted to men above the age of 45 years

e Men above the age of 18 years and | ¢ Self-identified women
below the age up to and including 45

years

e Self-identifying transgender men e Self-identified heterosexual men

For practical and ethical reasons, exclusion criteria were applied to exclude the
experiences of those under 18 years of age due to their vulnerability reflected in the
Safeguarding Vulnerable Adults Act (2006). This study did not include people without

the mental capacity to consent for themselves. Due to financial constraints, individuals
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who could not speak or understand the English language were excluded from the
study. This was unlikely to have a pronounced impact on understanding contemporary
HPV vaccination receipt, as the large majority of public in Scotland speak English as

their primary language.

4.4 The recruitment processes

Recruitment for this study took place between March to November 2019 and
December — March 2020 following relevant ethical approvals outlined below
(Appendix 7).

4.4.1 Visual advertisement

An A3 poster and A6 (Appendix 8) leaflet were developed to advertise individual
interviews, explaining that the discussions are for gay and bisexual men about their
views on sexual health and vaccinating against sexually transmitted infections. The
posters and leaflets were distributed among various community locations in Edinburgh
and Glasgow such as gay bars, saunas, clubs and cafes where GBMSM were likely

to visit.

4.4.2 Social media

The poster used for this study were posted on social media (e.g., Twitter). Specific
accounts relating to LGBTQ+ health and Scottish LGBTQ+ health was targeted to
disseminate the advertisement. Edinburgh Napier University, University of Edinburgh,
University of Glasgow, and Glasgow Caledonian University LGBT student societies
were contacted to distribute the e-mail contacting the e-poster. Any potential GBMSM
visiting these pages, social media accounts, or privy to the student societies were able

to anonymously view the investigator’s contact details.

4.4.3 Collaboration with the third sector

Waverly Care — a national HIV and Hepatitis charity, and SX Scotland — a subset of
Waverly Care focusing on the sexual health of GBMSM in Edinburgh and the Lothians,
agreed to collaborate with the identification of potential participants and the

dissemination of study documents (see appendix 9)
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4.4.4 Reimbursement

Participants were offered a £20 gift voucher to thank them for their time. The poster
emphasised that all discussions were anonymous and confidential. Potential
participants were able to tear off a part of the poster with the study investigator's email

address.

4.4.5 Study geography

Intrinsic to CGT — and more so qualitative research as a paradigm — is that the
selection of participants is dependent on collecting evidence on the research topic.
The target population, being gay, bisexual, and other men-who-have-sex-with-men
(GBMSM), are a minority group living in Scotland and likely to be located in
cosmopolitan cities in Scotland localised to the ‘central belt’ incorporating the capital
city, Edinburgh, as well as Glasgow. Edinburgh, situated in the Lothians health board,
was chosen due to its LGBTQ+ community being situated in Scotland’s capital.
However, the researcher knew that one particular setting was not going to yield the
dynamicity and variability of HPV vaccine experiences. In collaboration with a
LGBTQ+-focused charity, Waverley Care, the regional outreach of the project was

supported granting a facilitated data collection attempt in the Highlands of Scotland.

4.4.5.1 Mobilising the community’

Recruitment was carried out through community groups and local organisations, such
as LGBTQ+ venues and sports clubs. LEAP Sport Scotland — a charity dedicated to
promoting LGBTI participation in sport, Waverley Care — a charity dedicate to HIV and
Hepatitis C support were approached and were keen to help in recruitment. These
community organisations had a diverse service user base with regard to sexual
identities, age, and geographic location. Snowball sampling by word of mouth and
through dissemination of study materials from key stakeholders within these
community groups facilitated recruitment. It was noted early in the recruitment process
that in order to acquire a reasonable sample size which gave credence to the variability
of HPV vaccination in Scotland, snowball sampling was required. This manifested as
personal face-to-face contact or word of mouth recruitment from participants who may

otherwise may have been difficult to recruit using the initial strategy.
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4.4.6 The sampling approaches

4.4.6.1 Purposive and theoretical sampling

A key principle within the grounded theory approach is the method of initial or
purposive sampling. This purposive sample are those who have been identified as
having the knowledge and or experience to provide initial data for the area of enquiry.
Another definition of purposive sampling provided by Patton (2002) explains purposive
sampling as “[the] intentional selection of information-rich cases whose study will
illuminate the central questions of the research” (p. 230). As such, this sample reflects
an initial set of data for the researcher to analyse which will yield initial codes and
categories to be developed. The researcher will then implement theoretical sampling
to explore areas where further information is needed to add data to existing categories
or concepts. Proceeding interviews, then, focused on emerging themes and
developed exploration of these to reveal concepts or constructs which could be used

to support theory generation (Charmaz, 2014).

As stated, sampling began purposively with the eligibility criteria of the national
programme. Indeed, Charmaz (2014) outlined that “initial sampling in grounded theory
gets you started; theoretical sampling guides where you go” (p. 197). Therefore, as
initial sampling began, and so did data analysis participants were sought out to enable
a deeper insight into the processes that contributed to the emerging categories. This
is known as theoretical sensitivity. Theoretical sensitivity developed during concurrent
data collection and analysis. This is a core component of constructivist grounded
theory, in that the researcher recognises what is important in the data, acknowledging
the data’s meaning in abstract terms and understanding conceptual relationships

between patterns in the data (Charmaz, 2014).

Theoretical sampling is crucial to elaborate and refine theoretical categories
(Charmaz, 2014). While criteria for purposive sampling can be defined prior to data
collection, criteria for theoretical sampling can only be known and formed concurrent
with data collection and analysis. The aim here was to develop and define the
construct(s) of the emerging theory and not to achieve representativeness (Charmaz,

2014). As the researcher’s awareness of key ideas emerging during data analysis
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occurred, it became evident that the experiences of GBMSM relating to the receipt of
the HPV vaccine were influenced by their pursuit of Pre-Exposure Prophylaxis (PrEP)
and sexual health service use. In one of the first interviews one participant spoke of
how their experience of sexual health services has been through pursuing PrEP. This
early insight into the role the GBMSM-HPV vaccination programme plays within the
sexual health of GBMSM was initially coded regarding motivations/activation and to
probe more specifically about this in subsequent interviews. By exploring participants
who were accessing (or not accessing) PrEP these participants were chosen to
develop and refine categories adjacent to sexual health service use construed later in
the conceptual model. This type of sampling ensured questions surrounding the
interrogation of this category were resolved thereby improving the conceptual and

theoretical sufficiency of the analysis.

As a result, theoretical sampling superseded purposive sampling as the data — and
the emerging theory — guided new directions to follow (Cutcliffe, 2000). Theoretical
sampling therefore is in response to the data as opposed to following a predetermined
path. This is in line with Breckenrdidge and Jones (2009) who assert that theoretical
sampling is a deliberate, non-random sampling that does not aim to represent a
population, but rather to identify data-rick sources to inform insights into an area. This
is essential to grounded theory as it is reliant on the information emerging from the
data, supporting the grounded of the theory in the data and allowing the theory to
emerge (Corbin and Strauss, 2008).

Abductive reasoning is the freedom of using imaginative inferences to proffer the most
plausible theoretical explanation to a confounding finding and re-examining data to
locate where it fits (Reichertz, 2010). This reasoning was made possible through
theoretical sampling as Charmaz (2006) contends grounded theory allowed plausible

inferences and conjectures to be examined within the data.

4.4.6.2 Snowball sampling
Snowballing involved asking participants to forward the study advert to other people.
Snowballing helped to address the limitations of recruiting through social media sites

as a deliberate attempt to advertise for potential participants who may not be active
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through those channels (Braun and Clarke, 2016; 2019). However, participants were
not asked which method of recruitment/advertising they were exposed to the study so

unfortunately the impact of snowball sampling cannot be measured.

4.4.7 The research in time

Quialitative research, while informed by a lexicon appropriate to the paradigm, has no
fixed set of procedures for conducting data collection. Often, due to the variability of
gualitative research, this process is described as being flexible, context specific and
dependent on the research questions and aims. It also cannot be ignored that the
research conducted in this study is a snapshot analysis of the research within the field.
The project does not seek to provide “the” answer to providing GBMSM with the HPV

vaccine but provide “an” exploration of an answer across the data collected in its time.

4.5 Ethical considerations and governance

Corbin and Strauss (2015) outline that the researcher has an “ethical responsibility to
self, to participants, and to the profession to produce the highest quality work [they]
are capable of’ (Corbin & Strauss, 2015, p. 14). Approval to conduct this study was
given from Edinburgh Napier University’s School of Health and Social Care Ethics
Committee (approval number: 18006). This approval included study materials such as
the participant information sheet (Appendix 10) and consent form (Appendix 11) being
reviewed and approved by the committee. It was necessary, therefore, to consider the
format of the interview and the questions which would (or would not) be asked of the
participants. One such anticipated issue was the topic itself, relating to sexual health,
which is considered “sensitive”, with heightened awareness of this topic causing
emotional distress. This was put into consideration throughout the research process.
The ethical approval process was facilitative in constructing the parameters of what
would or would not be considered within the project with the intent to avoiding any

harm to participants or the researcher being minimised.

4.5.1 Informed consent

Consent was sought from all participants to allow them to make an informed decision
regarding participation in the research. All participants were provided an information
sheet and consent form in person or via e-mail explaining the study, stating the
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purpose, potential risks and benefits, and reimbursement. Participants were then
reminded of their right to withdraw from the process at any time, and of their ability to
choose not to answer questions they didn’t want to answer with no consequences of
choosing not to answer. Participants were asked if they understood the aims and intent

of the project prior to signing the consent form.

4.5.2 Autonomy

Autonomy refers to the participant’s right to choose whether to participate in the
research based on the information provided. While the discussions surrounding the
interview schedule may yield new lines of enquiry outside of the semi-structured
interview, the process for consenting participants where the study information was
shared with participants resulted in the maintenance of informed consent throughout

allowing participants to retain autonomy.

4.5.3 Confidentiality

The data was stored in a password protected USB memory stick and uploaded to an
Edinburgh Napier University secure storage system accessed exclusively through a
university laptop and desktop computer in accordance with the Data Protection Act
(2018) and the General Data Protection Regulation (2018). Anonymity was preserved
through the removal of names and places within the transcription and writing up of the
thesis. It is useful to refer to different areas of Scotland, but cities were not cited.

Pseudonyms were used in all cases.

4.5.4 Risk and benefits

The discussion of this study focusing the understanding and sense making of HPV
and HPV vaccination meant participants were asked to provide an account of their
experiences relating to these. It was thought that the discussion of these experiences
was not likely to become emotionally distressing for participants particularly as the
project was framed in order to understand the barriers and facilitators of HPV
vaccination. Therefore, given the bottom-up approach of this study, participants were
made aware of the discussion surrounding HPV. Where issues of a distressing nature
were considered in the ethics application relevant LGBTQ+-focused services were

provided to participants.
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4.5.5 Considering data collection ethically

This research would not have been possible without the participants and ‘the unique
contribution of researchers and participants to a project makes them both inseparable
parts of the final creation’ (Karnieli-Miller et al., 2009, p. 279). Therefore, the ethical
considerations must also be addressed in terms of constructing the research
guestions presented. Charmaz (2003) highlights CGT’s perspective on multiple
realities interacting with one other ultimately yields data which reflects each
participant’s individual subjective interpretations of the phenomenon. Therefore, in
order to ensure cultural sensitivity and emotional safety of participants, what questions
being asked and how these were asked is a crucial consideration (Agee, 2009). With
an aim to understand the simultaneous experience of sexuality and gender, thought
consideration of how these identities are discussed — with specific bracketing of
gendered assumptions — serve as a sensitive and powerful leverage in robustly

exploring HPV vaccination in a (new and) Scottish context.

4.6 Data Collection methods

The data collected for this project was collected through the use of semi-structured
interviews collected between March 2019 to October 2019 and December 2020 to
May 2021. Interviews (face-to-face or online, discussed below) were audio-recorded,
with observations made in a reflective diary to support analyses. The decision to utilise
interviews as a form of data collection reflected the central premise of co-construction
of data reflected in Charmaz’s (2008) dictation of the researcher’s role within the

project and explained below.

4.6.1 Semi-structured interviews

The aim of the interviewing process was to focus on participants’ interpretations and
meanings relating to HPV and HPV vaccination. The most appropriate method, given
this aim, was to use semi-structured interviews as this approach offers flexibility to
tailor questions relating to experiences that arise during interviews. Interviews as a
method of data collection are one of the most prevalent approaches congruent with
gualitative research (DeJonckheere & Vaughn, 2019). Therefore, at a generic level,
semi-structured interviews are characterised (Edwards & Holland, 2013) as:
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e Involving a dialogue exchange between two parties (researcher and
participants)

e The researcher has topics, themes or pertinent issues to discuss in a fluid and
flexible structure

e Meanings and understandings are created through the interaction, involving the

construction and reconstruction of knowledge

Indeed, the use of semi-structured interviews was appropriate to achieve the aims of
the project as this method of data collection helped to “understand the world from the
subjects’ point of view, to unfold meaning of their experiences and to uncover their
lived world prior to scientific explanations” (Brinkmann & Kvale, 2015, p. 3). Given the
lack of data relating to HPV vaccination among GBMSM in a Scottish context, this
approach also allowed to investigate any uncertainty or tensions arising from
participants’ narratives that could be useful to attenuate to the study’s aims which may

have been unknown to the author.

Moreover, and congruent with CGT, this form of interviewing also allowed for the
interpretation — and explanation — of those experiences in the ability to attenuate to
the contexts in which the experiences arise (Edwards & Holland, 2013). Indeed, the
focus on forming the constructed theory using the experiences of participants requires
flexibility as no one-size-fits-all interview can be implemented when exploring complex

phenomena

With this line of thinking and given the sensitive subject nature relating to sexual
health, this approach further allowed a comfortable discussion through a one-to-one
discussion with the researcher and participant. This further established a justification
for this approach as opposed to focus groups as it is anticipated that GBMSM may be
less forthcoming and comfortable discussing experiences related to HPV, for example

genital wart infection, with others.

4.6.2 Semi-structured interview protocol
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This section will outline the procedures for writing the interview guide used in this
study, as well as key question changes during data collection (outlined later).

The interview questions and approach are pivotal to the collection of relevant data
which resonates with the project’s aims (Charmaz, 2014). As outlined above, semi-
structured interviews are congruent with Constructivist Grounded Theory. The
interview schedule (Appendix 12) was developed with the supervisory team, informed
by the QES (Chapter 2) and in reflection to the design and aim of the study. The
theoretical frameworks used in the previous qualitative studies synthesised were
particularly useful when considering different aspects of HPV and HPV vaccine
awareness and attitudes. Overall, the questions in the interview schedule were related
to eliciting the processes in the participant’'s experiences, thoughts, feelings and
(reflections on) actions (Charmaz & Belgrave, 2012). Although | was relatively new to
the topic area, my MSc dissertation had given me some experience researching the
health of GBMSM groups. For practical reasons while submitting my applications for
PhD progress, | was required to demonstrate understanding of the background

literature and pertinent theory in my chosen subject.

The first portion of the Interview schedule consisted of a discussion with participants
on what health means to them in a general sense (Appendix 12). Participants were
asked to discuss what health issues were prevalent among men their age and among
GBMSM in comparison to the wider male population. Participants were asked to
identify reasons for any differences identified. For the second part of the interview
schedule participants were asked about their awareness of the Human Papillomavirus
(HPV). This was followed up with several questions relating to where they first heard
of HPV and the extent HPV had been presented to them through the media. The next
portion of the interview asked participants about their HPV vaccine-related attitudes
and experiences. This included discussion surrounding motivators and facilitators to

HPV vaccination as well as suggestions for improving vaccine uptake.

4.6.3 Data generation in practice
This section will outline the methods and considerations considered in setting up and
conducting the interviews, including my approach to interviewing and incorporation of

the principles of constructivist grounded theory.
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GBMSM interested in participating were asked to e-mail or call the investigator. This
was to check the eligibility criteria and to forward the study information sheet and
consent form. Once contacted, the investigator screened participants asking about
their gender, age, and whether they identified as GBMSM or were sexually attracted
to men. There were no respondents that engaged which did not meet the study criteria.
Everyone had a chance to discuss the consent and their rights to confidentiality and
withdrawal via email and face-to-face before the discussion. Individuals were only

allowed to participate once.

This study used semi-structured one-to-one interviews; one of the most common
forms of data collection used in grounded theory studies. A semi-structured interview
approach allowed the researcher to guide the interview in a general direction while
being flexible enough to generate and explore new insights about the topic that may

not have been previously predicted (Willig, 2008).

Each participant was interviewed once. Interviews were scheduled at a time and place
agreed on by the participants and took place in an available private office space at
one of three Edinburgh Napier Campuses, or a space hired local to the participant
such as the Waverley Care offices in the Highlands of Scotland. A total of 17
participants were interviewed. Some potentially interested parties had contacted the
research (n = 6) however were not responsive. The interviewed lasted approximately

32 — 72 minutes and ended when the participant felt they had nothing more to add.

At the beginning of each interview, demographic data were collected from each
participant, including age, sexual orientation, number of sexual partners, and
vaccination status (see table 5.1) which are relative to their experience and eligibility
of vaccination. The interviews were conducted using an interview guide (see appendix
12).

To facilitate the performance of conducting the interviews, guidance outlined in
InterViews by Brinkmann and Kvale (2015) were consulted (see table 4.2)
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Table 4.2 Brinkmann and Kvale guidance for conducting interviews (2015)

Guidance

Suggested action

Action applied in this study

Setting the interview

Encourage interviewees to describe their points of

Briefing and debriefing used

stage view. Interviewers show attentive listening, show | before and after interviews.
interest, understanding and respect. Briefing and | Allowed participants to talk
debriefing before and after the interview. Allow time | about what was important to
for comments after debriefing. them. Showed empathy and
respect for participant
experiences.
Scripting the | Interview guide which structures the course of the | Outline of topics to be covered
interview interview. It will depend on the study whether the | included in the interview guide.
guide is followed strictly or not. Seek meaning | Interviews allowed participants
clarification to deviate from the script in
order to explore what was
important to them. The interview
guide was used to ensure no
topics were missed. The
interview guide was informed by
previous qualitative evidence
synthesis
Interviewer Questions should be brief and simple. An | Participants were always asked
guestions introductory question may concern a concrete | for their thoughts on what health

situation. Use open questions.

means to them to ground the
study in discussions about
health and later HPV as key

theme of the project

Second questions

The interviewer needs to learn to listen to what is
said and how it is said, be sensitive to situation cues
instead of focusing all attention of the interview

guide.

Issues that the participant

identified were explored further

through prompts.

127




128

Constructivist grounded theory employs strategies intended to gather “rich — detailed
and full — data and place them in their relevant situational and social contexts”
(Charmaz, 2014, p. 18). Therefore, the approach of the interview is crucial in achieving
this. This is because Charmaz outlines that interviewing is “a gently-guided one-sided
conversation that explores research participants’ perspective on their personal

experience with the research topic” (Charmaz, 2014, p. 46).

Therefore, in alignment with constructivist grounded theory, “the interview’s approach
and way of asking questions, listening and following up what the interviewee is telling
are crucial in the co-construction and quality of data” (because the interviews are
considered to be “emergent interactions through a mutual exploration of the

interviewee’s experience and perspectives” Charmaz and Thornberg, 2021, p. 317).

The interviews were conducted using an interview guide (see appendix 12) thus, these
were intended to be personalised and friendly exchanges, during which the semi-
structured questioning would ascertain in-depth narratives and salient experiences
and perceptions. The topic of HPV as a relative infection related to sex and sexuality
could be considered a sensitive topic with which participants were asked to explore.

It cannot be ignored that, given the mutual exchange reflected in a qualitative interview
partnership, that personality influences interviewing style and how comfortable an
individual can or can be encouraged to share information or explore contradictions
and how closely the interview schedule is stuck to. Indeed, Bryman (2016, p. 488)
highlights some essential elements for interviewing, which includes “a high level of
rapport between interviewer and interviewee, a high degree of reciprocity on the part
of the interviewer, the perspective of the [interviewee], and a non-hierarchical

relationship”.

Rapport and relationship building

There is a careful balance in the implementation of semi-structured interviewing to be
struck. Adams (2010) reports the craft of qualitative interviewing required to become
a skilled interviewer involves listening skills and emotional control in order to conduct

effective interviews that yield quality data and protects participants.
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As a reflexive researcher, after conducting the first interview | was aware that | was
guite comfortable using probing questions to further add depth to the interview which
reflected a suitable curiosity during interviews. | achieved this by ensuring that
participants were comfortable and by demonstrating that | was actively listening,
interested, and non-judgemental. That being said, one of the first questions asked to
participants (i.e., what comes to mind when you think of ‘health’), was broad, open-
ended, and reflected the general direction of the research study. As interviews
progressed, | used verbal probes to elicit further clarification. Typically, this constituted
repeating words used by the interview. The following excerpt from an interview with
POO0S8:

Interviewee: because in my head, it [HPV] brings up horrible images of pictures of
[pause] you know

Me: Horrible images, could you tell me what comes to mind?

Interviewee: | think it makes me think about horrible warts and sores

After PO08’s response, | asked several unplanned follow-up and sensitising questions
to continue the discussion. For instance, | asked if talking about genital warts was
“something [you’re] uncomfortable discussing?” as | could see they were visibly
grimaced discussing the consequences of HPV infection and | wanted to explore the
potentiality of discussing this in line with how comfortable they were to talk at length

about this dimension.

There was a delicate balance between co-operation, exploration, and accommodating
the participants’ unselfconscious exploration of their experiences throughout the
interviews. The interview schedule was considered the passive state in which would
provide an adequate exploration of the topic at hand, but, needed pursuing and
personalising with each participant. This matched my personality; in that | knew | would
not be too aggressive for the situation | was able to accommodate the interviewee with
a focus on people with marginalised voices which — unbeknownst to them or not — did

not have an easily visible voice in the literature. | tried to ensure my research was
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conducted as a mutually collaborative endeavour, with the participants as partners in
the research process.

It was essential to establish a relationship of trust with the participants so that they
would feel comfortable talking about their experiences. This was paramount as the
topic at hand could be considered sensitive given its relation to sex and sexuality. One
way to establish rapport in this study implemented was affording the mutuality reflected
in being authentic and open to the interviewee’s experiences and perceptions. This
took the form of explaining, in detail, the reason for conducting the research and how
the participants’ engagement with the project was meaningful to this — as a doctoral
piece of research — as well as advocating for the needs/experiences of GBMSM in
Scotland as a collective. By recognising and verbally acknowledging the interviewee
as an expert, and that through their participation a deeper understanding will be added
to the research, | felt that any perceptions of a hierarchal relationship was assuaged
or diminished. Moreover, non-verbal behaviours such as dressing informally, avoiding
slang, and taking a conversational tone, | felt, where relevant procedures to engage

in to afford relationship building with participants.

Bracketing

Bracketing is another method in which the above balance in the pursuit of the research
project was enacted. Bracketing is an essential component of qualitative research
which is used by researchers to minimise bias (Hays and Singh, 2012). There are
multiple definitions of bracketing within the literature, but, a consistent characteristic
of bracketing is the process in which the researcher recognises their values, beliefs,
and preconceptions which may bias the data collection and analysis (Tufford and
Newman, 2012).

Because of the qualitative evidence synthesis which preceded this study, and the
sensitising research brought about through engaging in the doctoral journey, while
bracketing is the process of recognition, my experience in engaging with these
interviews in terms of enacting bracketing lies more in the school of thought advocated
by Munhall’s ‘unknowing’ (Munhall, 2012). Here, the researcher’s approach to data

collection is parallel to the researcher acknowledging preconceptions and biases and,
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to the best of their ability, setting these aside during data collection so they are open
to much more clearly understand the unique, distinct, perspectives from study
participants. Given this, | am acknowledging the potential paradox of knowing the
subject due to prior work and also remaining open by setting this knowledge aside to
subjectivity and unique experiences of my participants so as to unknow the literature

allowing new meanings to be accessed.

At the beginning of each interview, the aims and objective(s) of the project was
explained to the participant by reiterating the research question. Participants were
reminded that the interviews were not a test on their knowledge of HPV. Throughout
the interviews, participants were asked to elaborate on their responses through the
use of prompts and reframing their responses to demonstrate understanding and

active listening (Charmaz, 2014).

At the end of the interview all participants were asked if they had any further thoughts
or if any key areas were missed that they thought were needed to take forward.
Through finishing the interviews this way, participants were remined that their
participation in the interview reflected the ambition of the project which were to hold

central their experiences and build on these to answer the project answers.

4.6.4 Organic adaptation of interview schedule
Because CGT is an iterative process, the interview schedule changed twice during the

project’s duration to explore new issues brought up by interviews.

The first change in the interview schedule related to the performance of the interview
following the pilot interview. The lead researcher (LC) reflected on that, while the pilot
interviewee had been vaccinated against HPV, questions surrounding their awareness
of HPV meant that — with a significant lack of knowledge — participants were unaware
of HPV and therefore questions on their appraisal of HPV and its relationship to their
health could not be explored with no knowledge of the virus (despite being vaccinated).
In response to this, the decision to include a pamphlet relating to how HPV relates to
GBMSM health was used.
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The second amendment to the interview schedule enabled the exploration or focus on
interesting leads to elaborate and refine categories in an emerging theory. For
instance, several participants discussed the role of Pre-exposure prophylaxis (PrEP)
in shaping their engagement with sexual health services and the awareness of
sexually transmitted infections (STIs) and blood-borne viruses (BBVs). Therefore,
subsequently, a question relating to the perceived association between PrEP-users
and sexual health services and the impact this could have on provision of the HPV

vaccine was included.
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4.7 Constructivist Grounded Theory Data Analysis

“In short, the logic of grounded theory involves fragmenting empirical data
through coding and working with resultant codes to construct abstract categories
that fit these data and offer a conceptual analysis of them” (Charmaz, 2011, p.
361).

Central to the grounded theory approach is the notion that the relevant data analysis
is a rigorous procedure relating to the inspection of data and experimenting with
various ideas or views of the data and developing these into categories until arriving
at a logical conclusion of a theory. Indeed, the data analysis process adopted in this
project was informed by the coding and categorisation process outlined by Charmaz
(2014) “in which researcher[s] construct their analysis by the method of constant
comparison which includes constantly comparing ideas and incidents with each other”
(Charmaz, 2008, p. 82). This approach, while concluding in a substantive grounded
theory, is not a linear process. Data analysis within a Constructivist Grounded Theory
approach is an iterative cyclical process of sorting data (Charmaz, 2006) involving a
cycle of reflection and memoing throughout the research lifecycle with a back-and-
forth movement between data collection, analysis, and coding and categories between

and across interviews (Charmaz, 2014).

Charmaz (2014) outlines several key factors within constructivist grounded theory data
analysis: initial coding, focused coding, categorisation, and theory development. In
essence, coding within this approach is a form of data reduction which goes beyond
generic analysis of units to a procedural and strategic analysis (Birks and Mills, 2015).
As outlined earlier in the chapter, the various schools of grounded theory approaches
present varying procedures in the systematic approach to data analysis as shown by
Birks and Mills (2015) in the table below.
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Coding Initial coding Intermediate Advanced coding
Grounded Theory 22 coding
Glaser and Straus (1967) Coding and | Categories and | Delimiting the theory
comparing properties
Glaser (1978) Open coding Selecting Coding Theoretical coding
Strauss and Corbin (1998) Open coding Axial coding Selective coding
Charmaz (2014) Initial coding Focused coding Theoretical coding

It is clear, then, that while similarities can be seen in the data analytical approaches
housed within alternate schools of Grounded Theory approaches, itis Charmaz (2014)
and Strauss and Corbin (1998) with their focus on axial coding which makes them
closely aligned. Put forth by Strauss and Corbin (1990, 1998; Straus, 1987), this level
of coding relates to categorisation. But Charmaz (2014) posits the framework for axial
coding put forth by Strauss and Corbin (1990) as restrictive in the ability to address
the phenomenon in practice. In approaching the data analysis for this project an
intrinsic benefit was the dynamic, iterative, flexible approach couched within the
Constructivist Grounded Theory approach. Adhering to Charmaz’s approach to
coding, data was analysed following line-by-line coding moving into focused coding.
(see table 4.3) Represents the dynamic process of data analysis reflected in a

Constructivist Grounded Theory approach.

Charmaz’s (2014) ‘constructing grounded theory’ provided guidance on the coding
process, which was used to aid data analysis. In this approach, coding refers to
naming segments of data with a label that simultaneously categorises, summarises
and accounts for each piece of data (Charmaz, 2014). Figure 4.1 represents the steps
taken for data analysis based on the CGT approach (Tweed and Charmaz, 2012, p.
132)
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The Peak of the Pyramid

A Core Category
(Encompassing all codes and categories subsumed within it)
Or
A Theoretical Conceptualisation of the Processes Interpreted from Data

Higher, more sophisticated
level of abstraction &
interpretation

| Additional, less numerous
Focussed Codes & blocks of the Pyramid
Categories

'The building blocks:
| The Foundational
Base of the Pyramid

Basic Descriptive Codes

Raw Data

Figure 4.1 The pyramid: data analysis in CGT

4.7.1 Data preparation

Data gathered from the demographic questionnaire was inputted into a secure excel
spread sheet and stored separately from the qualitative interview’s audio and
transcript data (which were also stored separately from one another). These files were
labelled corresponding to the participant number. No pseudonyms were used. The key
for identifying participants from their pseudonyms, as well as their contact details, were
kept separately from the audio and transcript data from the interviews.

Computer Assisted Qualitative Data Analysis Software

All interviews were audio digitally recorded. Because of this, an appropriate decision
was made to utilise computer assisted qualitative data analysis software (CAQDAS).
Primarily, the rationale for this software is efficiency as it enables the organisation of
interview data and the integration of the various concepts and categories engineered

from the analysis.
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CASQDAS has been used as an aid to support qualitative research. There is a range
of CAQDAS technologies on offer, however, aligned with Edinburgh Napier
University’s technological affordances, nVivo was utilised (Qualitative Research
Solutions International). While CAQDAS has been used for decades in alignment with
developments of analytical software reflected in quantitative research approaches, a
critiqgue exists which stipulates the utility of CAQDAS intrinsically transforms qualitative
research into a rigid, automated process. In actuality, it continues to require human
interpretation and a mind behind the digital/technological affordances of the software
itself. In the context of. Constructivist grounded theory, nVivo permits the organisation
and retrieval, coding segments of interview data with labels, and creating coding

relationships.

This is also in alignment with the epistemological and ontological positions outlined
earlier. nVivo is designed with the aim of assisting researchers with qualitative data
organisation and analysis. The software permits coding interview data with labels,
creating relationships between codes/coding and placing codes and concepts into
categories. The software offers the capability to easily navigate documents which
would take an overwhelming amount of time with offline options such as papers,

highlighters, and physical materials.

4.7.2 Coding in Constructivist Grounded Theory

4.7.2.1 Initial / open coding

Charmaz’s initial coding (sometimes referred to as open coding) encouraged sticking
close to the data and — where possible — coding for action while being open to all
theoretical possibilities. Key questions asked during this initial coding phase began
with: ‘What does the data suggest/ Pronounce?’ (Charmaz 2006, p. 47, 2014, p. 116)
as well as ‘What theoretical category does this specific datum indicate?’ (Glaser,
1978).

Throughout coding in a CGT approach — as Charmaz states — it must be
acknowledged that the researcher, as a tool and as a research team, ‘[we] construct/s]

codes... define[s] what we see as significant in the data and describe what we think is
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happening [and] interpret participants’ tacit meanings’ (Charmaz, 2014, p. 114-116).
Line-by-line coding was done in line with Charmaz’s approach in order to fracture the
data allowing ideas to be stimulated which may not appear if coding for larger themes.
It helps “to bring the researcher into the data, interact with it, and study each fragment
of it” (Charmaz, 2011, p. 368). Through line-by-line coding, details and patterns which
may not be seen at a higher level can be noticed. Further key questions were

e ‘What process(es) is at issue here? How can | define it?

e How does this process develop?

e What does the research participant(s) act while involved in this process?

e What does the research participant(s) profess to think and feel while involved
in this process? What might [their] observed behaviour indicate?

e When, why, and how does this process change?

e What are the consequences of the process? (Charmaz, 2014, p. 127).

The lead researcher (LC) as a novice qualitative researcher undertook all data
analyses in consultation with the supervisory team. Participant narratives were read
and re-read and evaluated several times, alone and in reflection to other interviews.
This ensured initial codes were “provisional, comparative, and grounded in the data”
(Charmaz, 2014, p. 117). In doing so, the researcher was able to “make efforts to learn
and examine how [their] past influences the way [they] see the world and the data” in
order to be open to other possibilities and allow initial codes to be reworded to

“‘improve their fit with the data” (Charmaz, 2014, p. 117-118).

It must also be acknowledged that the method of constant comparison is used
throughout this process. As Bryant (2017, p. 176) states, the purpose of this initial
coding is ‘to produce useable and useful abstractions.’ This process was necessary to
capture detall, differentiations and intricacies within and across interviews, reflecting
the participant’s described realities, what was being constructed, and the meanings
that the researcher — as an interpretivist tool — made of these accounts. These codes
were then compared, and their similarities and differences identified in order to form
links between the data and more abstract notions.
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As the initial/open coding process progressed, and through the process of constant
comparison, labels for codes were used and re-worded as appropriate. Conceptual
development required going beyond the description of the concept and examining
activation or ‘gerunds’ relevant to the emerging concept. Gerunds are a key
characteristic of CGT where the noun form of a verb ending in — ‘ing’ is used to
highlight the process of action (Birks and Mills, 2015). These codes were able to
centralise how the “basic problem of the actors is resolved or processed” (Strauss,
1987, p. 32) therefore allowing the meaning to be uncovered (Charmaz, 2014). These
were shared with the supervisory team to discuss and evaluate analyses through
consultation to develop a theoretical consideration of the data (Holloway & Galvin,
2016).

Once the initial/open codes/gerunds were completed for each interview, the codes
were reviewed on nVivo allowing the second cycle, the development of focused codes

and categories.

4.7.2.2 Focussed coding

This stage involved reviewing the initial collection of open codes and identifying their
resonance in the data — including how frequently they appeared or how significant the
meaning was. Focused coding was conducted for each interview. These codes were
then considered in reflection to other focussed codes across other interviews. This

stage, therefore is based on thematic or conceptual similarities (Saldafa, 2016).

Constructing categories from the initial/open coding bank assisted in the development
of focussed coding. Memoing was also vital to audit the analytical thinking required
and to reflect how the data was managed. As focused codes were developed,

Charmaz, 2014) asks authors to keep in mind the following questions as guidance:

¢ What do you find when you compare your initial codes with data?
e In which ways might your initial codes reveal patterns?

e Which of these codes best account for the data?

e Have you raised these codes to focus codes?

e What do your comparisons between codes indicate?
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e Do your focused codes reveal gaps in the data? (Charmaz, 2014, p. 140-141).

Focused coding allowed the clustering and combination of initial codes for example if
the semantics of the codes were similar or related to the same processes. These
assisted in elucidating the parameters of some crucial codes and their relevant
processes in constructing initial categories. Focused coding assisted in reshaping the

data having fractured the data into initial/open codes.

The relative substance or thinness of some codes helped acknowledge and recognise
areas that needed further exploration in proceeding interviews and in the data
gathered already. The iterative process of reviewing earlier interviews in the face of
newly found coding or subsequent — resonate — data ensured that previous interviews

captured occurrence of later interviews and vice versa.

4.7.2.3 Theoretical coding

As the final coding stage, theoretical coding presents the refinement of the codes
which are considered in relation to other conceptual/conditional categories and
specifying — importantly — the relationship between them (Charmaz,2014). Interview
transcripts were re-assessed and reviewed in light of the theoretical relationships
indicated in the substantive model. This allowed exploration of the codes constructed
through the open/focused coding allowing the analysis to move from descriptive to
conceptual and ultimately toward the development of the theory through theoretical
integration. At this stage, diagramming was repeatedly relied on to aid theoretical

integration (Charmaz, 2014).

Through this process the data was theorised allowing a coherent narrative — and
analytical — story to be constructed which relied on (and demonstrated) the relationship
between codes. This allowed the resonance of each category and the composite
codes to be rooted in the data and reflect participants’ attitudinal and experiential

narratives (constructed by the researcher).
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Theoretical coding took place when three main conditional/conceptual categories
pertinent to the theory took form. Interviews completed later in the process were coded
in relation to these conditional/conceptual categories. The final substantive model was
discussed iteratively through supervision. Contributions from these critical discussions

helped refine the model and improve its resonance.

4.7.2.4 Theoretical saturation/sufficiency

The journey of data collection and the result of ‘saturation’ continues to be contested
within grounded theory — and, more broadly, qualitative — approaches. In qualitative
research, samples need to adequately reflect the phenomenon under investigation
and — within grounded theory approaches — be guided by the emerging theory (Stern,
2007). A reliance on the size of the sample as a measure of adequacy must be
avoided. Methodological considerations such as the nature and purpose of the
individual study, the epistemological stance underpinning it, as well as practical
considerations around time and resources must all be acknowledged in constructions
of the optimum sample size (Baker and Edwards, 2012). These (competing) priorities
are emblematic of the complexity within the creativity of a constructivist grounded

theory approach.

One conceptualisation of saturation refers to the point at which no new ideas emerge.
Bryant and Charmaz (2007) posit this stage should be recognised when researchers
yield no new information from interviews, and no new information is discovered during
analysis. Similarly, O’'Reilly and Parker (2013) argue saturation within grounded theory
approaches is when “categories are fully accounted for, the variability between them
are explained and the relationships between them are tested and validated” (O’Reilly
and Parker, 2013, p. 192). Unlike O’Reilly and Parker that frame saturation in testing
and validation, Charmaz (2014) defined theoretical saturation as the time when data
collection for a category does not demonstrate any new properties or theoretical
insights, and there is convincing, robust, dense data with adequate depth and scope
to substantiate the theoretical categories. Theoretical saturation also served as
emblematic of the quality within a grounded theory study. The process of saturation,
in which consistency and relevance of the concepts are progressively established

through theoretical sampling to further establish and reinforce the parameters of a
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category, helps to ensure credibility by ensuring supporting and disconfirming data

receive equal credence.

The researcher made considerable attempts to recruit via alternate routes of
recruitment such as community organisations and social media to increase sample
diversity and to explore the emerging theory. This was hampered by the PhD
timeframe. In this study, theoretical sampling was used to develop the concepts
identified by participants as being relevant to activation, such as ‘“intended
interventions” and “MOT test”. These were raised by participants and therefore noted
for inclusion in subsequent interviews to facilitate their development and “saturation”.
There was considerable difficulty in locating GBMSM who had not accessed PrEP or
who had not engaged with sexual health services. Therefore, it was hoped that
saturation would be met with most categories with the sample sized achieved. Indeed,
these considerations of the sample are reflected by their ‘information power’ in which,
put forward by Malterud, Siersma and Guasssora (2016) are influenced by: the aim of
the study (the broader the aim, the greater the required sample size); the specificity of
the sample (the more specific the characteristics of the participants in relation to the
study aims, the smaller the sample size); the theoretical background (the less
developed the underlying theory, the greater the sample size); the quality of dialogue
(the richer the dialogue in the interviews, the smaller the sample size); and the analysis

strategy (the more in-depth the analysis the fewer informants needed).

It is impossible to know the required sample size to achieve theoretical saturation a
priori. That being said, (crude) suggestions regarding the sufficiency of a sample
through its size have been put forward. These have ranged from a minimum of six
(Burns and Grove, 1999) to sixty (Creswell, 2007). Informed by Malterud and authors
(2016) and Charmaz (2006), the claims made relating from the data yielded in this
study must be understood in the context of the sample achieved; while achieving a
(somewhat) smaller sample, a rigorous approach to studying the phenomenon under

investigation through GT methods to ensure the trustworthiness was implemented.
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4.7.2.5 The use of computer assisted qualitative data analysis software (CAQDAS)

Having outlined the approach to analysing the data, a discussion surrounding the
implementation of this through the use of CAQDAS is warranted CADQAS
programmes is incredibly useful in their ability to reflect previously conducted paper-

and-pen qualitative data analysis.

For example, participant narratives — having been transcribed into word documents —
were easily important into nVivo software as files which allowed the entire data set to
be housed in one software application. As there was no strict separation between data
collection and data analyses in CGT, previous coding was able to be seen- and
evaluated upon — easily as the corpus of data expanded. In line with a grounded theory
approach, nVivo as a CAQDA software programme allows the creation of memos to
be linked with participant narratives, categories, and subcategories. The software,

therefore, assists in the audit trail intrinsic to a CGT approach.

Jackson and Bazeley (2019) outline several benefits to using CAQDA as they have

the ability to:

e Mimic manual strategies for handling qualitative data.

e Develop efficiently searchable warehouse of data that records the choices
made during analysis and can be examined and re-examined with relative
ease.

e Extend the longevity and reusability of data

e Provides a few tools that open new opportunities beyond what qualitative

researches are able to do manually (Jackson & Bazeley, 2019)

For these reasons, and as an experienced user and advocate for computer literacy in
education and research, the use of CAQDA was chosen. Despite a plethora of CAQDA
software packages being available across the marketplace, a pragmatic decision
based on the availability of a pre-paid licence for nVivo through Edinburgh Napier

University resulted in nVivo being the chosen package.
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4.7.3 Informing Data Analysis: Theoretical Sensitisation

4.7.3.1 Leventhal’s Common-Sense model of self-regulation

To attenuate to the uptake of the Human Papillomavirus (HPV) vaccine among Gay,
Bisexual, and other Men Who have Sex with Men (GBMSM) the determinants of the
vaccine uptake must acknowledge the complex structural and environmental
inequalities which determine the resources, stressors, opportunities, and illness
experiences that ultimately shape individual differences in beliefs about health.
Variation in responses to health threat(s) must go beyond disease and treatment
related factors and integrate the individual’s beliefs about disease and treatment.
These beliefs may impact the meaning and relative importance involved in making
sexual-health related judgements proximal to the provision of the HPV vaccine in
Scotland. Structural inequalities must be addressed, however, psychological factors
which may mediate the impact of interventions at the individual level must also be

considered.

Stemming from the Health Belief Model, which espouses that an individual who feels
susceptible to serious consequences of a health issue may change their behaviour
when the benefits outweigh the barriers or costs of adopting a new behaviour, the
degree of perceived severity and susceptibility to infection has been explored in
several studies examining the acceptability of HPV vaccination among GBMSM. In
one of the first cross-sectional studies exploring this, Reiter and authors (2010) prior
to the licensure of the HPV vaccine among men in the US, in their aim to characterise
HPV vaccine acceptance, found most men (79%) had heard of HPV, however,
knowledge levels about HPV tended to be low. This includes an understanding of HPV
causing genital warts (46%) and cancer (anal cancer = 32%, penile cancer = 28%,
oral cancer = 25%). It must be acknowledged that this study had no participants who
had received the HPV vaccine (Reiter et al., 2010).

Indeed, it was not until November 2010 that the HPV vaccine was approved for the
prevention of anal cancer and anal intraepithelial neoplasia in both men and women.
Therefore, as Reiter (2010) demonstrated a high degree of acceptability with regard
to a hypothetical HPV vaccine, Wheldon and colleagues (2011) sought to understand
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psychosocial correlates of HPV vaccination intention among young GBMSM during
September and December of 2010. In their study, among eligible GBMSM (n = 179),
intent to be vaccinated was positively associated with perceived severity (p < 0.05).
Indeed, in a multimodal approach to HBM model constructs, Wheldon et al. (2011)
demonstrated that vaccine intent was largely driven by attitudes towards the vaccine
and beliefs about getting vaccinated where those most likely to receive the HPV
vaccine perceived stronger physical and psychological benefits from vaccination
(Wheldon et al., 2011).

Unlike Pap smear testing for HPV DNA among women to screen for cervical cancer,
no routine testing in the US was implemented for anal cancer among GBMSM. With a
growing evidence base reporting proximal factors like an increased attendance to STI
screening among GBMSM impacting likelihood to being offered the HPV vaccine in
the US (Lawton et al., 2013), Cummings et al. (2015) sought to assess HPV vaccine
attitudes, acceptability and uptake among a national sample of GBMSM aged between
18 to 26 in December 2011 (n = 1457). Increased acceptability among this sample
was associated with a recommendation for the HPV vaccine from a healthcare
provider and with a greater worry about getting infected with HPV (Cummings et al.,
2015). Being tested for an STI in the past year was also associated with an increased
acceptance. Decreased acceptability in this sample was associated with safety
concerns over the vaccine, greater shame associated with HPV infection, and
perceived resistance to infection. Shame associated with vaccination, the belief that
HPV vaccination only helps women, and belief that HPV can lead to a serious iliness
were not associated with HPV vaccine acceptability. In this sample, very few (4%)
GBMSM were offered the HPV vaccine from their healthcare provider despite a
growing body of evidence demonstrating how integral this recommendation is for
GBMSM-HPV vaccine uptake (Holman et al., 2013). Thus, a year after Wheldon et al
(2011)’s data collection period, Cummings et al (2015) reinforce the markedly low
rates of HPV vaccine uptake emerging in the US despite a generally high acceptance

rate for the vaccine.

A similarly emerging issue in the provision of the vaccine among these early-
implementation studies is that of the GBMSM disclosing their sexual

identity/behaviour(s) to their healthcare provider. This may have a role to play in the
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recommendation of the HPV vaccine to some GBMSM. The complexity of this is
reflected in the GBMSM data which reflected disclosure was not associated with
higher or lower acceptability of the vaccine but was significant in uptake of the vaccine.
Indeed, ad hoc analyses reported GBMSM HPV vaccine was only 13% uptake during
2011 (Reiter et al., 2015). Within a UK context, Nadarzysnki and authors (2018)
explored sexual orientation disclosure to a healthcare provider and the age of
disclosure among GBMSM (n =1508) and its relation to HPV vaccine uptake.
Approximately 26% of participants had not disclosed their same-sex experiences to a
healthcare provider. Amongst those who had, the median age of disclosure was 19
years (13-50). A trend was found in which those who reported lower access of sexual
health services and difficulties in discussing sexuality were less likely to accept the

HPV vaccine.

In a different cultural context, research conducted by Lau et al (2013) in Hong Kong
similar explored HBM-related constructs relating to HPV and HPV vaccination among
GBMSM (n = 542). The 4-valent Gardasil was licensed in Hong Kong in 2006, with the
2-valent Cervarix being licensed in 2008 and the 9-valent Gardasil being later
approved in 2015 (Choi et al., 2018). From data collected in between September 2010
through to January 2011, Lau and colleagues similarly found low knowledge and
common misconceptions among HPV. Approximately 40% of participants perceived
HPV infection prevalence to be more than 10% and 55% believed infectivity of HPV to
be high or very high in severity (Lau et al., 2013). Like that of Reiter (2010), Lau found
a marginal amount (36%) of participants recorded associating HPV infection as a
causal factor in penile or anal cancer. In exploring corresponding knowledge and
perceptions of HPV vaccines, the majority (67.7%) of participants considered HPV
vaccines to beneficial in presenting genital warts, penile and anal cancer (55.9%) with
lower results reflecting misconceptions including the HPV vaccine preventing sexually
transmitted infections other than genital warts (29.2%) and treating genital warts
(38.2%) and treating cancers (17.2%).

An unexpected finding from this study reported that a number of GBMSM who
engaged in unprotected anal intercourse (UAI) were significantly less likely than others
to find HPV vaccines acceptable. Lau et al. (2013) speculate that the motivation to use

condoms correlates closely with that of taking HPV vaccines as a means of HIV/STI
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prevention. A positive association between unprotected anal intercourse (UAI) and
lower acceptability of HPV vaccine would then be resulted given the notion those who
have lower perceived severity of HIV/STI infection. Indeed, while a high percentage of
participants perceived high infectivity of HPV among GBMSM, only 6% perceived a
high or very high chance in contracting HPV in the future (Lau et al., 2013). This
reflects a trend in having high perceived risk for others but low perceived risk for
oneself in contracting HPV. Therefore, a growing need for increasing the risk of HPV

and its sequalae is needed.

Turning to the United Kingdom, where a female-only vaccination was implemented
until 2017 across the 4 nations, Sadlier et al. (2016) conducted a cross-sectional
survey to examine HPV vaccine acceptability and associated factors among GBMSM
(n =302) in Ireland between January and April 2014 (Sadlier et al., 2016). Reported
perceived severity of HPV infection matched that of earlier studies with GBMSM
perceiving HPV infection to be high in GBMSM in Ireland (24%) as well as infectivity
of HPV to be high (44%) and the belief of being infecting HPV being high (33%). Within
this sample, 46% reported HPV being likely to cause genital warts and 26% perceived
that HPV was highly likely to cause penile or anal cancer. Unlike previous studies,
healthcare provider recommendation was not examined in this study. Acceptability of
the HPV vaccine was highest (78%) among participants if the efficacy was outlined
and the vaccine came at no cost (65% acceptance with efficacy and cost of 100€, 51%

acceptance with efficacy and cost at 300€ and 31% unconditional).

Observable limitations of these studies include their relatedness to the provision of the
HPV vaccine which has progressed across many affluent countries over the past
decade which presents the context of the time in which these studies were conducted.
Moreover, limitations of these studies include the cross-sectional design and
heterogeneity of measures used to quantify HPV-related behaviours. The self-
administered questionnaire design also presented the issue of missing data and thus
findings must be interpreted with this limitation in mind. Moreover, these findings are
limited in their applicability to understanding vaccination behaviours among GBMSM
in Scotland generally as many of these studies focused on perceptions prior to
licensure or proximal factors related to perceptions in unvaccinated populations, rather

than on vaccination-related decision-making during vaccination programme
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implementation. Taken together, however, these studies continue to highlight a pattern
of discordance between lay understanding of HPV and its infectious sequalae and the
provision to screen, test, and provide a vaccine in mitigating HPV infection;
specifically, where control of HPV-related disease progression relates to vaccination,
social mobilisation actions and the representation of HPV impacting the health of

GBMSM should be considered when delineating public health policies.

As outlined above, psychosocial processes related to HPV among GBMSM represent
a complex representation built about HPV which includes the belief and perception of
risk and HPV can have an impact on the way the individual may exercise their
response to vaccination as a manifestation of an action performed by an individual to

maintain their health, life and well-being.

e Therefore, identifying factors and processes that determine the willingness to
receive the HPV vaccine among GBMSM is highly valuable in order to develop
effective interventions that promote vaccination willingness and achieve the

goal of eradicating anal cancer prevalence among this sample.

GBMSM’s iliness representations regarding HPV may be important predictors of their
vaccination behaviour, but the complexity of these have not been investigated in a
systematic qualitative manner. This thesis utilised health belief theories including CSM
to examine HPV vaccination. The cognitive iliness representations depict GBMSM'’s
common or ‘lay’ understanding of an illness. GBMSM utilise these illness
representations to make sense of the symptoms (e.g., genital warts) and to guide their
coping behaviours from the disease (e.g., vaccination). This self-regulation of health
behaviour occurs in the context of the individual’s self-system, which consists of socio-
demographic characteristics of the individual and barriers to health behaviour. As
GBMSM-HPV vaccination continues in Scotland, it is critical to examine factors
affecting HPV vaccination among GBMSM. lliness representations of HPV and

affective responses to HPV vaccination among GBMSM were examined.
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4.7.3.2 lliness Representations about Human Papillomavirus (HPV) and perceptions
about HPV vaccination as determinants of the willingness to receive the

HPV vaccine.

This thesis is seeking to understand factors that influence an individual's health
behaviours and beliefs relating to HPV and HPV vaccination. Explanatory theory and
health belief models assist in understanding and predicting health behaviours and the
application of such models allow effective interventions to be developed. One health
belief model in line with this is that of Leventhal’s Common-Sense Model of self-
regulation V qualifies as a suitable theoretical approach to inform the exploration of
HPV vaccination willingness among GBMSM in Scotland as it describes general
psychological factors and processes that are involved in the (pharmacological)
management of past, current and future health threats (Leventhal et al., 1997). The
CSM is a theoretical model attenuating to factors that influence health behaviours and
outcomes. Within this, illness representations describe people’s beliefs regarding a
disease or symptom and can thus determine a person’s assessment of an illness or
health behaviour (Leventhal & Cameron, 1987; Leventhal et al., 1997). The CSM
contends that a parallel process occurs in symptom evaluation, with cognitive and
affective responses both involved in triggering health behaviours. The parallel
response aims to understand how individuals adapt to health threats by examining
threats from the individual’s perspective and, accordingly, how this perception may
influence a response or coping strategy. The CSM and its constructs will be discussed

in detail outlining the content of illness representations characteristics.

4.7.3.3 Characterisations and attributes of the CSM

The CSM espouses that illness representations are subjective beliefs and emotions
about an illness that are formed by an individual after recognising a (potential) health
threat. Cognitive representations contain identity (beliefs about the (number of)
symptoms attributed to the illness), timeline (the duration), consequences, and causes
of the iliness, and possibilities to prevent, control and cure the illness (“control”). lliness
representations are idiosyncratic to the individual based on their understanding and
development of their representations, meaning that individuals may experience the

same illness or understanding of that iliness in different ways. Later, a sixth dimension
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of illness coherence was added to the model which refers to whether the individual
thinks about a threat in a coherent way referring to whether the individual’s idea of the
solution to an illness is aligned with their idea of the cause of the illness. Affective
responses refer to the (mostly negative) emotions elicited by the illness, for example

concern, fear, and upset (Leventhal et al., 1998).

In CSM, memories of senses and/or experiences connected to iliness and health form
a construct known as a ‘prototype’. These prototypes active the illness representation
which serves as a mental schematic for a given illness at a given point in time
(Leventhal et al., 2016). lliness representations are constructed by individuals and are
informed by these prototypes, as well as the influences of race, gender, culture,
interactions with others and the media (Leventhal et al., 2016). The memories and
sensations integrated into prototypes are matches to illness representations along the
six aforementioned dimensions to inform a construct known as an ‘action plan’. This
consists of a specific action to be taken (e.g., taking medication) and the timing of that
action, the expected outcome (e.g., resolution of symptoms). Thus, the health threat

is attenuated too by means of this action plan.

As mentioned, illness coherence is a construct within the model which implies that the
way an individual conceives a certain illness or health threat in terms of identifying the
illness, understanding the illness, perceived risk of developing the iliness, as well as
perceived control over the iliness, and the perceived timeline of the illness will shape
the way they respond to that threat (Leventhal et al., 2003). lliness coherence entail’s
an individual’'s personal understanding of an illness or a health-related context, that is,
the extent to which it makes sense (Hall et al., 2004). It may be that an individual
without HPV may perceive themselves to be at low risk of contracting the virus — as
has been established among GBMSM — and thus may decide the vaccine is not
needed. On the other hand, the same individual may perceive themselves to be very
high risk of contracting the virus — as has also been established among GBMSM — and
see greater value in having the vaccination. Iliness coherence differs from knowledge
in that an individual may know all the correct facts about HPV and the associated
vaccine but may feel confused or overwhelmed by this knowledge. lliness coherence
extends on knowledge by represented the degree of confidence the individual is in

their understanding of HPV and the associated vaccine (Kaptein & Broadbent, 2001).
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Therefore, it cannot be ignored that enhancing illness coherence may increase
enactment of certain preventive and protective health behaviours, for example, HPV

vaccine uptake.

The aim of this thesis is not to test the Common-Sense Model, which is beyond the
scope of the research. This model is important as it serves as a justification for
attenuating to the cognitive/emotional representations of the sample. Indeed,
understanding acceptability as it sits within the context of sexual health services in
Scotland delivering a range of health care interventions (e.g., drug, screening, and
self-management), acceptability reflects the inference from participants’ behaviour,
notably in the levels of consent to participate in a degree of uptake, adherence, or

engagement (with the intervention).

4.8 Representing the coding procedure(s)

4.8.1 Data preparation

The audio recordings of interviews were transcribed verbatim by the researcher (LC).
The researcher’s decision to personally transcribe the audio recordings was based on
the rationale that this process allows the researcher to get close to the data and build
sensitivity. Indeed, by engaging in this process, coding can be applied directly in
response to hearing and interpreting pauses, allowing coding to also illuminate the co-
constructed exchange between the researcher and participant (Craig et al., 2021).
Moreover, while time-consuming, this choice was also based on my understanding of
ow audio data can be represented in different ways and levels of detail in transcription,
thus making transcription a subjective — rather than objective — process which

delegating to others would have been reduced or the interpretation affected.

Participant interviews were transcribed verbatim, excluding minimal encouragers used
by the interviewer such as ‘yeah’ or ‘right’ or ‘aha’. By transcribing in this manner,
participants’ words need to be analysed and central to the data analysis in which every
utterance from the researcher would detract and since the study aimed to generate an

understanding of participants’ experience this was appropriate.
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Following transcription, the transcripts were then imported into a computer-assisted
gualitative data analysis (CAQDAS) software called NVivo (Version 20 for Mac).
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4.8.2 Data Analysis

As has been outlined, data analysis is a comprehensive procedure which involves the
inspection of - and experimenting with - various ideas or (re)views and development
of categories within the data collected until arriving at a logical point which aids theory
development. It is an iterative process as outlined by Charmaz (2006) and involves

continual reflection about the data.

The arrows on the diagram shown in figure 4.2 evidence that grounded theory analysis
is evolving and non-direct, and hence iterative, approach which occurs concurrently
and involves the integration of data collection, synthesis, and synchronised theorising.
This process was continuous until the theory had developed. Efforts were made to
incorporate some of the methodological concepts after transcription of initial interviews
and reflection by exploring the upcoming concepts and information by further

interviews.

Constant comparative methods are a distinguishing feature of grounded theory in
which data, categories, and concepts are compared with each other (Charmaz, 2003;
2014). Another characteristic is that of initial analysis and data generation happening
concurrently. This is key as experiences, narratives, and perceptions raised by

participants in initial interviews can be followed up in subsequent interviews.

Throughout this process, as is emblematic of constructivist grounded theory, | was
able to reflect upon and consider my positionality in the process of data collection (with
regards to coding and interview questions) down to the analysis. Although the
participants provided the key information, | posed the questions and identified specific

areas to be explored including those that needed further clarification and exploration.

As mentioned, there is somewhat of a paradox in grounded theory analysis — one in
which is reflected in both stating the analysis is a staged approach while also
accommodating for an iterative cycle when engaging such approach. One manner in
which this paradox manifested was the data generation itself. This is because the
interviews were scheduled intrinsically at a time which could accommodate

participants and so this left me with little or no time — in some instances - to go through
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the process of transcribing, conducting initial analysis, and constant comparative

method) between data generation.

17 semi-structured one-to-one interviews were used in this study. | transcribed all of
the interviews as this was fundamental to the analysis process as it allowed me to
immerse myself into the data. Opportunities were made available as a result, to
evaluate myself not only my opinions and views received, questions posed, but also
to observe some mannerisms in how | and how participants responded to the interview

schedule.

In this research, the possibilities within the data analysis were available based on
information gained during the research process. The documentation of activities was
comprehensive and at times difficult to maintain. Supervision session and dialogue
between myself and my supervisors became a source of reflective accountability. The
presentation of the data analysis enacted in this work was through ‘written accounts’
in which | presented some key thinking and reflections during supervision. These

meetings sat within the process outlined in figure 4.2.
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Figure 4.2 Data analysis process (iterative)
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4.8.3 Initial data coding

The first approach to data analysis is through ‘open coding’. This analytical phase is
characterised by information being gradually made sense of and ideas and their
properties being recognises. This stage best characterises the process where
identification and creation of numerous codes representing different ideas, or a
combination of ideas are identified (Charmaz, 2014). These emerging concepts are
solely from the data collected. The openness to new avenues of thinking, allowing the
relationships between codes to emerge, is required and the forcing of themes to be
avoided. Through constant comparison, codes were captured and condensed (i.e.
capturing codes that reflect meanings related to a phenomenon happening within the
data and are seen as important or draw the researcher’s attention (Charmaz, 2006, p.
48).

The initial (open coding) stage was carried out line by line. It was imperative to use
words or direct phrases from the data if deemed important to the topic area. To
commence my initial coding, | roughly sorted my data through microanalysis by
analysing each transcription line by line and generating nodes (labels) on NVivo and
Microsoft word interchangeably (Charmaz, 2014). This created awareness regarding
the thickness and thinness of the data | was working with (Jackson and Bazeley,
2019). The reason for such an approach was to have a pictorial perspective as well
as not to deviate too far from the meaning of the information provided (see Table 4.4

for an example of a participant’s coding process).
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Table 4.4 Sample tabulated coding process
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Example of focused codes

sort of sickness or
illness that needs to
be managed through
medication or
someone looking
after you know eating
your give a day and
going to the gym
regularly and having
your water and lots of
quality sleep you
know being all those
things makes me feel
better about myself
like I'm doing my part
I’'m also in the
process of joining a
rugby club to help
regiment myself

Eating healthy
Being healthy

Looking after
yourself

More confident
more
comfortable

Feeling of control

Regimenting
behaviours

Participant’s Open coding Focused Coding | Theoretical
coding

... Health, I mean, it Not having a Absence of Theorising health

is what it is healthy sickness or illness

means... I'm not sure | illness Meanings of

like not having any health

Defining what
health is by what
itisn’t

Meanings of
health

Risking health

Good colour foods
healthy lifestyle
makes me feel better
and makes me feel
better sexually you
know for me it’s
getting checked after
12 weeks but I’'m on
the discovery
program... A drug
trial to monitor PrEP
but | don’t know what
drug I've got they
won’t tell me but it’s
been two years now
so | must be on the
proper one either way
and I've lost some
weight which might
be a side effect and
my live gets checked
every 12 weeks too

Eating healthy
Healthy is sexual
Drugs trial

Randomised
controlled trial

Healthy over
time

Checked
regularly

Being
responsible

Getting checked

Meanings of
health

Time and health

Theorising health

Managing health
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Someone who has Associating Physicality Doing health
someone is just healthy with body

someone that’s Meanings of Being healthy
generally like fit... Breathing and health

who is not necessarily | exercising
like body type but just

can go out on awalk [ Pleasant
without wheezing or experience of
like healthy skin too physicality

During the initial/open coding stage | was mindful of preconceptions and their influence
on data analysis, and, paradoxically, aware that ‘no sense at all can be made of a data
corpus’ without the use of sensitising concepts as well (Charmaz, 2014, p. 156). A
considerable benefit of grounded theory analysis is the ability to be swayed and
navigated into capturing connections in the participants’ accounts and identifying
differences. Where possible, | used codes in vivo codes to generate simple and
precise terms, which captured experiences and perspectives in the data for use later
in the theory (Charmaz, 2014, p. 134). As | was coding line by line, | was able to see
sections of the interview and how they related to the research question(s), and where
these could be grouped/coupled. A sample from the appraising primary care services

conditional category is provided below (see table 4.5).

Table 4.5 Sample of creating initial codes

Accessing services Similarity with nurses working in health

Engaging with health services settings
Ongoing health issues (diabetes) Cultural beliefs
Volunteering with some services Inclusion of some staff not others
Positive experiences with services HIV-related health services

Easy access to clinics General health and different settings

Easy appointments

Knowledge of where services are locally
Association of clinic and stigma

Fear of clinic stigma

Invitation to clinic

No discrimination

Trusting different types of doctors
Who is involved in sexual health
Relationship with healthcare provider

Routinely going back
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Insufficient time with doctor Healthcare providers helping with

Positive about different settings confidence

Testing experiences Hearing about others’ experience

Outness as positive Anticipating good relationships with
services

4.8.4 Constant comparison method

Sorting through the initial/open codes and developing categories, sub-categories and
relationships therein helped me to understand what the forming categories did and did
not represent. This allowed for the curation (as opposed to emergence) through
exploration procedurally. The linkage of categories represent how | made sense of the
data collected. | moved across interviews and their interpretations, experiences, and
perceptions, using a mixture of nVivo, Microsoft word, and PowerPoint. All these
reflected the materiality of the thought process; how best to navigate through the use

of arrows, boxes, labels, in order to render an obfuscated pattern made clear.

To enact this, as part of the constant comparison method, | compared data with data
and data with codes (Charmaz, 2014). As | compared interviews and incidents, |
created reflections on these and also discussed these in supervision. Memoing
reflexively was a practice | struggled to engage with outside of dialoguing with
colleagues and supervisors. | was able to fill my thinking with asking my supervisors
specific questions in relation to new and emerging thoughts. For example, following
the first couple of interviews, interviewee 3 and 4 had begun involving the role of pre-
exposure prophylaxis in their interviews and consideration of sexual health, which
spurred me to reflect on the inclusion of other interventions in the form and function of

this thesis (see figure 4.3)
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Figure 4.3 Reflecting on emergence of HPV in data

E-mail to Supervisors (ahead of supervision meeting)

Human Papillomavirus (HPV) is not being considered in isolation. Why do some
remember or not recall when others remember clearly? It would be useful to explore.
What is creating this lack of salience? Is it organisational? Personal? Both? Who
created the operating procedure for healthcare providers in bringing up the vaccine?

Does such exist?

A process of constant comparison was employed to achieve the analysis directed at
generating a model. This involved finding similar instances which were coded under
the same category to generate clusters of codes which seemed to relate to each other.
The data was interrogated in accordance with Glaser’s suggested questions (quoted
below) for constant comparison (Glaser, 19878, p. 57) to focus the mind of the

researcher on generating theory.

e “What is the data a study of?” These questions help to question if the original
ideas concerning the research still remain. By asking if the original research
guestion of substantive area of research remains constant, the researcher is
guided to reduce the inherent bias trying to make the research conform to initial
expectations.

e “What category does this incident indicate”? This question helps prevent the
researcher from getting lost in the data and forces them to generate codes
related to other codes.

e “What is actually happening in the data?” This question is concerned with the
basic social psychological process faced by the participants and how it is
resolved. Such a questioning process aids the researcher in focusing on the

development of a core category

4.8.5 Focused coding

The next step was focussed coding, which is more direct, selective, theoretical and
abstracted than open coding. Focussed coding (sometimes referred to as axial coding)

was employed to categorise and sort out the recurring codes identified and created
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during the open coding phase. It was also used for building categories around the

initial/open codes (Charmaz, 2014).

Saldana (2013) states that focussed coding “is used to sort out codes frequency,
relationships, and central codes” (p. 264). | used initial coding to review codes
independently and then as | coded other interviews | recategorised. This method of
constant comparison enabled me to identify dimensions, conditions and relationships
in the category which formed theoretical properties (Glaser & Strauss, 2009). In the
selective stage, | used the most significant or frequent initial codes to develop the
theory. This condensed and sharpened my work (Charmaz, 2014). This process is

visualised in Figure 4.4.

Figure 4.4 Process of theory construction

As | focus coded, there was a fluctuation and fluidity in moving backwards and
forwards through the data — trimming excess to unveil the core of the analytical form.
By using computer software, | started sorting and integrating codes developed. | sifted
through the codes to identify the most significant and frequent codes to develop

focused codes that would explain large sections of data (Charmaz, 2006).

A worked example of a part of the coding process leading to the development of
category Appraising Primary Care Services is provided in figure 4.5. Here, the open

codes are given coloured stripes from nVivo and grouped with the process of these
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moving from open to reduce into focused codes and displaying the pathway to being
part of the final conditional category.

Figure 4.5 Creating the property Authenticity and Normalcy as part of conditional
category development

Openlinitial coding Focused/axial coding Theoretical coding Creation of categories from interviews
Analysing oneself in others
Identifying what you need to do
Something always been fatght——
Feeling vulnerable Community belonging
Cosmopolitan city
Befing yourself

Authenticity and normaley ———— Appraising primary care services

Engaging with medicine as collective /
_/_
Taking action to help oneself
Questioning where to go
Knowing where to go is different
Sign of the times
Heteronormativity

In doing this, comparisons were drawn between codes developed from one interview
and across different interviews which helped to identify patterns | could see through
analysis (which did not ‘emerge’, as Braun and Clarke would recommend). In this
process, the properties of these codes were curated. An example of focussed coding

is provided in appendix 15

4.8.6 Theoretical Coding

Theoretical coding is a higher and sophisticated level of interpretation which allows
the researcher to further conceptualise the categories developed during focused
coding by specifying their relationships (Charmaz, 2006). Examining and specifying
relationships between and among different focussed codes helps in integrating them
into smaller or more analytical conditional categories. This process was undertaken in

collaboration with supervisors. The example provided in figure 4.5 documents how a
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conditional category ‘Appraising Primary Care Services’ was identified with
‘Authenticity and Normalcy’ forming key parts of the theoretical coding drawn from

earlier focused and then prior open coding procedures.

It seemed that an important step to create the context of HPV vaccination was the
decision making and lived experience surrounding the connection between identity
and the health services being negotiated. | compared interviews to look for similarities
and differences in the emerging pattern on how salient this was among participants. |
explore the concepts of community and the role of identity in later interviews. When
the concept and forms of community, variations in how the participants’ identity was
enacted surfaced. Hence, further analysis and exploration led to refinements and
developments of the conditional category “Appraising primary care services” , which
reflected that facilitating external (the systems and institutions, the knowing and
engagement of services as performances of belonging) and internal (the
normalisation, discourse surrounding performance of what the individual does and this
being in alignment with the ‘time’) were identified as important constellations

surrounding the relationship with other conditional categories.

The above sections have discussed the implementation of different levelling of coding,
drawing upon recommendations of various GT researchers. ldentifying a core
category which relates to other categories is also crucial for generating and integrating
theory. While Charmaz (2006) rejects the necessity of identifying a core category, |
believed that ‘Navigating Agency’ pulled all the standing of the conditional categories,
explaining the core social process as it relates to answering the research question. |
could see that the core category was manifesting itself as | explored the relationship
between the conditional categories. ‘Navigating Agency’ which is explicates the
navigation of knowledge of oneself, the permeability of services, and encompasses
the knowing and not knowing at the intersection of control related to intervention
agreement and engagement were automatically related to the conditional categories.
Figure 4.6 summarises the organisation of the multi-level codes used for developing

theory.
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Figure 4.6 Process of theory construction

163

Navigating Agency

Navigating
agency

Conditional Category

Focussed Coding

Properties

Theorising health

Meaning of health

Multiplicity of health

Absence of disease

Predisposing health

Distinct from
heteronormativity

Promiscuity

Temporalising health

Accepted risks of
STls

Permanency and
transiency

Being responsible for

Performing

Representations of
Human
Papillomavirus

health responsibility
Being independent from Not remembering
HPV

Lacking knowledge and
misconceptions of HPV

Genital warts

Encountering HPV
vaccination

Uptake

Non-uptake

Suggestions
improvements for

Knowledge and
awareness raising

GBMSM-HPV Improvement in
vaccination information and
service delivery
Authenticity and Community
normalcy belonging
Appraising Primary Evolving

Care Services

normalisation

Culturally competent
(sexual) healthcare

Knowing and not
knowing service use

Heteronormativity

Different services

4.8.7 Theoretical saturation, sampling, and sufficiency.

Theoretical sampling in grounded theory studies has been characterised to reflect

when a study concludes once theoretical saturation has been achieved (Glaser &
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Strauss, 1967). Saturation, then, could be understood to be when collecting data up
to a point where no new information or insight is obtained. In constructivist grounded
theory, theoretical saturation is similarly described as a situation in which new data
does not generate new theoretical understanding, and no new properties of core
theoretical categories are developed (Charmaz, 2006). This would mean, then, that
the analysis has accounted for the full spectrum of variation of the topic being

investigated.

The concept of theoretical saturation has been criticised as it suggests a tangible state
which is not practically feasible for many researchers. Gilgun (1994) argues that
‘researchers may never reach an absolute saturation” (p. 188). Indeed, they argue
that grounded theory research is “forever open coded” as it remains “open to the
possibility that the next case will challenge the existing constructs” (p.118). The claim
surrounding the adequacy for estimating the sample size required for saturation further

has no guidance (Charmaz, 2006).

As an alternative and more attainable concept, the notion of “theoretical sufficiency”
has been introduced as a goal for theoretical sampling. Theoretical sufficiency can be
used to describe a state in which the coding process is adequate (see data analysis).
In the case of this project, the end of the sampling was reached when | was
approaching a point at which | felt increasingly confident that | kept hearing the same
stories from interviews which offered no new insights. In view of the controversy
surrounding the issue of data saturation and in line with Day’s suggested term of
‘theoretical sufficiency,” | decided to stop collecting data when | felt that these had
sufficiently clarified the relationships between my main categories during the final
stages of theorising. In fact, towards the end of my data collection, clarification of these

relationships became the sole focus of my data collection and analysis.

4.9 Constructivist Grounded Theory Interviewing and Analyses: Manifestations of
reflexivity
4.9.1 Introduction
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Much of this thesis has spent time discussing the researcher as a tool — a primary
mechanism within the qualitative methodological approach reflected in constructivist
grounded theory and its application to the research reported. It is pertinent, then, to
reconsider this discussion — how the relative position and perspective of myself as the
researcher within the lifecycle of this project has been, and what has informed
considerations and perspectives which satellite the ‘doing’ the data collection

interviews and subsequent analyses.

| employ the following section informed by auto-ethnography, which allows
investigation of personal experience where the purpose is to allow the features of
‘culture’ conveyed here to be familiar to the reader regardless of their — and my —
positionality in the occupation of such ‘culture’ (Ellis, Adams, & Bochner, 2011). This
is further supported by reflections on qualitative practice in the considerations of the
ways in which the actions and understandings of myself as the researcher contributed
to the modes in which was done. Therefore, by exploring my positionality and the
mediating relationship between the social and the cultural, this section aims to be

reflexive in line with the expectations of qualitative rigour.

The results presented in Chapter 5 represent an end-point of the doctoral research
journey, including experiential learning which cannot be interpreted as independent in
the journey of producing this thesis. As the doctoral journey progressed, there were,
as in any project, challenges and unexpected developments, relative decisions being
made in response to these (in alignment with the supervisory time) which may be

excluded in the conventional description of a research output.

As part of a commitment to reflexivity, in this section, | take this as an opportunity to
align with Gough, who reports such reflexivity offers a ‘critical attitude towards locating
the impact of the research(er) context and subjectivity on project design, data
collection, data analysis and presentation of findings ... which facilitates insights into
the context, relationships and power dynamics germane to the research setting
(Gough, 2003, p. 22).

Reporting this reflexive practice is not to be indulgently self-referential, but to provide

enough information in the critique of the work explicated here that the reader might be

165



166

satisfied that | have been self-critical in the work as the individual producing such work
and to reflect on my own experience including wider issues surrounding social science
research and practice. Indeed, this is congruent with Charmaz’s (2006) view that
‘acknowledgement and self-reflection of one’s positionality is critical for both the

grounded theory researcher and research process’ (p. 482).

4.9.2 Qualitative interviewing at the intersection of sexual identity

With regard to my positionality within the research, Maykut and Morehouse (1994, p.
123) purport that the qualitative researcher’s perspective is ‘perhaps a paradoxical
one: it is to be acutely tuned-in to the experiences and meaning of systems of others
— to indwell - and at the same time to be aware of how one’s own biases and

preconceptions may be influencing what one is trying to understand’.

The researcher's membership in a group, or multiple groups, is relevant as this plays
a direct and intimate role in the data collection and analysis. Indeed, Rose (1985)
relayed ‘there is no neutrality. There is only greater or less awareness of one’s biases.
And if you do not appreciate the force of what you’re leaving out, you are not fully in

command of what you’re doing’ (Rose, 1985, p. 77).

As a queer-identifying man, it cannot be ignored that the health of other gay, bisexual,
and other men who have sex with men (GBMSM) to some degree involves me in some
shape or form. The topic of understanding targeted HPV vaccination, this thesis, may
readily invoke negative associations of self-indulgence. But underlying these

associations is that of subjectivity.

As a burgeoning researcher, | have been taught that “good” research is often objective
research characterised by a distant or unbiased researcher which is independent or
impartial to the topic. Subjectivity, then, is not highly valued and may bely a sense of
self-involvement. At the same time, in engaging with this qualitative work, 1 am
reminded that such types of qualitative inquiry are fraught with challenges for the
researcher, requiring a ‘balancing act’ (Jones, 2005, p. 764) as the researcher must
negotiate attention to cognitive domains of ‘trust’ while expressing the affective
dimensions of one’s narrative (Paton, 2002).
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| am mindful of is the pursuit of studying HPV vaccination. This PhD was one that was
advertised very broadly — simply, the intersection of HPV and ‘men’. | had recently
completed an MSc by Research in Psychology in England which explored HIV
prevention through mobile health (mHealth) technologies among men who have sex
with men, and so | felt a growing sense of want - and confidence - to explore men’s
health. Therefore, I'm mindful that my passion was tethered to doing research and that
is why | was getting this PhD and sought to become an applied health researcher at

the intersection of men’s health.

Prior to this corpus of work, | did not understand how people conducted research,
especially those who were invested in particular (qualitative or quantitative) modes of
inquiry and how close this was to how people viewed themselves as scholars and as
people. As | became more involved in research, the questions | asked, how | was
asking them, and how | sought to address these questions were inextricably linked to
how | viewed myself as a researcher and concerns related to establishing legitimacy

in this career.

This project, early in my career (I hope), was navigated because | wanted to better
understand health interventions and health research and how large-scale
interventions (like vaccination programmes) are engaged. In particular, | wanted to
understand why some people receive interventions and others may not. | went into the
study wanting to know more; however, knowing that all ‘men’ was too broad of a
subject, | focused on a particular population of GBMSM. This, then, has an early
element of ‘me-search’ in that | am a queer man with the same or similar risk profiles
which made my participants eligible for the research and eligible for the intervention |
was researching. Given this, | still sought to be “objective” and to do “good research”
at the intersection of qualitative research studying HPV-GBMSM vaccination and
create a degree of separation from my topic and who | am as a researcher and my

positionality.

| viewed the research process as a rational one, in that the question and problem
guided the methods | used. Even though | intellectually understood that my research

approaches were tied to my worldview and how | understood knowledge, the growing
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understanding of how these are tied to my worldview is a sophisticated intellectual
understanding still being fully realised. | found myself replicating the same research

methods studying | had received — that the research is tied to the research question.

While | still agree to that to a certain extent, | understand through this process that it
is more complex and that questions we ask and methods we use are very much tied
to who are as researchers. There has been a realisation through my navigation of the
intrinsic “messy” nature of qualitative work (Clarke, 2021, p.1) in that research
methods or questions do not exist in a vacuum or independent of one another,
including the one writing. There is serenity in the understanding that there is a greater
interplay between who | am as a person and who | am as a researcher. This has
manifested in the portrayal of the data and the architecture of this thesis — it has taken

a certain amount of time coming into my own sense of self as a person and researcher.

In this thesis, the data and its presentation reflect a degree of jadedness that | still
negotiate. | understand, now, that | will continue to be concerned with the perceptions
of others, and readers, that this research could be perceived as self-focused or self-
referential and so to attended these concerns | have written myself out of the process.
In this moment, as this doctoral work sits at this juncture of my career as a researcher,
it is only through mindfulness and a degree of hindsight that | can reflect on how the
research endeavours many (lucky) individuals are afforded to engage with will forever
have some degree of overlap to the one researching. This research is not something
that is self-centred and self-referential in ways that seem narrow and self-serving, but
is a manifestation of a mode of inquiry that has helped me maintain the desire which
was reflected in my want to research and be an applied health researcher — to inform
change and to make the health of those akin to my positionalities in their many

identities better.

4.9.3 Qualitative interviewing at the intersection of sexual identity

The context of the methods implemented in this research is important to
acknowledge as it is crucial to ask how aspects of the context influence the research

and the people involved.
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In this project, social media and third sector organisations were used to disseminate
recruitment information for GBMSM. The decision to use these methods cannot be
separated out from myself as an individual. | am not native to Scotland, and had indeed
moved to Scotland because of this research. Therefore, it cannot be ignored that this
had an impact on myself as the researcher and the research environment which
created a context for the reality of interview participants. In this section, | pay particular

attention to the influence of the research context at the intersection of my positionality.

This divergence from an aligned social/cultural position with GBMSM was discussed
in project meeting and supervisions which provided critical spaces for reflexive
practice. Reflections on design and recruitment permitted a discussion on gaining
entry and constituting spaces for qualitative interviews when the time for primary data
collection was approved. The decision, then, was — in relation to my new-entry status
into Scotland — to seek out collaboration with GBMSM-adjacent organisations as
gatekeepers to Scottish GBMSM in which to engage with through qualitative
interviews. Gatekeepers are individuals or organisations who ‘stand between the data
collector and a potential respondent. Gatekeepers, by virtue of their personal or work
relationship to a respondent, are able to control who has access, and when, to the
respondent’ (Keesling, 2008, p. 299).

The utility of using organisations to assist dissemination and recruitment is not
uncommon in qualitative research and in relation to health-related research. This
project is no different and relied on the goodwill of gatekeepers at Waverley Care,
Scotland’s leading HIV and Hepatitis C charity and LEAP Sport Scotland. As | was
aware that gatekeepers can facilitate or hinder the researcher, as they have
autonomous right to permit or deny access to their information, space, and personally,
| conducted a presentation prior to recruitment to explain the research and address
any concerns regarding the research aims and objectives. This is important as it aligns
with that of De La Cuesta Benjumea (2014) in how “gaining entry into the field is, in
truth, a process in which personal relationships play a fundamental role” (p. 483).
These relationships played an important role in gaining access to the participants in
qguestion. This will also, indirectly, impact who participated in the study also.
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4.9.4 The researcher-participant relationship

For this particular project, my location as researcher with some commonalities with
the subject and participants is a unique one; one in which both | and my participants
experienced and voiced. This is the greyed ‘researchscape’ as outlined by Jootun et
al (2009, p. 42) in which postulate a researcher must take a hybrid position, neither
outside nor inside: a researcher who undertakes research in practice area of others
and is familiar with that research area

Throughout reflecting on the process of the study, the significance and dynamics of
(my)’'self and that of [the] ‘others’ within the field research must be acknowledged as
these empower the understanding and interpretation of the research findings
presented (Allan and Arber, 2018). An informed reflexive consciousness on this
relationship is critical to support the promotion of transparency, trustworthiness and
increased legitimacy to this doctoral research. A relationship that is based on trust
should be created and strengthened between myself as the researcher and the
participants | am researching with. This is true across all ethnic, racial, economic, and
gender boundaries as the status or identified | self-identify with influence the research

process (Buscatto, 2016).

Figure 4.7 Hybrid position of outsider-insider perspective

D Hybrid Lo
Outsider position | . | Insider position
| position I
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(Adapted from Jootun et al (2009, p. 44)

Being an outsider with a different nationality and cultural background had some
advantages. | could probe Scotland-specific experiences and insights without taking
them as absolutely right or natural, and could provide insights from a new lens.
Likewise, interview participants tended to provide detailed explanations about the
socio-cultural systems navigated, as they may have assumed ignorance as a

foreigner.

This allowed the concerns of sex and sexuality — adjacent to the topic of HPV and
HPV transmission — to be explored in more detail. My English nationality placed me
as an outsider, but sometimes | was repositioned by participants as a queer person
who (may) share common values and social systems. Here, | could reflect on the
degrees of proximity between myself and participants (Ganga & Scott, 2006). During
some interviews, while participants expressed their experiences of positive healthcare,
or personal reflections on being a part of a (LGBTQ+) community, | felt a strong
unfolding of empathy keeping in toe with the rhythm of the interview.

Navigating participant recruitment as a recent entry into Scotland is an experienced
faced as being part of my position as an outsider researcher. While | have argued that
my queeerness affords some degree of congruence with GBMSM, as mentioned, the
experience of GBMSM is not monolithic and therefore personally — and intellectually
— the understanding of the lived experience of Scotland-residing GBMSM is a
knowledge created and crafted during this doctoral work. As a queer English person,
my understanding of national- and regional-level interventions supporting GBMSM,

though limited, was assuaged by occupying a perceived relevance to participants.

4.10 Summary
This chapter outlined and rationalised the approach to primary Constructivist

Grounded Theory study used to answer the research question:
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“What factors contribute to — and influence — the receipt of the Human

Papillomavirus (HPV) vaccine amonq Gay, Bisexual, and other Men who have Sex

with Men in Scotland?”

Consistent with CGT, data analysis was ongoing throughout the data collection and
culminated in the construction of a substantive grounded theory. Chapter 5 will

present the theory and study findings.
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5 Chapter 5: Findings

What will this chapter discuss?

This chapter will:

e Present the primary research grounded theory and its constituent parts

e Substantiate the proposed theory with quotes from interview data

¢ Document the relationship between categories as outlined in the theory

5.1 Introduction

The following findings chapter presents the details analysis and creation of the
Constructivist Grounded Theory (CGT) model of the perceptions and experiences of
seventeen gay, bisexual, and other men who have sex with men (GBMSM) of Human
Papillomavirus (HPV) and HPV vaccination (see figure 5.1). These were created from

the seventeen participants (see table 5.1).
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Conditional Category 3: Appraising
Primary Care Services

Figure 5.1 Diagram of the primary CGT model

This chapter will outline the categories which are presented and analytically
interpreted. The aim of this chapter is to present the interpretive findings in a way that
displays the conceptual depth resulting from the analyses with a discussion of how

these results are situated in the literature in the discussion section later.
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S/INo |Pseudonym / PS|Age Gender Sexuality | Ethnicity Employment HPV Vaccination | Health board
Number Status (Out of 3)

1. LF/ P0OO1 28 Cis male Gay White Scottish | FT Employed | 3 Lothian
2. JG/ P002 33 Cismale Bisexual | White Scottish | FT Employed |3 Lothian
3. MW/ P003 35 Cismale Gay White English | Student 3 Lothian
4. SW/ P004 29 Cismale Gay White British Student Unsure Lothian
5. JB/ PO05 28 Cismale Gay White Scottish | FT Employed | Unsure Lothian
6. JW/ P006 32 Cismale Gay White Scottish | FT Employed | 3 Lothian
7. AR/ PO0O7 42 Cismale Gay White Scottish | Student 3 Lothian
8. IM/ PO08 48 Cismale Bisexual | White Polish FT employed |0 Tayside
9. PK/ P009 34 Cismale Gay White Scottish | FT Employed |1 Lothian
10. SM/ P0O10 27 Cismale Gay White Scottish | Student 0 GGC
11. BM/ PO11 28 Cismale Gay White British FT Employed |0 Lothian
12. HM/ P012 24 Cismale Gay White Scottish | Student Unsure GGC
13. KM/ P013 29 Cismale Gay White Scottish | FT Employed | 2 Tayside
14. SiM/ P014 28 Cismale Gay White Scottish | FT Employed |3 Lothian
15. LB/ P0O15 29 Cismale Gay White Scottish | FT Employed |1 Borders
16. JT/ P0O16 24 Cismale Gay White Scottish | FT Employed |3 Borders
17. DL/ PO17 31 Cismale Gay White Scottish | FT Employed |3 Borders

Table 5.1 Primary research study participant demographics
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However, it must also be noted the creativity

and inspiration borne out of CGT analysis. As Charmaz (2011) describes:

“The acts involved in theorizing foster seeing possibilities, establishing
connections, and asking questions... When you theorize, you reach down to
fundamentals, up to abstractions, and probe into experience. The content of
theorizing cuts to the core of studied life and poses new questions about it....
Constructing theory is not a mechanical process. Theoretical playfulness enters
in. Whimsy and wonder can lead you to see the novel in the mundane (pp.135—
136).”

Each of the three conditional categories and their constituent parts are conceptually
related (Birks and Mills, 2015) with each accounting for factors that relate to the core

category. This construction is directly related to the research question.

Across several (re)iterations of the grounded theory process is the utilisation of
diagramming. For Strauss and Corbin diagramming is central to the coding process
reflected in logic diagrams such as flow charts (Strauss and Corbin, 1990, 1998). As
a tool denoting the analytical process couched within the construction of the findings
in this chapter, there were several reconstructions of the grounded theory presented.
Diagramming assists in the management of dense and significant analyses which
represented — and was a result of — a stringent and arduous, critical and cyclical
process of data analysis and reflection. As the analytical journey developed and the
conceptual depth set forward the diagrams evolved and developed too. Diagrams
afforded the possibility to manifest the process of generating, exploring, and recording
ideas which plagued the writing up stage of this thesis. Thus, the advantage of
diagrams in that they allowed a ‘visual representation often [clarifying] the author’s
thinking and increases the reader’'s comprehension’ (Whetten, 1989, p. 491) was

enacted.
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5.2 A Grounded Theory Model of Locating Human Papillomavirus (HPV)
vaccination in the sexual health of Gay, Bisexual, and other Men who Have
Sex with Men (GBMSM)

For clarity, each of the core and conditional categories are summarised thus:

Navigating
Core Category A
gency
4 ~N
— Theorising Health
7]
K]
S . J
&
8 ( Representing
= [ | Human
g Papillomavirus
g= (HPV)
S
5
O ( A
Appraising
—  Primary Care
Services
. J

Figure 5.2 A layered matrix model of the primary CGT model

The Core Category: Navigating Agency — this represents participants’ journey of
engaging with healthcare and the experiences of brokering control and vulnerability in

the navigation of health interventions. This includes

¢ Conditional Category 1: Theorising Health
¢ Conditional Category 2: Representing Human Papillomavirus (HPV)

¢ Conditional Category 3: Appraising Primary Care Services

A model to illustrate the inter-relationship of the constructed categories has been
created (see figure 5.2). The model is deliberately designed with the categories
outlined in concentric circles to convey the systemic and dynamic processes — rather

than linear — encompassing how GBMSM think, relate, and enact HPV vaccination.
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This means that GBMSM may be engaging in all processes concurrently rather than
consecutively and may be in different stances in the consumption of the HPV vaccine.
The data have suggested that GBMSM tend to engage in several positionality and
reflexive processes relating to their health regardless of experiencing HPV
vaccination. The arrows on the diagram, which connect each of the circles with each
other, represent the inter-relationships between categories and their properties.

Conditional Category 3: Appraising
Primary Care Services

Figure 5.1: Diagram of Grounded Theory

5.2.1 The core category ‘navigating agency’

‘Navigating agency’ relates to the relational processes GBMSM engage in when
navigating the clinical presentation of threats to their health (such as HPV) in the
institutional setting(s) such as the clinic mirrored with their understanding of the
presented threat. This process of reflection, lending control over the assertion of
decision making, reflects a social process which strives to achieve a healthy
equilibrium when the construction of a threat simultaneously with its prevention co-
occurs. Navigating agency’ serves as the central mechanism for understanding
GBMSM-HPV vaccination from the GBMSM perspective. As a substantive theory
underpinning the experience of GBMSM with HPV vaccination, ‘navigating agency’
necessitates GBMSM organising and navigating a constellation of individual

autonomy and self-governing of one’s behaviours to reflect upon oneself and their
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health constituted within social relations and intertwined with the construction of
identity. This core category reflects the feeling of positioning one’s understanding of
their health and situating this in a new biomedical intervention (vaccination) to

prevention a newly articulated threat to health.

Th development of ‘navigating agency’ as the core category, encompassing three
conditional categories, emerged from analysis of the data which is central to any
grounded theory (Strauss and Corbin, 1998). This core category had centrality in the
data as it was pivotal to participants’ relationship with HPV vaccination and had
variability in that, though conditions vary, the central meaning remains constant. The
core category was prominent throughout the data and explained how participants

initiate, manage, process, and enact HPV vaccination.

5.2.2 Conditional Category 1: Theorising Health

Foremost, understanding where HPV knowledge and experiences are located within
the sexual health of GBMSM must be cognisant of the related beliefs which influence
the participants’ approach to conceiving health and illness and ultimately the receipt

(perceived or experienced) of the HPV vaccine (see figure 5.3)
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Theorising
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Figure 5.3 Conditional Category: Theorising Health

This is pertinent as definitions of health and healthy behaviours are considered
constructs that can be formed and changed overtime. The ways in which the local (in
relation to primacy, not geography) “world” of culture in which GBMSM construct their
macro views on health and their social location in relation to them was described which
provided a theoretical foundation for which their attitudes and perceptions of HPV and
HPV vaccination is situated within and plays off. Health amongst participants was
couched within capability — the act of being healthy is doing something to enact health

namely through fitness and lifestyle.

Health and well-being were also perceived from a socio-political context. Achieving
and maintaining good health through adopting a healthy lifestyle (with considered
practices relative to this) were intrinsic to being a healthy gay, bisexual, or man who
has sex with men. There was a sense among GBMSM that health was ever-present
in the consciousness of them as LGBTQ+ people (predisposing one’s health).
GBMSM appeared to attenuate to several relational processes to their health explored
in ‘temporalizing health’. GBMSM also discussed what health meant and the
parameters of this involved in ‘multidimensional state(s) of health’ as well as the
‘narratives of responsibility’ relating to maintaining health.
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‘Theorising Health’ as a Conditional Category is borne out of an analysis which
considers the ways in which participants thought about ‘health’ and the properties of
‘health’. Data analysis, as outlined below, demonstrates how this conditional
understanding of health is pivotal when considering the opportunistic offering of the
HPV-GBMSM vaccination programme as a mechanism to engage with ‘health’. The
properties of health and how they are combined into an understanding of what ‘health’

is form participants’ narratives demonstrates the salience of ‘health’.

Moreover, to optimise our understanding of, and opportunities to positively influence,
lay GBMSM'’s health-related behaviours reflected in HPV vaccine uptake, it is
essential to understand the health worldviews of GBMSM as target recipients of the
vaccine. To understand the processes which influence HPV-GBMSM vaccination this
conditional category serves to outline how the concept of ‘health’ is embedded within

a network of health ideas, expectations, practices, and institutions.

The ways in which participants outlined the properties of ‘health’ was the first
conditional category to emerge from the analyses. It represents one of the main
theoretical contributions of this thesis. Participants specifically discussed a, relatively
homogenous, set of practices related to enact and manifest ‘health’. This category
began to be constructed after a series of initial codes were compiled from the initial
interviews. Using constant comparative method to look for similarities and differences
between the interviews, a reoccurring pattern was noticed within the data. | considered
what these codes implied. | began to consider and combine initial codes which
assisted the analytic direction of this conditional category. Promising tentative
categories and conceptual properties began to be manifested as interviewed
proceeded. The category ‘Theorising health’ was constructed from a series of focused
codes: ‘meaning of health’, ‘predisposing health’, ‘temporalizing health’ and ‘being
responsible for health’.

5.2.2.1 Focussed Code: Meaning of Health
As a focussed code within ‘Theorising Health, ‘meaning of health’ focuses on how
participants construct definitions of health (and iliness). A distinct point in this category

is that participants were not asked to examine any illness-specific beliefs and
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behaviours related to specific populations afflicted with, or at risk from, a particular
illness (e.g., the health beliefs of gay men of HIV infection). Questions posed about
health to participants were very open-ended. For example, ‘what comes to mind when
you think of ‘healthy’?’ or ‘What does ‘health’ mean to you?’ (see figure 5.4). Yet,
across the interviews, participants often struggled to account for and define what

health meant for them:

Interviewer: When you hear the term ‘healthy’, what comes to mind?
P0O07: “Erm, healthy? [pause] Go into the gym, going out for a run, not eating

rubbish. Erm yeah

Meaning of
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Figure 5.4 Properties of Meanings of Health

Throughout the interviews GBMSM gave insight into their views on health and what
health means to them and how health intersects with other aspects of their lives.
GBMSM perceptions and constructions of health and illness are presented under the

following properties: 1) Multiplicity of Health, and 2) Absence of Disease
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5.2.2.2 Multiplicity of health
The theme ‘multiplicity of health’ occured most consistently in participants’ narratives
where they were first considering health and the discourse of its description. For many

participants, the body as a manifestation of health was frequently described such as

‘arm health...physical health rather than anything else comes to mind’ (LB).

Participants often associated functioning at a variety of levels as reflective of being
healthy. Some examples provided were what participants felt were normal activities,
such as:

‘go about [your] normal life’ without anything impeding on you’ (JB)

Or from participant JW:

“So for me to be healthy is to not become diabetic and be fairly fit, and be
energetic and be able to walk three flights of stairs and not be all puffy and not

be able to continue with your day.”

The ways in which the health served as a function was especially marked by
discussions of independence and freedom. The potential for one’s health to become
unhealthy is therefore marked by measuring the extent to which one can function. As
said by HM:

“Having no condition or ailment that kind of stops you from living your day to
day life you know to be able to do things with you friends like go for hikes or
runs or walks or even play sports and to just be the same as everyone else you
know not being the first out of breath or you know singled out as the slowest”
(HM, 24, Gay)

More complex and sophisticated descriptions of health drew in the idea of well-being
where some participants accounted for mental-health and emotional states.
Perceiving health as a combination of the physical as well as the emotional was also

apparent in the interviews. For example, JT described health as the physical
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‘and obviously mental health important as well, like knowledge knowing your
triggers yeah’.
This was extended in some participants that also thought health was also multifaceted.
For example, PK considered health to be
‘kind of firstly healthy and happy and two is to be physically well | think it has

two strands’.

Indeed, the emotional state of the individual was further explored in MW (34, Gay) that
said:
“To be healthy [is] to have a good positive mental attitude and taking care of
yourself you know things that are basically all of those trying to be as positive

as possible avoid things that stress you out and get you down”

5.2.2.3 Absence of disease

The property ‘absence of disease’ was created to encapsulate the consideration
participants afforded to considering their health in a reflection of not being impacted
by illness. Although none of the participants reported living with any health conditions,
the findings suggest that they have a particular attention to considering optimal health
as their physical/emotional wellbeing being impacted. ‘Absence of disease’ also
speaks to some of the responses that participants employed as a way of navigating
stigma attached to some health conditions, and to protect themselves from the

potential of experiencing stigma-related to health conditions.
The category emerged as initial codes and how these were raised when a consistent
pattern, unprompted by participants, considered health as free from illness. For

example:

‘...not require any medical intervention to be able to independently live and

achieve the things [you] want to do’ (BM, 29, Gay).

In this view, BM considered their health to be independent of medical intervention.

This was similar with SiM who also considered health to:
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‘not having any sort of sickness or iliness that needs to be managed through

medication’.

Further to this, participants emphasised a range of (daily) operations considered
integral to health and wellbeing such as exercise, eating healthily, taking vitamins,

avoiding a poor diet. As JT described,

“It [health] would be like to eat healthy to exercise like maybe once or twice a

day or a week to make sure they’re going outside every day”.

The ways in which the health served as a function was especially marked by
discussions of independence and freedom. The potential for one’s health to become
unhealthy is therefore marked by measuring the extent to which one can function. As
said by HM:

“Having no condition or ailment that kind of stops you from living your day-to-
day life you know to be able to do things with you friends like go for hikes or
runs or walks or even play sports and to just be the same as everyone else you
know not being the first out of breath or you know singled out as the slowest”
(HM, 24, Gay)

5.2.3 Focussed code: Predisposing one’s health

This focussed code represents participants’ system of knowledge relating to their
thoughts, understanding, and knowledge of what societal environment shapes the
health and their location within it. Data implies that the societal environment could
either enable, enhance, or present threats to their health distinct to others. One facet
of this system of knowledge is how participants consider themselves about their social

location.
Through analysis of participants’ narratives some elements of health related to the

conditions which shape it were discussed in two concomitant arms: distinct from

heteronormativity and promiscuity.
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The theme predisposing one’s health (see figure 5.5) — is a consideration of how
participants considered their epidemiological category (e.g. as gay, bisexual, and
other men who have sex with men) as way to interact with each other, and previous
threats to health considering them at risk. How participants socially organised
themselves related to their health is important and is pivotal when considering patterns

of health prevention and promotion efforts targeting these.
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Figure 5.5 Properties of Predisposing one’s health

Predisposing one’s health focuses on how participants discussed the meaning making
of themselves as individuals and co-located within their sexual orientation relative to
risk and threats to their health (outlined above). Therefore, popular knowledge, moral
reasoning and cultural presumptions that may enhance or reduce biotechnologies

must be considered to ground knowledge for their relative practices.

When discussing experiencing the construct of health (as outlined above), the lack of
universal pattern of health demonstrated how participants’ experiences of health
intersected with their social location as GBMSM. The theme of ‘predisposing one’s
health’ focuses on how participants accounted for the multiple roles/statuses that they
occupy at any given time. For many participants their belonging to identities such as

their age, gender, and sexual orientation. These represented social forces and
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overlapping systems of influences which shaped participants’ perception of

antecedents of risks to their health.

As a property of ‘Theorising Health’, then, ‘predisposing one’s health’ centres upon
issues relating to the view of health through the prism of GBMSM identity. From these
narratives, participants discussed, with varying degrees, how them being GBMSM
positioned their health differently to that of their heterosexual male counterparts.
Participants’ predisposition as GBMSM is an important, pervasive, narrative across
interviews as several GBMSM-related influential conditions were mentioned including:
GBMSM drinking more to assuage the prevalence of depression among gay men,
heightened culture of capsulised sex, social isolation or being disconnected to one’s

‘community’.

5.2.3.1 Distinct from heterosexual population

The ways in which GBMSM viewed and experienced their health were illuminated
through their descriptions of their social location as a counternarrative to the
heteronormative dominant narrative in society reflected in ‘straight’ men (and the
perceived construction of how heterosexual men consider their health). These
counternarratives of distinctness created an orientation for how GBMSM participants

construed their health and different degrees of risk reflected in their identity.

Below, LB, discussed how the casualisation of sexual cultures among GBMSM

impacted his view of how he situated himself within this pervasive discourse:

“I think there’s a danger of ... exploring quite deeply for that sort of sexual things
you enjoy and you like or you put yourself into situations that maybe
heterosexual people wouldn’t put themselves into as quickly And there’s
certainly an idea that has the same relationship with the sort of casual nature
of sex among gay people and heterosexual people you know they don'’t really
have those forms of relationships but | don’t know, | wouldn’t think there was
that sort of same instantaneous for heterosexual people unlike with gay men
you know you can log on to an app that is specifically designed for that and |

don’t hear that from my straight friends... maybe they use them to get out their
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frustrations with themselves which then goes back to how easily you can find

yourself in a compromising scenario | don’t know you know”

As demonstrated by LB account above, some participants were conscious of how
STIs/BBVs were more pervasive in GBMSM when compared to heterosexual men.
This brought to attention:

“...yeah you know everyone today can obviously get STDs as well and its quite
high rates generally but i’s seen more in gay people than straight people don’t

think about how that different exists how you get the STI you know” (SiM)

Some participants articulated other heightened threats to health for GBMSM

compared to heterosexual men:

“...I'would say gay and bisexual men are more prone to drinking, because in
my experience, mental health issues affect a large proportion of gay men and
bisexual men. So, they drink to forget or help. They take drugs to forget or help.
They never go and seek help for it though really” (MW)

5.2.3.2 Promiscuity

A clear distinction, then, was made between participants’ understanding of the risks
attached to being GBMSM in reflection to the lack of shared experience of risk for
heteronormative males. Many patrticipants described a normative assumption being
made of GBMSM that they are more promiscuous and more likely to have more sexual

partners than heterosexual relationships:

“[They] all think that being gay means sleeping with every guy around [SOUTH
EASTERN CITY]” (HM)

“Some guys are just really easy and so it makes us all look like we’re
promiscuous. I'm not. It does get frustrating sometimes having to say you know

just ‘cos am gay doesn’t mean | sleep with more guys” (DL)
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5.2.4 Focussed code: Temporalising Health

This focused code refers to the construction of illness as it relates to the transience
and temporality of infection in some sexually transmitted infections (STls) and how
this is placed at odds with some blood borne viruses (BBVs) including syphilis. Thus,
while internalised conceptions of health (outlined above) were documented in
participants’ accounts, another central process to theorising health was how
participants considered time and the concept of risk and measured this against

sexuality and health (see figure 5.6)
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Figure 5.6 Properties of Temporalising Health

5.2.4.1 Accepting risk of STlIs

Acceptance encompasses a process of coming to terms with a perceived (and real)
heightened risk of sexually transmitted infections (STIs) and bloodborne viruses
(BBVs) among GBMSM. Participants reported that — through this process — there
came a knowledge and a sense of ubiquity that the sex life of GBMSM posed a higher
level of risk of STIs and BBVs intrinsic to being GBMSM. BM addressed the notion
that the ‘context’ (later considered to be the LGBTQ+ community) offered a

presumption of being exposed to an STI/BBV.
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“...I don’t know yeah | mean | suppose the context in the context that it’s
something that most people will get and potentially get away and so potentially

will go away a bit in the same way as kind of herpes” (BM)

“Who hasn’t had the clap [Chlamydia] these days” (JG)

It was reported by participants that acceptance of this perceived susceptibility to
STIs/BBVs demonstrated a heightened health consciousness for GBMSM. As KM

described:

“l think we [GBMSM] probably worry about it more, | think we probably are
conscious of our health more than they are and yeah, “d go with that... | think
that’s because | think there’s a potential that the potential infections that can be
contracted more easily through our sexual activities and cause us to be slightly
more concerned and | think there’s an educational point around that that’s not
necessarily there is just for us to be concerned about | think everyone needs to

look after their sexual health and take it very seriously.

Regarding the recognition of STI infection and its perceived heightened prevalence
amongst GBMSM, some participants had considered this due to public health
promotion messages and the perceived saliency to their health. The internalisation of
these messages sometimes led GBMSM to consider each other for presenting and
maintaining this risk (as discussed in promiscuity). It also often led participants to
consider threats to their health as inevitable, especially if the individual was aware of

the risks in the type or sex they enjoyed:

Interviewer: “Have you ever asked anybody to not engage in a certain type of practice
when you’ve previously found it to be putting you at risk of a re-infection?”

“Yeah and no | mean it's not like I've ever had an infection before I've just, like,
spoke to them and say “you know what, we want to do this so let’s do this” like
before when | had gonorrhoea | wasn'’t sure how the guy gave it to me but | had
a relationship before that where we didn’t do much like this was gonna happen”
(DL)
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In some situations, then, the give and take between knowing and risk and the relative

inevitability was conscious for some participants. As KM later discussed:

“But | think we perhaps know slightly more and therefore what is slightly more
or don’t know enough and therefore make mistakes or act in a way that we

shouldn’t and therefore worry after that”

5.2.4.2 Permanency and transiency

The participants’ assessment of the temporality of some threats to health was a
constant factor which shaped how they theorised their health in the interviews. Many
participants discussed that while STIs may be more common among GBMSM, the
implications regarding how long the STI/BBV impacted their health influenced
perceived severity. HIV was the BBV which all GBMSM argued was incredibly

devasting to their health because of the irreversibility of its acquisition

“Obviously the big one being HIV and any other sexually transmitted infections
comes second to that and Chron’s disease is a big issue that nobody talks
about too... especially where gay men are concerned to me you have more
classic forms of HIV and gonorrhoea and syphilis and those sorts of standard

ones if you like | guess” (HM)

The interview data characterised a pattern of reflection and risk stratification in how
participants perceived the degree of severity of some BBVs and how these were
then compared to some STIs which then were reflective of their overall constructions
of health. Some participants shared the perspectives that STIs such as chlamydia
and gonorrhoea were low in perceived severity, for some participants, because they
could be treated or cured. Since some STIs require an injection or course of
antibiotics, such decision making then — as presented by JG — is reflective of wider

thinking informed by age:

‘I don’t think it affects [younger GBMSM] as much as it should. For example, in

their head there’s a cure for everything almost now when actually there’s not |
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mean HIV is not curable its preventable but its only preventable with condoms
more so and there’s types of syphilis out there that are not curable by tablets at
the moment or injection so | think there a bit sort of complacent of everything at
the moment... It comes from because you go to the [SOUTH EASTERN
CLINIC] and they’ll say ‘right you’ve got gonorrhoea, here’s a jab to arm or
chlamydia here’s four tablets take them don’t have sex for 10 days’ or three

weeks or whatever the thing | and then there’s just something good to go again”

Moreover, in line with some affective thinking considered in the view that some BBVs
and widely STIs are manageable, some participants employed the heuristic in
assessing other GBMSM as a vehicle for mitigating permanent and transient

infections:
“There comes a point where you can just tell who is who in [SOUTHERN

EASTERN CITY] and whether they’re bringing more than just what’s in your
pants into your bed with them” (BM)

192



193

5.2.5 Focussed code: Being responsible for health
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Figure 5.7 Properties of Responsible for Health

A consistent social process identifiable within the data relating to participants’
constructions of their own individual behaviours as they relate to their health was the

perceived importance of responsibility (see figure 5.7)

Many participants described STl and HIV testing as an intrinsic part of how they
maintained their health manifested through knowing their STI/HIV status(es). Often
participants cited the recommended HIV/STI testing period of every 3 months as
outlined by the British Association for Sexual Health and HIV (BASHH):

“...yeah | go out and get tested every 12 weeks like | should” (KM)

This viewpoint is succinctly captured by another participant who stressed being

mindful of risk pre-emptively:

“...Look after myself too like going to the clinic taking responsibility for myself

to know what am getting myself into the next time so to speak” (SW)

193



194

Clinical attendance, then, to some participants positions themselves as actively being
responsible. The imperative of engaging with STI/BBV testing as one mechanism for
responsibility is situated in the Self and moralised as doing the right thing by engaging
with their health.

“You can’t wait for symptoms you gotta go out and get tested or just not sleep

with guys cos then you’ll get something” (JG)

The consumption of STI/BBV testing is then a manifestation of health one should be
buying into, and practising given the predisposition of STIs/BBVs among GBMSM
considered (and outlined above). Accounts of STI/HIV testing were framed within an
ethic of care in which one should assimilate into a healthy lifestyle for themselves and
for potential sexual partners in the community. As PK explained:

‘I didn’'t get tested as much as | should but since breaking up with
[BOYFRIEND], | don’t know, you don’t want to be that guy thinking back on

what you could’ve done before you got something”

Some participants described engaging with testing services as a responsible action

because it was an established collective responsibility:

“In the gay community very much think it’s [sexual health testing] just standard
practice. And | suppose | do, Il say ‘hey, get down and get tested’ Because |
know | give [FRIEND] grief sometimes and [they] do go eventually when it
comes to it and we all forget we all forget to go or don'’t feel the need to ‘cos we

don’t have any symptoms.” (LF)

Other participants noted personally engaging with BBV/STI testing without symptoms
as the status quo and considered considering them being GBMSM within a shared

community:

“and it’s up to all of us to make sure that we know that’s going on with each

other’s health, to that degree, and our own health. If you're thinking we’re being
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responsible people, because having any sort of STD or virus just makes life a
little bit more horrible” (JT).

5.2.6 Summarising Theorising Health

Across this conditional category, a perceived health consciousness routed in
participants’ identity as GBMSM and couched within health promotion messages and
the context of their health being impacted by — and having the propensity to impact —
other GBMSM health is explored. However, participants have divergent experiences
both direct and indirectly shaping assessments of threats to their health which is
informed by how long they may suffer from such a health threat. At the same time, the
definitions of health considered by participants are reflective of pervasive health
promotion messages of health and/or experiences of iliness or the absence of disease.
GBMSM reported generally feeling like the construction of their health were
rationalised and — through considering what they are at risk of by being GBMSM — was

constructed reflecting their social location.
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5.2.7 Conditional Category 2: Representations of Human Papillomavirus (HPV)
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Figure 5.8 Conditional Category: Representations of Human Papillomavirus

The conditional category ‘Representations of HPV’ (see figure 5.8) was developed to
consider knowledge of how GBMSM perceived HPV infection; their understandings
were constructed based on their interactions with, and meanings of, the social world
related how they — as GBMSM - navigate its relevance and relevance to their health.
Accordingly, GBMSM presented considered, distinct, views, beliefs, and meanings
related to HPV and HPV infection. This considered why it is a problem for female
populations and not themselves. By examining these perceptions and beliefs, the
proposed conditional category provides an explanation for why GBMSM present high
degrees of informational needs related to HPV, HPV infection, regardless of
vaccination status.

Within this study, GBMSM constructed their views of HPV and HPV infection based
on their understandings and meanings they ascribed to social systems and institutions
such as the NHS and their schooling experiences. HPV infection was not viewed
merely as a health threat or an infection. GBMSM views towards HPV and HPV-related
infections and cancers were closely linked to socially constructed perspectives of

themselves and the distinctness of being GBMSM, what degree of independence from
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some health threats this afforded such as pregnancy, which strongly influenced their
perceptions and relationship with perceived female-only issues.

HPV infection and associated cancers were not recognised by GBMSM as a health
issue pertinent to them. Nearly all participants referenced being surrounded by the
HPV vaccination programme implemented from 2008 where school-aged girls were
being vaccinated against HPV. Hence, participants did not see any reason that they
should be at risk of HPV and associated infections, or how HPV could be linked to
their health.

Gaining a detailed understanding of the meaning of HPV and HPV vaccination from
GBMSM perspectives helps us understand why GBMSM are unaware or less aware
of HPV and its associated infections. This understanding may also explain why, as the
emerging research demonstrates, despite GBMSM having little understanding of HPV
and HPV vaccination, GBMSM are likely — or readily — to accept the HPV vaccine.
Accordingly, the following sections focuses on the understanding of HPV and HPV
vaccination through the perceptions and experiences of GBMSM and how the process
of how they came to understand it relevance to their health.

5.2.7.1 Being independent from HPV

In almost all interviews, the notion of being independent or removed from HPV
infection (and associated sequalae) emerged. Participants described a low
understanding of how HPV impacted the health of men and of GBMSM specifically.
Many perceive themselves having never discussed HPV with other men or GBMSM.
By not talking about HPV, it was inferred that infection was not something that
impacted the lives of men. Thus, not talking about HPV and its relevance meant that
the potential for infection (and its consequences) was not occurring. One participant

discussed this separation:

“I think it’s because like, they [school setting] made it such a big hype that the
girls had to get this [vaccine], because obviously, not obviously but girls would
show off that this fact they were getting this jag in their arm, maybe tears in the

hallway and things like that, because they had to get this vaccine, they were
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scaring them to be like, ‘you could get cervical cancer if you don’t get this
vaccine’ and this probably made some others just think that, oh, it’s just a girl’s
thing kind of thing. 1”’s not—- I think that a boy shouldn’t have to worry about like,
they didn’t say that HPV at all”

Another participant also discussed the school setting fostering a degree of

independence from HPV vaccination for boys:

“Possibly because due to teenage girls get it when they’re at school so I think |
remember that happening when | was at school and | think it was probably more
an emphasis on girls being immunised and so | think and then the boys would
get, like, we have a bit of time that you get your TB jag in school and then that’s
all happened at the same time so | think that age then that is predominantly a
woman that receives the vaccine not boys” (JW)

A third participant illustrated the last of relevance demonstrated through a female-only
vaccination programme (mainly through high schools) that left them thinking they — as
GBMSM — were independent from HPV infection and HPV vaccination:

“I know it’s related to sexual health... not a lot of people know about it | don’t
think or it’s just like not misinformation but you hear that they cannot
abbreviation or acronym of HPV but | don’t remember ever being really told

about it in school, but | don’t know much about it” (HM)

Indeed, another participant extended this lack of understanding from a school setting

across their lifespan to present:

“...there was no—- there was no real information anywhere that | was exposed
to that told me to go in start that process [of vaccination] and before the nurse
spoke about it no one shared any information on it and that goes into going
from high school to going to college to going to university it wasn’t something
that was spoken about” (IM)
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In these excerpts, participants interpreted from their lack of inclusion in the
implementation of HPV vaccination and wider discourses rationalising the provision of
the vaccine for women only that the HPV vaccine were not important. These
institutions did not stress the need for them to consider the relevance of HPV to their
health. Was it important in recognising the ways in which HPV was conveyed to the
wider public is the lasting internalisation of HPV being a health issue for women. By
identifying HPV vaccination as a prevention for cervical cancer, the connection of HPV
to anogenital cancers and the health of men is reflected in the lag of corresponding

perceived independence from the virus.

5.2.7.2 Lacking knowledge and misconceptions of HPV

As outlined in the ‘Being Independent from HPV focussed code, the lack of perceived
resonance among participants relating HPV to their health sets the platform illustrating
a considerable misunderstanding that HPV (and vaccination against it) is equally

important for both males and females.

Many participants spoke about their observations of the general lack of awareness
amongst themselves and of the wider GBMSM community in relation to HPV and HPV
vaccination. As one participant stated that some of the confusion the mode of

transmission or HPV stemming from a lack of discussion in the school setting:

“Yeah, so that’s quite an interesting one cos I didn’t— |1 never knew much about
that [HPV] when | was young actually. So, when | first was getting it [the
vaccine] like in 2018 that’s when it came back to my thinking you know you
don’t really think about things like that because from what | remember is we
never really talk much about it as any sexually transmitted infections or STD |
know everyone’s at risk of HIV, so "ve read and read up against that. So, for
me | know HPV can be sexually transmitted but it may not be as well so you

can’t necessarily see a risk from a sexually transmitted activity” (DL)

For some participants, the knowledge of HPV was purely limited to conceiving it as a

sexually transmitted infection:
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Interviewer: “When you hear the term HPV, what comes to mind?
Interviewee: “A sexually transmitted infection...| know that it’s a virus that is
potential dangerous not particularly serious but can be serious in certain

circumstances” (BM)

Other participants were aware of the relevance of HPV and genital warts:

“l instantly think of genital warts and also, | think warts in general, like, | don’t
know if it’s related, but | always think of like, verruca. And, yeah, stuff like that”
(SM)

Knowledge of HPV — couched in its symptoms — did vary among participants. Some

participants, like AR, had a greater knowledge of HPV impacting men and women:

Interviewer: “Could you describe what your understanding of it [HPV] is?”
Interviewee: “So | know that in men, other than the fact that, it can be fairly
asymptomatic, and yet when you have it and you don’t have any symptoms but
symptoms that you might find are at warts so genital warts like you know
peanuts or whatever and then | think in women it’s the same but in women it
can also cause like cervical cancer or something like that and then in men |

didn’t really know much else”

Accordingly, participants had confusion surrounding the ways in which HPV is

transmitted.
‘I didn’t realise | forgot it was like skin to skin, which is pretty nuts” (JG)
“I didn’t even think about how it was how it’s how it spread but the fact that it’s
just like warts you know essentially your skin to skin contact is not surprising

but the surprising thing is that it didn’t come to my mind when | was thinking
about it” (AR)
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5.2.7.3 Focused code: Encountering HPV vaccination
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Figure 5.9 Properties of Encountering HPV Vaccination

A primary finding of the experiences of participants in this study was the omission of
actively seeking out HPV vaccination (see figure 5.9). Participants in this study did
not discuss engaging with HPV sources of information prior to being offered the

vaccine in the clinic setting.

Most of the participants who recalled being offered the HPV vaccine began their
narratives from similar perspectives, articulating that HPV vaccination was not
something that they had been aware that they were eligible for before encountering
being offered the vaccine. All participants in this study were accepting of the HPV
vaccine. In this manner, this was the explicit mention of having intent to receive the
HPV vaccine, having already received one of the doses, or statements that vaccination
made sense and were conceived as worthwhile or if a healthcare provider were to
recommend being vaccinated, they were likely to be vaccinated (indicating intent).
Important point here and one that came up earlier related to accepting of health

professionals and treatments from health professionals
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5.2.7.3.1 Uptake
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Figure 5.10 Properties of uptake

This subcategory presents factors that are grounded in participants’ experiences of
HPV vaccination and considerations, or views expressed by participants that could

facilitate vaccination (see figure 5.10)

5.2.7.3.1.1Concomitant delivery: catalyst for acceptance

When analysing the narratives of encountering HPV vaccination in more detail,
participation in sexual health screening, seeking out PrEP were described as an
opportunity to receive the HPV vaccine, accompanied by the relief that participants
were being tested for STIs. While the accessibility of the HPV vaccine was not
something participants were aware of, for those who had received the HPV vaccine,
all expressed acceptance and commitment to completing all vaccines scheduled. For

example, SiM:

“...s0 | actually hadn’t realised that they were offering it to men who had sex
with men before that so when | went in for one of my routine sexual health visits
where | was getting a full suite of tests and the health care professional just

asked me at the time if | would be willing to receive the HPV vaccine. Obviously,
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| had known up to that point about the whole you know girls getting vaccinated
for it and the sort of cancers that it could be linked to at the time and because
of what | studied | understood that it was also linked to prostate cancer and

things”

The timing of the HPV vaccination dosage schedule also aligned closely with the

provision of other sexual health interventions such as PrEP for PK:

Interviewer: Just to unpack that a bit more then so when you were offered the vaccine,

could you run me through that process?

Interviewee: So | went in for a routine sexual health test and | had a discussion
in relation to PrEP | buy my own PrEP so they were like would you like me to
and carry out a routine test on your kidney or liver whatever it is they do for
PrEP and then they said | see you not have HPV vaccine and it’'s something
that we’re offering today to men who have sex with men would you like that
[PK]

Engagement in HIV prevention contributed to the receptiveness of JW who also
described the process of seeking PrEP informing HPV vaccine receipt in the clinical

encounter:

“So | went along for sexual health screening, just a general one and then we
were talking about all the things that | was being consulted for considered for
PreP so then that then brought about the fact that | had a lot of, or not a lot of
higher percentage of partners and having unsafe sex, which put me at higher
risk or the need for PrEP and then she mentioned the given the HPV the sort

of under 45 thing, she recommended that | should do that” [JW]

Concomitant delivery was also interpreted as a facilitator by JB:

“...If you’re already talking about somebody how they can prevent HIV you can
obviously bundle that in at the same time saying while you’re here why don’t

you get this vaccine it prevents this disease and nice benefits yeah, | think it
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makes sense to do to offer as much protection as possible as a single point

because gay men only really want PrEP these days”

5.2.7.3.1.2 Communicating about the HPV vaccine varied
There was little remembered by participants relating to the content discussed in being

offered the vaccine by healthcare professionals. Some participants expressed the idea

that information was very little, including JT.

“Erm not really no, | can’t [remember]. | know that they said it was a good idea
because like, HPV can obviously lead to other things, but | don’t think it leads—

- | can’t remember. No, | can’t remember what they said.” [JT]

“”d also say the person who gave it to me didn’t really inform me that much in
relation to what it was other than as a gay man we’re offering you the HPV

vaccine” [PK]

Some participants indicated that the healthcare providers did discuss in greater detail

the process of being vaccine:

“The journey [of vaccination] was a lovely nurse, and in [CLINIC NORTH
EASTERN SCOTLAND] who was very excited to know that | had not had the
vaccine but was happy to get it and along with other vaccines for other STIs
STDs and so she gave me the me the pamphlet at the time, ran me through the
course of treatment and before | knew it my arm was in a little sling and getting

the injections” [KM]

Some participants recalled a discussion focussing on sexual contact and the risk of
skin-to-skin contact at risk with other sexual behaviours serving as a mechanism for

highlighting the transmission for HPV:

... | was asking about PrEP at my local GUM clinic, which is the [CLINIC
SOUTH EAST SCOTLAND]. And she said, have you ever had it [the HPV
vaccine]? No | says | thought it was primarily for women and she’s all know now

we offer it to everyone who has multiple sex partners obviously I've just gone
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through how many people I've slept with protected and unprotected obviously
you can get it [HPV] through skin to skin condoms and so condoms won'’t work
so the best prevention is vaccination so she offered me a series of three

injections I've had all three. [MW)]

“Yeah they say to me because, because, of like you’re having unprotected sex
then it’s going to come you’re going to come into contact with it because its skin
to skin contact so obviously there’ a high chance | can be exposed to genital
warts and sorts etc so this is it like if left untreated that can cause serious
complications so for me | was happy to obviously have it cos of the long term
complications that can cause so | said | didn’t know anything about that to her
and the complications about the vaccine can leave you can quite sore it did
actually sting a bit so | was dumb for about two days and then she’s like you’ll
have to come again because this is only the first dose and have to repeat to be

fully protected so | went back again October then January” [DL]

In discussing the HPV vaccine, some participants describe how healthcare providers

brought up other vaccines in recommending the HPV vaccine:

“I think it was textbook play. And given that hepatitis B, that | either had A and
B or C or whichever kind of one it was and yeah, it was fine. Just got offered at

once and haven’t been for a check-up. And that was fine” [LB]

“‘And because I'd already done and was happy with the Hep B vaccine, it was
kinda like the next thing, or the one of the few things that | should do that |

hadn’t considered or done already” [JW]

5.2.7.3.1.3 Non-uptake
Non-participation in HPV vaccination was often not considered as a conscious

decision due to lack of knowledge uncontrolled or unknown concerns or issues relating

to HPV (see independence from HPV).
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5.2.7.4 Non-attendance
The reasons for non-uptake focussed on the clinical setting of sexual health services
which were discussed practically and temporally. For example, from BM who has not

received the HPV vaccine:

“Yeah | think | think potentially there could be my perception would be you
would have yeah my perception would be that you’d have to be fairly
comfortable in that environment and comfortable with yourself to be interacting
with that place and perhaps if you slightly or if you were on the sensitive if you're
on the fringes of being comfortable with yourself you might not you might say
I'd be a very different atmosphere to being offered the vaccine in a school

setting if that makes sense”

Exposure to HPV vaccination was also considered by JB who cannot recall if they

have had the vaccine:

“Well, it’s difficult to suppose if they’re only offering it at clinics that in itself is a
limitation of offering the vaccine”

The decision-making process to participate in sexual health testing/screening is
temporally bound because of the participants’ lives. The decision to go for testing, and

be exposed to HPV vaccination, was also time constrained and identified as a barrier.

“The one clinic in [WEST SCOTLAND] you’ve got very limited teams, you can
only actually go like very early Monday morning and that is it for the week like
when | went | think if it was more readily available with more teams throughout
the day that would coax more people into going also the fact that sometimes
people you know it’s a bit taboo still to talk about your sexual health or like to
want to go and sit in a room with a bunch of other people who are going to also
be tested | think it’s a bit nerve wracking for somebody to maybe put in like a
situation with a nurse because sexual health and actually being able to go to
the appointment | would just rather come straight go to one with a person rather

than like sitting with different people and what not”

206



207

These results can be considered in reflection of the non-habitual testing or lack of
internalisation of guidelines regarding STI/BBV testing [ergo, not being exposed to

being offered].

5.2.7.5 Focussed code: suggesting improvements for GBMSM-HPV vaccination
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Figure 5.11 Properties of Suggesting improvements for GBMSM-HPV vaccination

Suggestions for improving GBMSM-HPV vaccination centred on mechanisms for
disseminating information conveying the risk HPV poses for GBMSM and the format

of these campaign these efforts (see figure 5.11)

5.2.7.5.1 Knowledge and awareness raising

All participants, stemming from a consistent perception of a lack of relevance between
GBMSM and HPV, felt more could be done to improve awareness and help GBMSM
receive the HPV vaccine. Participants expressed ideas and suggestions about

improving perceptions and uptake. Indeed, as KM outlined:

“l think there needs to be there needs to be regular campaigns to the general
public about looking after their sexual health | mean there needs to be

comfortable looking after your normal health because we put so much time into
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promoting and healthy living and exercising and eating well whereas we don'’t
necessarily for sexual health and /’s just as important and so it deserves the

same airtime as those other areas”

Social campaigns for GBMSM-HPV vaccination needed to be implemented as JT

considered:

‘HPV is not probably talked about like enough | don’t see much in
advertisements and ‘like you should get tested’ and ‘you should get this vaccine’

is it’s not advertised at all. ’ve not seen it anyway” [JT]

Therefore, as social campaigns were considered an important awareness-raising tool,

awareness in the form of community engagement was considered.

‘I would say that in the community we need to have more of an awareness
about it and if it’s specifically something within the gay community, you know,
and then when we’re at GUM clinics, for example, have posters of it you know
have graphic posters of genital warts, you know, ‘are you vaccinated?’ and get

people thinking about what the vaccines actually for” [PK]

Indeed, the considered dichotomy of HPV and HIV also appeared when considering
ways to empower and educate GBMSM to getting vaccinated, as JW describes:

“l can only gauge on how | become aware of other things and so in bars that |
frequent then there’s posters about HIV and like and yet the yesterday in the
bar it was interesting how over the years HIV this stigma and even the way
people react to it has changed because in the poster says you can’t get HIV
from a positive person provided they’re controlled by their medication, efc.
Whereas the posters before that were quite unique to get tested loud, | usually
go so | think the posters are quite effective in the gay community against you
know you’re not going to catch everybody by at least a few if you’re out | gay or
bisexual man or whatever, then chances are from going to a gay bar or saunas

or whatever then they might see a poster”
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Providing information on HPV and HPV vaccination through social media (including
Twitter, Grindr, Facebook) were considered as participants considered the reach

these mechanisms must reach GBMSM:

“I think honestly it would just be social media social media is a major thing and
you see the adverts on for example Instagram and Facebook i”'s more
Instagram you'’ll be flicking through stories and that will come up with an answer

that something | think more awareness on social media is needed” [SM]

5.2.7.5.2 Improvement in information and service delivery

Some participants were sceptical of having a targeted GBMSM-HPV vaccination
programme as it required attendance and a dependence on sexuality disclosure, as
SiM considered:

‘I think it’s quite challenging because you you’d expect that gay and bisexual
men sort of admit that they’re gay and bisexual and so there’s a suite of the
men who have sex with men community that are completely missed in that
vaccination programme that specifically requires them to admit that and it
would, it would be something if | were in control of blanket and a vaccination
programme in in the leaflet that you’ve just shown me, it specifically stated in
one of the sentences that it’s best to be vaccinated before sexually becoming
sexually active and so | would probably do a similar programme to what was
done originally where you know younger girls the age of 14 were vaccinated

with HPV while they were in school”

As an extension of the discussions moving the vaccination programme from being
targeted for GBMSM, JT recommended:

“It should be just mandatory like if you’re getting if you’re there every three
months to kind of obviously you can’t you can’t actually make vaccines
mandatory for people like that. I””’s their choice if they were to take it or not but

to kinda like probably talk about it more to even opt it to just anyone that any
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man any gay man or any straight man that comes into the clinic to get tested

you know ‘here’s a pamphlet’ do that ‘| highly recommend you do it, do it now”

The notion of coming out as a means of addressing specific healthcare needs while

reluctant to do so was further reflected by IM:

“The world has changed yes but my coming out process has been really tough
for me | started to experience feelings when | was younger but I'm still not
comfortable in myself but | needed this [HPV vaccine] | would have to get

comfortable telling a basically complete stranger”

The content of the information recommended to be used in the future was also
important to participants. Participants felt that information needed to relate HPV to
both men and women regardless of sexual orientation/identity. Some participants
considered messages that outlined the scary nature of HPV-associated infection

including PK:

“you know, the smoking adverts, you know, to scare you into stop smoking kind
of have something that’s visually there that makes people think that Yeah, |

want to get vaccinated against that”

In terms of service delivery, suggestions included encouraging uptake by providing
the HPV vaccine in other settings to improve access to the vaccine such as
appointments in GP services, more drop-in services. Other suggestions included
having greater availability in community testing clinics outside of NHS premises as

well.

‘I suppose most people will be attending the sexual health clinic because
they’ve got a reason to go there so perhaps you’re, you know, you’re, you're,
yo’'re appealing to your target audience? And, perhaps more so... but yeah, |
mean, it would be great if they had it in other areas, if, you know, we went to
the doctor and got, you know, the average GP but | imagine it probably boils

down to money, and staffing, and there is things” (SW)
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5.2.7.6 Summarising Representations of Human Papillomavirus

Across this conditional category, the perceived relevance of HPV and the meaning
GBMSM associated with it and HPV vaccination was analysed. Analysis presented a
constellation of conditions which limit the place of HPV in the understanding and
meaning of health and engaging with health promotion materials relevant to threats to
GBMSM health. The conditions of provision were further scrutinised in the analysis
revealed while knowledge and awareness may be low, these do not necessary
preclude the acceptance of the HPV vaccine among GBMMS. Demystifying some of
the misconceptions regarding HPV and its impact on GBMSM health as seen from
participants’ perspectives require new innovations to cut through and disseminate the

relevance of the vaccine.
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5.2.8 Conditional Category 3: Appraising Primary Care Services
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Figure 5.12 Conditional Category Appraising Primary Care Services

The conditional category ‘Appraising Primary Care Services’ relates to the ways in
which participants experienced areas of social epidemiology including the nature of
GBMSM sexual health engagement regarding the physical and social context of where
sexual health promotion and reception takes place. This includes interpersonal
process that influenced thoughts, feelings, or behaviours related to sexual health
services (see figure 5.12). The key insight from this category was that experiences
of authenticity regarding sexual identity influenced participants’ engagement
with primary care (sexual) health services. The multiple properties this category
arose from questions related to the perception and experiences of sexual health and
GP services (appendix 12). Participants spoke in-depth about the role their sexual
identity played. Similarly, there was a focus on the services and the contexts they
present reflecting instances of inclusivity and exclusivity (through heteronormativity).

Three properties were constructed and were coded as the following:

¢ Authenticity and Normality

(S
p—
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e Culturally Competent (Sexual) Healthcare

e Heteronormativity

5.2.8.1 Focussed code: Authenticity and normalcy
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Figure 5.13 Properties of Authenticity and Normalcy

5.2.8.1.1 Community belonging

Several participants discussed the implicit ubiquity of sexual health services among
GBMSM as a community (see figure 5.13). This related to the sexual health service’s
ability to empower individuals to explore, and disclose, their sexual orientation with
sexual health service healthcare providers. This manifestation of authenticity
regarding their sexual identity/orientation and behaviours allowed GBMSM to engage
with sexual health services more readily:

“It’s just something we do — | think it was one of the first places | ever got an
STI test and have been going back every couple months for years and years

it's a given really” (LF)
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Some participants who lived in more cosmopolitan, urban, areas described a set of
practices that allowed their sexual health engagement to be synonymous with a set of

practices associated with the gay life of that geography:

“Going to [CLINIC] is something that [SOUTH EASTERN CITY] gays do”
(Participant??)

“I mean it’s like what [SOUTH EASTERN CITY] is known for: [NHS Clinic] and
[Community clinic] where you just go and can almost see the say guys at the

bar you know” (JB)

5.2.8.1.2 Evolving normalisation

The normality of seeking out information or engaging with sexual health services
related to one’s sexual health needs provided an explanatory insight into how GBMSM
developed a sense of acceptability that contributed to understanding their health. This
was demonstrated in GBMSM narratives. It was evident participants were aware of
the location and services provided and construed sexual health services as ever

present:

“You know you've got [EDINBURGH SERVICE] or [GLASGOW SERVICE] you

just find them whenever you move about everybody knows of them” (LB)
“...I suppose accessibility fear not fear yeah, accessibility | suppose and the
kind of maybe slightly clandestine nature of [sexual health services] kind of”

(BM)

However, while knowledge of services was observed in participant narratives, this did

not always equal attendance. Some participants made this distinction:
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“...yeah, I've known about [EDINBURGH CLINIC] but you know you get into a
relationship and you don’t sleep with anyone else, not going out to clubs to pull

anymore and you’re just sorted so don’t go” (PK)

Participants’ narratives established a shared built understanding of the pervasive buy-
in of sexual health services among LGBTQ+ people. This is key as the perceived
normality of sexual health service engagement was demonstrated to be a driver in
establishing a pattern of behaviour engaging with services. Participants noted a strong
norm in their social circles that indicated high degrees of awareness and engagement
with sexual health services. Consistent use of services was evaluated positively

among participants:

“When | first moved to [CITY IN NORTHERN SCOTLAND] it was my friend who
took me to the clinic because | tended to just get tested back home when | didn’t

know as many people up here now” (SW)

“Yeah, I didn’t know where to go so after googling | asked my friend ‘hey it’s a
bit awkward but do you need to go to [EDINBURGH CLINIC] we could go
together” (DL)

This reflected the perception that engaging with sexual health service had become
normalised among participants through the assessment of other LGBTQ+ people’s
behaviours being a powerful psychosocial influence on participants’ engagement.
Therefore, this dimension of sexual health services being socially approved by
LGBTQ+ people in the abstract by participants represents a widespread belief
attributing LGBTQ+ identity synonymously sexual health service engagement.

The perception of readiness to engage with sexual health services seen through the
lens of one’s sexuality often continued to relate to how GBMSM discuss sex and
sexuality. Many participants discussed the social context of sex and sexuality often
citing social media, or in LGBTQ+ venues such as bars, and saunas and as a matter
for the ‘community’ at large. This resulted in discussion(s) of sex being considered as
an approachable discussion for many GBMSM and a mechanism for learning about

alternative forms of sexual expression and in reflection of this being tested for
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behaviours related to their sexual activities. Most participants gave reasons for this
socio-cultural consideration, such as LB that stated:

“Sex is everywhere you know we see it now in films like Brokeback Mountain
or on Skins and I've even thought ‘oh what’s that’ and then my friends have
also watched that show with the thing I've not done so then we talk about it and
what we think about it and I've not really felt weird broaching talk about things

like snowballing [laughs]’

This discussion represents how some GBMSM are prepared to instigate or discuss
sex if the opportunity come about. When these discussions did occur — be that through
experience or the media — these discussions served to provide support and advice
allowing a greater understanding of their own and of other’s sex lives (and the potential

risks involved).

The opportunity to discuss sex in a social context was further framed in a discussion
of contemporary, pervasive, societal attitudes to GBMSM and their sex lives. Couched
in discussion surrounding the temporality of attitudes by — and toward — GBMSM and
sex and sexuality, participants constructed the notion that the societal taboos
experienced by previous generations or in previous decades were diminished and the
community continued to reap the rewards of LGBTQ+ liberation which facilitated an

openness discussing sex:

“My boyfriend is about 8 years younger than me and when we both went to the
clinic was so so different. | journeyed to another town to get a test back in the
90s so my dad didn’t see me down [CITY IN NORTHERN SCOTLAND]. I led a
very conservative life back then and [BOYFRIEND] can’t even think of what that
is like.” (JG)

The positionality of sexual health services in the lives of some GBMSM, then, is
complicated by the socio-political position of GBMSM and the perceived/experienced
adversities experienced over time. Therefore, considering the social acceptability of
sex and sexuality, thus, cannot be ignored from the myriad of factors which may play

a role in the degree of identity authenticity experienced by GBMSM which facilitate
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how comfortable they feel in engaging with services related to the sex and sexuality
they occupy.

5.2.8.2 Heteronormativity

Participants discussed the role of (perceived and experienced) discrimination as a
facet informing their engagement with sexual health and GP services. Some of the
participants’ narratives discussed experiences of mistreatment by health
professionals, including feeling judged for the ‘lifestyle’ they discussed with GPs
and/or being considered deviant because of the sex they reported. The potentiality for

an adverse clinical encounter was noted by one participant:

“I was talking about a problem | thought | had. | thought | had genital warts. And
he was all that | can only happen if you’re a gay male who has gay sex. "m like
what | am gay. And he had slightly startled look on his face that he moved his
chair away. And | didn’t like that and actually filed a complaint against him. |
thought it was unprofessional, whatever personal feelings he has. That

shouldn’t affect the way he practices medicine.” (MW)

While experienced incidents of discrimination due to being GBMSM were infrequently
discussed, the perception of their potentiality was felt amongst nearly all participants.
These incidents were compounded by discussions surrounding the relationship
between GP and them as GBMSM patients. Disclosing one’s sexuality was therefore
a principal practice for manifesting their health needs in the GP context. Participants
discussed how the change in nature (heteronormativity in GP services compared to
sexual health services) cultivated an unease of being openly gay to the healthcare

provider:

“I think with GPs it’s kind of like a family run business kind of way like it’s you’ve
went to your doctor for years you know your parents or your grandparents that
kind of thing so maybe it’s like talking to a family member you wouldn’t want to
disclose that so | think it gives their anonymity and /’s your own privacy you
don’t have to have to disclose to someone that you know and that potential is

you know regular basis” (HM)
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As context for potential heteronormativity, one participant discussed how their
experience of the GP service perpetuated their experience of heteronormativity

through the questions the healthcare provider asked:

“You know it’s just the simple stuff they don’t get right. Like they asked me how
may girls | slept with which | laughed and said zero and it took him a good
second for it to click that am here for a sex issue but it’s nothing to do with a girl
[laughs]” (MW).

5.2.8.3 Culturally Competent Sexual Health Care

The discussion above explored the specific experiences and perceptions of
heteronormativity shaping participants’ valuation of primary care and the relevance
and resonance to their health. Beyond describing heteronormativity framed in GP
practice, participants also discussed how this shaped their reliance on sexual health
services. The benefits of sexual health services were framed as being congruent to
treating to all their needs holistically integrating their sexual identity in the receipt of

the sexual health care services.

Although questions centred on the provision of the HPV vaccine in sexual health
services, descriptions of other healthcare settings naturally arose in how participants
compared/contrasted their experiences. Participants’ narratives discussed the
relevance of the sexual health service to their health needs and discussed several
reasons for the perceived heightened degree of relevance of the service over other
primary care settings such as general practice (GP) services. Moreover, specific
manifestations of differences compared between sexual health services and other

primary care services were described by participants.
For instance, several participants felt that the healthcare providers working in a sexual

health would be more knowledgeable of their health needs compared to GPs. This

was illustrated by (JT):
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“Most of the people working at [CLINIC IN EDINBURGH] seem to know what
they’re talking about, and they’re not shy asking you questions or anything like
that”

The knowledge of primary care services were also framed in participants’

understanding what services were offered. For example, SM noted:

“Walking into the doctor’s | wouldn’t even know if I'd even know they could help

me with anything sexual anyway”

Participants often expressed using sexual-health focused materials such as websites
from specialist services when seeking out information related to their sexual health in

opposition to GP services. This was within a particular narrative:

“l go to like you know NHS sources and like [sexual] clinic websites so | think
there’s a clinic in London or something but it has it has like a website 56 Dean
Street that sounds familiar it’s [IN LONDON] like some like that and then they’ve
got like a website that has lots of information about stuff and but this is like
when | was younger | arm like it’s not like "m constantly keeping up to date with
like developments in gonorrhoea so maybe | should but general information like

| would never speak to my GP for example” (AR)

Regarding STI testing, specialist sexual health services were often considered more
approachable as the offered drop-in services as opposed to booking an appointment

with one’s GP:

“In an ideal world I'd go to my GP for testing cos it’'s down the street [laughs]
which | think would be great but that would be good for me but not everybody |

can imagine it would be awkward now that | think about it” (PK)
“I've gotten so used to drop-ins I've not considered anything else. Drop-ins just

fit in for me and my work and, you know, just going as opposed to planning it
out helps me get it done quicker” (JB).
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Other participants frequently described this perceived degree of heightened medical
understanding of healthcare providers in sexual health services relevant to their needs
in reflection of GP practice experiences which were inadequate to assist them with
their health as GBMSM. A frequent discussion among interviewees was the way
healthcare providers would engage with GBMSM in the clinical encounter. A
consistent discussion from participants discussed how the way healthcare providers
talked to them and through provision of healthcare helped them feel at ease with the

help they intended to receive related to their health.

“GPs just don’t talk about gay sex in general or don’t know how to” (SM)

“You know my GP back home was an old man and he made it feel like going

into any detail about what | was up to was just wrong” (LB)

Positioned as the antithesis of this, sexual health serves were described as inclusive
and supporting environments where healthcare professionals ‘go about it [treatment]
differently]. In these discussions, better communication was experienced both
interpersonally between the GBMSM as a patient and through the process of

accessing an STI testing appoint as described by LF:

“You go in you get your number and you speak to the receptionist who triages
you before seeing the nurse or doctor. There’s a form that you fill out where you
give your details and it asks about your sexuality and who you sleep with so

even then they ask it an open way for everyone [pause] it’s just so easy”

Similar benefits were reported by another participant who found the procedure of STI

testing equally inclusive:

“We’ve just gotta fill in a form and am sure that’s passed to the doctor seeing
you so regardless of your issues you don’t have go a long way to say who you
sleep with or what you identify as so it makes it easy to go and tell someone
what you get up to which my GP definitely do”
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“Definitely in the cities like [WEST CENTRAL BELT] or [EAST CENTRALBELT]
they don’t think about it but it's so so necessary for people in [NORTHERN
CITY] (IM)

The role of communication continued to be a cornerstone of the clinical encounter
reflecting how GBMSM perceived the acceptability of primary care settings. This
extended to how healthcare professionals, in the sexual health services, engaged with
GBMSM:

“You gotta be inclusive so one of the biggest things | want when talking about
my balls is that they care or at least look like they do and that they don’t judge
me for what | get up to when | tell them all the stuff | do [laugh]” (JG)

Consequently, some GBMSM were hesitant to engage with GP services given this

lack of aligned health service provision, for example:

“You know at least at [CLINIC IN GLASGOW] they’ve got pamphlets with two
guys on ‘em, at [GP SERVICE] there’s just stuff about pregnancy and | guess
they’re important too but aren’t they supposed to include other issues they treat
too?” (SM)

“Yeah | just GP as a family doctor scenario” (HM)

5.2.8.4 Summary: Appraising Primary Care Services

The category ‘Appraising primary care services’ described within this section emerged
from data that builds upon participants’ understanding of the services they appraise
are suitable for their health needs and key characteristics that coalesce into an
evaluation of suitable services to meet these needs. Though GBMSM discuss varying
experiences of equality, the experience and how this shapes utilisation of healthcare
services is more complex. In relation to sexual health services, in which the HPV-
GBMSM vaccination programme is offered, a range of relevant topics have been
discussed in which GBMSM feel they need to navigate whether that be in the abstract

of administrative, coordinating these services into their health.
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The category provides insight into how GBMSM locate sexual health services in the
ecology of their health and lives more generally. The data from this category also
indicated that interacting with the sexual health service context provided participants
the opportunity to appraise their social location and assess this in shaping what
services they engage with. Moreover, in this category, where participants experienced
or perceive their health needs would not be met due to the context of the health

service, their sense of engagement diminished.

5.2.9 The inter-relationship between identified categories

At the heart of the model is, intentionally, theme 2 “Representations of Human
Papillomavirus” (see figure 5.14) This highlights how GBMSM consider and construct
the virus and situate their experiential learning of this and relate this understanding to
their health. This might include the becoming knowledgeable of HPV through the
media, through friends, or through the clinical encounter in which the HPV vaccine is
being provided. GBMSM related their construction of the HPV vaccine built from the
experiences and theorising — and agency navigating — embedded within the other

categories. The relationship between conditional categories is diagrammed below:
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| Meaning of health |

| Temporalising health |
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1
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|
Culturally component sexual
health care

Figure 5.14 The inter-relationship between identified categories
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5.3 Conclusion of findings

The experiences of GBMSM relating to HPV and HPV vaccination, how they make
sense of their health and how they make sense of healthcare services provides a rich
and textured account of contemporary GBMSM lives and the enactment of specific
sociocultural practices. The accounts presented across these findings contain both
conscious decisions of health seeking behaviours and how their social location informs
and is bound up within internal thought processes and external actions which coalesce

— and are antecedents for — how GBMSM represent and receive the HPV vaccine.

When considering their health, GBMSM consciously position their sexuality and sexual
identity; in Theorising Health GBMSM gave explicit accounts of how these shape and
inform the construct of health and why they perceive threats to their health in varying
ways and divergent from heterosexual populations. Throughout the interviews
GBMSM accounted for various ways of how this theorising of health assists and enacts
how they situate themselves to — and in their relationships with — primary care
services; for GBMSM, the institutions that can assist and help with their health is
important. Not only do their appraisals of health intuitions impact how they view their
own health, but also how they traverse health services. The HPV vaccine — situated
in the sexual health service context — therefore cannot be independent from these
cultural systems of existence. How HPV was represented amongst participants

demonstrated how these systems can inform the receipt of a vaccine experienced

The focus of this chapter was the conceptualisation of findings which led to the
derivation of the core category: navigating agency. Navigating agency shows the
relationships between the categories discussed above and how they fed into this core
category. This was explained through 3 conditional categories and their constituent
properties. These were: theorising health, representations of human papillomavirus,
and appraising primary care services. The next chapter will discuss the key findings
of this study.
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6 Chapter 6: Discussion

6.1 Chapter Overview

The aim of this chapter is to examine and discuss the literature associated with the
research categories and subcategories described in the Findings chapter above and
considering the research aims and how the research findings extend or add to our
understanding of HPV vaccination in light of the literature reviewed. The discussion
chapter seeks to take stock of the research, examining its quality and contribution.
Implications will be considered in relation to policy and practice relating to the HPV
vaccination of GBMSM. The findings will also be considered considering issues
related to the COVID-19 pandemic. The research will be assessed relating to a
discussion of the strengths and limitations and recommendations for future research

will be provided.

6.2 Overview of thesis chapters

Th paucity of evidence relating to HPV-GBMSM vaccination acted as a central premise
for this research. This was therefore explored, qualitatively, and gained an in-depth
insight into the meaning making associated with HPV and HPV among GBMSM and
influential phenomena that create a constellation of conditions reflected in the Scottish
HPV-GBMSM vaccination programme. Chapter 2 provided a systematic review
examined qualitative literature describing GBMSM perceptions and attitudes toward
HPV vaccination and synthesised what was known about how GBMSM pre-licensing
of the HPV vaccine thought and perceived of it. Chapter 3 introduced the methodology
of the primary research including the researcher’s philosophical viewpoint and
justification for the qualitative approach. Chapter 4 focused on the methods of the
study and the principles of CGT. Chapter 5 focused on the findings, showing a
nuanced presentation of three conditional categories and one core category generated
from the interview data. Chapter 6 discusses the findings presented in Chapter 5
against the backdrop of other relevant literature. Finally, Chapter 7 provides
implications for policy and practice, then, as to conclude, an indication of contribution

to knowledge and future directions.

This discussion chapter also demonstrates new literature which is pertinent to the

discussion and situates the findings (outlined below). The grounded theory with its
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constituent conditional categories and properties directed me to new literature in the
emergence of the grounded theory to be considered once it had been presented.
Sticking to the literature outlined in chapter 1 in which situated the study overall would
have not done justice to the findings as they extend the topic broadly (chapter 1) and
the findings of the review in chapter 2. If | were to stick to evidence originally critiqued,
this would have limited the grounded theory into pre-conceived categories from the
literature and diminish the amount of evidence which the grounded theory could be

reflected against.

6.3 Situating the findings in the literature

After completing the introductory chapter (chapter 1) and the systematic review
chapter (chapter 2), | put the literature aside, returning to it only once my analysis was
completed and | had developed my grounded theory. This is in keeping with some
reflections of grounded theory treatment of the literature such as Martin (2019) who
proposed that researchers use the findings of a literature review to choose what to
explore, rather than base their studies on them (Martin, 2019). This was reflected in
this study as the PhD funding associated with the project was attached to
understanding HPV among men. As a researcher building on the academic work which
focused on the lived experiences of GBMSM, it can be acknowledged that a particular
research bias in the attending of sexual minorities influenced the decision to focus on
GBMSM. The (self) awareness of what to investigate cannot be chosen independent
of the researcher’s current knowledge, and the decision what to research should not
be stifled by prior experience lending to a heightened understanding of methodologies
and theories which have been used prior. In this vein, the focus of men and HPV was
merely the springboard for setting he context in which preliminary and substantive
reading created the setting for with regard to the primary research conducted in
chapter 5 (Hallberg, 2010).

While some grounded theorists use the literature as data and integrate it into their
findings, or the thinking of their findings, | implemented returning to the literature once
the theory was presented. While returning to the literature during the analytical process
was considered, it was determined that the quality of the analysis was better served
in the context of presenting new findings produced from a Scottish audience to avoid

any unintentional influence in the development of the categories and core categories.
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Moving forward, Stern (2007) highlighted the importance of situating the emergent
theory within a body of knowledge and adding to the extant literature to demonstrate
its contribution to knowledge within the field (Stern, 2007). Moreover, situating the
emergent theory in the literature enables comparison and contrast with present work
(Ramalho et al., 2015). This is in line with Glaser (1998) who argues that concerning
which literature is relevant cannot be known until the end of the analysis. Only once
has a sufficient robustness of the grounded theory been achieved can the literature
be searched and adequately reflected against the proposed theory. Moreover, while
different schools of thought regarding literature are still debating its timeliness and
position with the GT analysis, Charmaz (2006) and Glaser (1998) advocate for an

openness in the inclusion of new evidence when considering the grounded theory.

The process of the doctoral journey has meant the procuring of participants’ meanings
and experiences as they relate to HPV and HPV vaccination in Scotland. Utilising a
CGT methodology has meant the data in this pursuit has been considered, fractured,
(re)constructed and presented (diagrammatically and) in a narrative. When returning
to the literature, then, the nuances of the conditional categories must be considered
in their alignment and divergences from the literature. It is in this consideration, when
asking ‘how does my grounded theory compare with the literature?’ and ‘what does
my data look like in the face of the literature?’ that | considered restructuring the

findings into three ‘I' dimensions:

Firstly, the role of identity and its ever-present construction as my participants
considered their meaning making of HPV in relation to them being male, a sexual

minority, and their Whiteness.

Secondly, | considered the role of institutions and the health systems that my
participants referred to and the implementation of the GBMSM-HPV vaccination in

Scotland.

Thirdly, | considered the role of information and the manners in which this was
considered — or not considered — as a precursor to HPV vaccination amongst my

participants.
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Based on the emergent theory, it is argued the location of HPV and HPV vaccination
are situated in a complex system GBMSM'’s health and the relationship between their
identity and its relation the health system and the constituent institutions which may
(or may not) disseminate pertinent information to present HPV as a health threat
known to the eligible GBMSM as part of the targeted HPV vaccination programme.

This encountering of HPV vaccination has been reported to be enacted in a social
process which is manifested through a clinical encounter with a healthcare
professional. These developing layers within the implementation of the HPV-GBMSM
vaccination programme licensed by the Scottish Government, then, are reflections of
both broad socio-cultural positioning of GBMSM as well as narrow experiences of
healthcare interactions. Although there is evidence of such discussions relating to
provision of the HPV vaccine in the literature — as evidenced by Chapter 2 — on
interpersonal communications, there is a significant gap in the literature regarding
addressing the processes employed in providing the HPV vaccine such a particular
way as reflected by GBMSM themselves in Scotland which was reflected in the
grounded theory presented.

The context of GBMSM-HPV vaccination in Scotland must recognised, when
considering the grounded theory presented in Chapter 5 and before revisiting its
constitutions in the lens of the three ‘I’ dimensions. More recent evidence from Public
Health Scotland published data reporting on the total 4 years of HPV vaccination (July
2017 — June 2021) has been published and this is reported below (see table 6.1):

Table 6.1 HPV-GBMSM Immunisation July 2017—- June 2021

In
Scotland Completed | Progress | Total
July 2017—- June 2018 3,934 1,971 5,905
July 2018—- June 2019 1,726 1,562 3,288
July 2019—- June 2020 589 1,265 1,854
July 2020—- June 2021 160 957 1,117
Total 4 year period 6,409 5,755 12,164
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As can be seen from the table above, the total number of HPV vaccination completion
rates is dropping year on year. Of the 12,154 GBMSM who entered the vaccination
programme, 53% (6,409) have completed the full vaccination programme (three doses
for those aged 15 years and over (see figure 6.1). While it is proclaimed that all NHS
boards have been offering the vaccine to eligible individuals, there is significant
variation in HPV uptake and completion being reported 4 years on from the vaccination
programme beginning. Vaccination has ranged from 54% to 89% uptake (HPV

vaccination statistics for men who have sex with men, Scotland, 2021).

MSM HPV Uptake, 1 July 2017 - 30 June 2021

100 -~

Uptake (%)

Based on the most recent NHS Board

Figure 6.1 Data from Public Health Scotland on HPV vaccination Statistic for GBMSM
(01 July 2017 to 30 June 2021)

When | commenced the study no behavioural research literature exploring the
provision of the HPV vaccination among Scottish GBMSM. This remains the case,
however, some evidence has emerged. Frankis and authors (unpublished) found, in
the SMMASHS3 survey, that 81.6% of participants (n = 1378) were aware of HPV and

76.9% (n = 1294) were aware of the vaccine. However, 43.6% (n = 731) of survey
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participants did not know that the vaccine is provided for GBMSM for free and over
half (57.5%, n = 961) were not vaccinated.

These results are in line with more recent quantitative cross-sectional data in England
which reported under half (40.9%, n = 47/115) of participants had not been offered the
vaccine, eight (7%) participants had been offered the vaccine but not received it,
fourteen (12.2%) had one dose, seventeen (14.8%) had two, and twenty-nine (25.2%)
had all three (Stearns et al., 2020).

6.3.1 Identity

Identity is an essential component brought to the forefront of the grounded theory as
elucidated on by participants. The findings reflected in Chapter 5 outline the role of
sexual identity as an intrinsic dimension between GBMSM, society, and HPV
vaccination. The role of identity and its position within the Self has been outlined in the
literature by Erikson (1971) who defined identity as “the ability to experience one’s self
as something that has continuity and sameness, and to act accordingly” (Erikson,
1971, p. 42).

The underpinning of participants’ sexual identity as GBMSM cannot be removed from
their eligibility of a targeted vaccination programme predicated on such an identity.
With specific reference to participants’ understanding of their eligibility based of this,
participants’ evoked a reflection of the social norms espoused in societal guidelines
which their identity and, by virtue, the HPV-GBMSM vaccination programme sits

outside of such “normative creativity” (Bilodeau & Renn, 2005, p. 25).

The tensions between participants’ eligibility for HPV vaccination by virtue of their
identity in the absence of a gender-neutral vaccination programme evokes the
distinguishing of ‘subjective’ and ‘objective’ identities as outlined by Bilgrami (2006).
Here it is posited that subjective identity is what the individual conceives themselves
to be whereas objective identity is how the individual might be viewed independently

of how they see themselves (Bilgrami, 2006). Given this context, the primary findings
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outlined in Chapter 2 and described in Chapter 5 continue to demonstrate the potential
barrier to healthcare access stemming from pernicious expressions of stigma and
discrimination in line with GBMSM identity (Fredriksen-Goldsen et al., 2013; Ruben &
Fullerton, 2018).

Moreover, identity as a grouping based on eligibility, such as the social identity of being
gay further reflects the complexity of the vaccination programme and engaging with
HPV vaccination as reflected in conditional category 3 (chapter 5). Scholarship on the
impact of multiple identities is further reflected in the grounded theory in which the
saliency of sexual identity in relation to multiple dimensions of participants’ identities
(sexual orientation, race, culture, gender, religion, class) was scrutinised and reflected
in the unidimensional eligibility of the vaccination programme (Jones & McEwen,
2000).

The disclosing of one’s identity — the openness about one’s sexual identity as GBMSM
with healthcare providers was a salient phenomenon captured in the systematic
review (chapter 2) and in the findings chapter (chapter 5). To predicate the eligibility
of HPV vaccination on being GBMSM is considered in relation to Alderson (2003) who
proposed that gay men are often informed, influenced, and shaped by their
interactions and subsequent reactions to social environments (Alderson, 2003).
Indeed, participants relayed the limitations of having to disclose their identity (or
behaviour) to healthcare providers. The notion that sexual orientation disclosure to
non-LGBTQ+ individuals, including healthcare providers, which in turn is linked to
heightened self-esteem and motivation to engage in health-seeking behaviours has
been supported across several studies (Riggle et al., 2017; Wagner et al., 2012,
Whitman & Nadal, 2015).

This requirement is further a limitation of the implementation of the targeted
vaccination of GBMSM more broadly which limits the efficacy of vaccine the more
sexual partners the GBMSM has and therefore disclosure is required before or as
soon as possible after sexual activity for the vaccine to be effective. This limitation has
further been discussed in the literature in which sexuality disclosure may occur years
after sexual debut and after multiple partners (Nadarzynski et al., 2014; Rank et al.,

2012). The inverse, disclosing sexuality, has been shown to increase the uptake of
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HPV vaccination when compared to those who did not disclose. For example, Oliver
et al. (2017) found GBMSM who disclosed same-sex sexual attraction or behaviour

were 1.42 likely to receive the HPV vaccine (Oliver et al., 2017).

The decision to frame HPV vaccination targeting GBMSM as independent of wider
male populations is a significant limitation of the HPV-GBMSM vaccination
programme. Participants in the current study perceived the limitation in the reach and
presentation of the vaccine when determined by sexual identity. This is in line with
previous research which documents GBMSM are not a homogenous group, with a
complex variation in the sexual identity, sexual preferences, and sexual behaviours
among GBMSM (McAloney-Kocaman et al., 2016). Moreover, it cannot be ignored
that the two/seventeen participants identified as bisexual in the current research. The
limited understanding of non-gay identifying GBMSM in the literature is limited.
However, evidence has suggested that the reported behaviours of those who identify
as bisexual, or as heterosexual but have occasional sexual encounters with another
male and/or transgender women are largely covert, inhibiting disclosure to healthcare
professionals as well as receiving approach interventions relevant to sexual practices
(Reback & Larkins, 2013). Indeed, in a recent meta-analysis, Restar et al (2019)
reported in a sample of cisgender male sexual partners of transgender women that
over 30% were HIV positive, approximately 9% were unsure of their HIV status, and

under half (46%) self-reported condomless anal sex (Restar et al., 2019) .

Therefore, more research is required to understand the unique needs of non-gay
identifying GBMSM in the provision of the HPV vaccine in light of complex issues such
as comfort with sexuality. This is because the relevant ease in contemplation,
communication, and enactments of sexuality and sex (Syme et al.,, 2019), in the
presentation to a healthcare provider which conveys eligibility for HPV vaccination
may be more delayed than onset of same-sex sexuality activity for some GBMSM.
This, then, may impede access to HIV/STI-related services, including HPV
vaccination. It is widely known that the HPV vaccine works best when provided as

early as possible or prior to sexual onset (Markowitz et al., 2012).
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6.3.2 Institutions

The institution as a context — the sexual health service — reported in the current study
played a significant role in having the HPV vaccine being bound in the broader
interventions in this setting. Provider recommendation of the HPV vaccine has been
reported to be a strong predictor of HPV vaccination among adolescents including
teenage boys and girls (Ylitalo et al., 2013). Evidence in the current study further
complicates the role in which HPV vaccination recommendation plays in the provision

of the HPV vaccine for GBMSM targeted vaccination strategies.

While much research has explored provider recommendation quantitatively by
exploring this through reported frequencies, this study operationalised the reported
provider recommendations and previously documented challenges (Gilkey et al.,
2016). In being in a sexual health service, findings in this research are in line with
previously documented causal evidence which demonstrated in-person
recommendations from clinicians in a clinical setting leads to an increase HPV

vacation rate (Malo et al., 2018).

Participants who had experienced HPV vaccination or were considering HPV
vaccination in their sexual health reported that they would be willing to receive the
vaccine or received the vaccine if recommended by their clinician. Most participants
further believed that vaccination would be acceptable in the wider GBMSM community
related to healthcare provider recommendations. Participants outlined that the
prevention of anal cancer and genital warts would be beneficial to GBMSM and
GBMMS would be happy to engage with this to reduce these risks. The current
findings is consistent with findings from other studies in the UK (pre-licensing) which
showed that GBMSM would be acceptable of the HPV when recommended by a
clinician (Nadarzynski et al., 2014).

The limited HPV vaccination uptake and coverage of this population is not exclusive
to Scotland. In a study published after data collection, Grewal et al (2021) in exploring
the HPV vaccination uptake among GBMSM in Canada’s largest cities (2017 — 2019)
found the Canadian HPV-GBMSM vaccination programme uptake ranged from 26% -
35% initiation with completion rates ranging between 43-66% (Grewal, Deeks, Hart,

Cox, De Pokomandy, et al., 2021). These results are in line with a similar time-limited
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funded HPV-GBMSM catch-up vaccination programme in Victoria, Australia using
sexual health clinics (McGrath et al., 2019). Retrospective data analysing HPV vaccine
uptake between April 2017 and December 2017 found only 58.2% (n = 1134/1947)
were offered the HPV vaccine. The overall HPV vaccine coverage of this cohort was
42.6% (n= 830). It cannot be ignored that this programme was a catch-up to the
gender-neutral vaccination programme implemented in Australia since 2013. In a US
context, while HPV vaccination has been licensed for over 14 years, vaccination has

continued to be sub-optimal in targeting adolescents (Elam-Evans et al., 2020)

Stearns et al (2020) found those who were gay were more likely to be vaccinated than
bisexual men (Stearns et al., 2020). It cannot be ignored that the sample size (n =
115) is very small when comparing gay and bisexual men. For those who were eligible
for the vaccine, Steans et al (2020) found those who attended the clinic where the
vaccine was offered, 70% (n = 63) had been offered the vaccine (33.3%, n = 30) had
not. Similar results have also been seen in a Canadian context reported by Grewal et
al (2021) in which only 13-28% of participants had received one dose two-years after
a targeted vaccination programme had been introduced (Grewal, Deeks, Hart, Cox, &
De Pokomandy, 2021).

The limited HPV-GBMSM vaccination uptake must be considered in light of the history
of the Scottish female-only vaccination programme which began in 2008 (Kavanagh
et al., 2014). As reported by Kavanagh et al (2014), this school-based vaccination
programme has seen over 90% of girls receiving at least 1 HPV vaccine dose.
Moreover, as evidence in 2019/20, rates of HPV vaccination among girls in school-
based programs in Scotland were 85.8% and 85.1% the year prior. Across Europe, a
significant proportion of countries who have implemented female-only vaccination
have achieved rates over 80% were implemented in school or in public health centres
(Drolet et al., 2019). Causally, a decrease of HPV 6/11/16/18 infection, genital warts,
low-grade cytological cervical abnormalities, 5 and histologically proven cervical

abnormalities has been observed after HPV vaccine introduction (Drolet et al., 2019).

To conclude, the targeted HPV-GBMSM vaccination programme is further
contextualised in the national structured programmes proximally in 31 European

countries. Free of charge vaccination programmes in School-based settings have
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been observed to substantiate high vaccination programmes among those eligible.
Monitoring the contextual mechanisms which support the high rates in this setting was
reflected among participants in the current study which acknowledged the barriers and
facilitates of the sexual health clinic. Monitoring both HPV vaccination implementation
and sharing lessoned learned which shape engagement is warranted given the public
health relevance to achieve high vaccination rates among non-herd immunity
GBMSM.

6.3.3 Information

Many studies have explored and evaluated the predictive nature of individuals’
knowledge, attitudes, and perceptions of HPV vaccination. It is argued that knowledge
is a central mechanism for behaviour change in which once the individual acquires
relevant knowledge and actively thinks the health issue this can rise to a belief and a
positive to change can be adopted. This has been reported in evidence in which these
are determinants of vaccination willingness (Nickel et al., 2017). Indeed, evidence has
documented that GBMSM with high-levels of HPV-related knowledge were more
willing to receive HPV vaccine (Cooper et al., 2017; Sadlier et al., 2016). Findings from
the current research suggest that a number of GBMSM were not familiar with HPV
vaccination or their knowledge and awareness of HPV vaccination as they have
experienced the vaccine was limited suggesting it is crucial what threat HPV is to
GBMSM health. Nonetheless, GBMSM regardless of HPV vaccine dosage history

were accepting of the HPV vaccine.

This was firstly found in the systematic review (chapter 2) and later expanded upon
the findings (chapter 5) when considering the limited understanding of HPV in men’s
health. The findings of the primary research complicate the role in which information
plays in the willingness among GBMSM to be vaccinated against HPV. The role in
which information played in the current study was not construed as being a direct
influencing factor to acceptance. Information or the lack of information pertaining to
HPV infection and its associated diseases did not play a contributing role in the
decision-making processes of how GBMSM in their characterisation of receiving the
HPV vaccine. Rodriguez et al (2020) in a systematic review of factors associated with

HPV vaccination among adolescents reported personal knowledge of HPV and HPV
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vaccination was significant predictive factor in HPV vaccination uptake (Rodriguez et
al., 2020).

Further comparisons to the literature are exemplified in the role in which information
about HPV contributes to the perceived severity of HPV infection. In this primary
research, participants were unaware of the relationship between HPV infection and
anal cancer. It has previously been reported that GBMSM are typically unaware of the
role of HPV in associated cancers such as anal and penile (Poon et al., 2018). Primary
results further demonstrated an inconsistent level of knowledge across participants in
their understanding of the link between HPV and cancer as well as prevention and
cure. These findings extend an understanding of how awareness of HPV and specific
HPV-related knowledge is required for GBMSM at population-level as significant
knowledge gaps exist, while further de-escalating the role in which the gaps in
knowledge may preclude an individual receiving the HPV vaccine. Findings relating to
how participants’ construed HPV as a threat to their health demonstrated an
independence to HPV in their knowledge and understanding of sexual health and
blood borne viruses pertinent to GBMSM. These results are line with previous
literature which documents that GBMSM are receptive of HPV vaccination while not
perceiving themselves at risk of HPV and its associated diseases (Nadarzynski et al.,
2017; Nadarzynski et al., 2014).

The complex nature in which information must also be understood against a backdrop
of evidence which documents the limited knowledge and understanding of HPV
among men and GBMSM. In this study, participants’ limited knowledge relating to HPV
must be placed in context of a heightened reported knowledge and salience relating
to HIV and HIV prevention. Participants reflected those sources of health promotion
offered very little information on HPV when considering the campaigns on HIV

symptoms and prevention and other STIs like syphilis.

The need for greater dissemination of HPV as a threat which extends beyond female
health was reported in the primary research. Such mechanisms of cascading
information regarding HPV like social media campaigns and a heightened presence

of HPV literature in clinical settings were reported by participants.
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6.3.4 Interaction

‘Navigating agency’ was the core category identified during analysis. As stated in the
findings chapter, ‘navigating agency’ is the GBMSM participant being able to navigate
the engagement with healthcare institutions and the experiences of brokering control
and vulnerability in this navigation as they relate to health interventions. The
conditional categories were underpinned by the ‘navigating agency’ core category as

previously outlined in figure 5.4.

This category indicates that GBMSM may make theories of their health, may represent
HPV and appraise primary care services along different trajectories relating to their
engagement in how they navigate their health and health services. Moreover, this
reflection of asserting or acquiescing control about decision-making relating to sexual
health and blood borne virus service provision —including HPV vaccination — is a social
process which is exchanged between the GBMSM patient and the institution, including

the healthcare provider.

The term agency is — and its navigation — is a reflection of how participants’
conceptualise their individual autonomy and the capacity to make choices, self-
governing one’s behaviour, and to reflect upon their own actions as constituted within
social relations and intertwined with the construction of identity (Burkitt, 2016). Indeed,
Giddens and Archer consider agency in terms of an actor’s reflexivity, as agents
choosing a course of action in circumstances where decisions can or could not be
acted upon (Archer & Vandenberghe, 2005). The engagement of the complex
relationship between the GBMSM participants’ identity, the sexual health institutions,
and the role of threats construed as specific to GBMSM reflected in the targeted

vaccination programme.

In a similar vein, the process of participants’ experiences of navigating agency and its
presentation in the conditional category is further reflective of Edward’s (2006, p. 172)
concept of ‘relational agency’ which refers to the ‘capacity to work with others to
expand the object that one is working on and trying to transform by recognising and
accessing the resources that others bring to bear as they interpret and respond to the

object’ (Edwards, 2006). More specific to ‘encountering HPV’ the differing of
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subjectivities relating to HPV vaccination — the object — enables the communication
and encountering of HPV in the clinical encounter which Edwards considers as ‘an
enriched understanding of the problem space, works back on the mindsets... and
these may in turn be enriched by the interpretation of others’ (Edwards, 2006, p. 174-
5).

This agency represents a symbolic resources GBMSM patrticipants drew upon to
assist this navigation (or awareness of it) in the eventuality of HPV vaccination,
enabling them to define, interpret, and reflect on and make sense of targeted
vaccination programmes. This, then, relates to the theoretical perspective as outlined
in the Chapter 3 when discussing symbolic interactionism as providing a focus for the

study of meaning, interaction, and interpretation of actors in shaping behaviour

The term ‘symbolic resources’ refers to those resources which enable an individual to
make the transition between different social, cultural, and temporal contexts, providing
them with the symbolic means of making sense of situations and managing

interactions with others (Zittoun et al., 2003).

The grounded theory presented in the Findings chapter documented the processes
GBMSM engage and navigate through to engage with their sexual health. The HPV
vaccination programme, then, presents an ideal opportunity to explore this as the
provision of the HPV vaccine in Scotland which was dependent on the securing and
engaging in the process of sexual health testing within the sexual health service
(Pollock et al., 2018).

6.4 Conclusions relating to the grounded theory

This research sought to understand how GBMSM perceived and understood HPV and
HPV vaccination and attitudes proximal to this. Using a CGT approach, a framework
was curated which explained three distinctive but connected concepts; how GBMSM
view their own health (and factors informing this), how GBMSM view the health system

(and their position in relation to it in society and the system in relation to their health)
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and how GBMSM perceive and experience HPV and HPV vaccination (and the
processes relating to this). The CGT proposes that GBMSM engage in a navigational
process mediating medical/health-related knowledge and the perceived agency in the
uptake and receipt of health interventions when proposed simultaneously with the
internalisation of this health intervention being preventative to a health threat that may
not have been fully understood.

Given the lack of a gender-neutral vaccination programme when participants
contributed their experience and perceptions, the HPV-GBMSM vaccination
programme provided a unique and valuable insight into the provision of a vaccine for
a specific minority population in a unique setting. The assessment of the location of
this vaccination programme enables the identification of barriers and facilitators to the
provision of the HPV vaccine in this population. By being informed by the socio-
ecological model and other health-related theories of acceptability, this study builds
on research previously documenting the high degree of acceptability reported by
GBMSM (including pre-licensing). This project evidenced factors associated with
acceptability of HPV vaccination are likely to be related to the perception of health

informed by sexual identity and the clinical environment.

6.4.1 Contribution to knowledge

In line with Charmaz’s consideration of usefulness (outlined below), it is important to
first — having been guided through the grounded theory — to ask how the work
contributed to knowledge. This research makes both a methodological and empirical
contribution to knowledge.

Methodologically, this research contributed to knowledge in the following ways. It
contributes to the methodological development of CGT by reflecting upon some of the
pragmatic difficulties which have arisen when trying to research with minority
populations and researching with these guided by principles of GT and CGT. By using
the CGT, a methodology that, as far as | am aware, has not been utilised when

elucidating GBMSM perspectives as they relate to HPV and HPV vaccination. It has
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shown that CGT is a methodology that is highly relevant when researching sexual
minority health.

Substantively, this research has contributed by developing a nuanced understanding
of HPV vaccination as it relates to GBMSM that is grounded in the primary findings
and analysis and is contextualised in the wider evidence and policy. In the literature
review no study has sought to understand HPV vaccination from Scottish GBMSM.
The primary research showed that GBMSM'’s perceptions, experiences and navigation
of HPV and HPV vaccination are multi-dimensional and comprised of key processes
of ‘theorising health’, ‘appraising primary care services’ and ‘representations of HPV’.
Within these conditional categories are dimensions which were identified and interact
dynamically. The core category of ‘navigating agency’ had relevance to all the
conditional categories and the connection between the dimensions were non-

hierarchical, fluid, and contextual.

6.5 Discussing the methodology and methods
6.5.1 Reflection on sampling

6.5.2 Discourse of sexuality identity

As stated in chapter 4 of the thesis, the study sought to recruit GBMSM across
Scotland to participate in the primary research. In this section, | situate the position of
this project as it exists in the possibility of doing applied health research with sexual-
nonconforming men in Scotland. In this project, ‘LGBTQ+ was used to include
individuals who identify as gay, bisexual, trans, non-binary, genderqueer, gender
diverse, gender nonconforming, or queer as well as those who are encompassed
under the public health terminology of ‘gay, bisexual and other men who have sex with
men’ (GBMSM). It is worth emphasising, then, that this terminology is not universal
and not intended to be problematic when viewed cross-culturally. This thesis has
outlined the structural and social inequalities reflected in patterns of LGBTQ+ health
in the UK. This highlights the importance of placing a discussion of terminology
reflected in who is being discussed. A considerable shift in public health terminology
toward the use of the term GBMSM could be argued to be an attempt to separate

sexual identity and sexual risk behaviour. Indeed, sexual orientation disclosure
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provided an analytical exploration in Chapter 5. The utilisation of GBMSM, it was
hoped, was useful for addressing much of the stereotyping and stigmatisation inherent
in risk group narratives related to all homosexually behaving men being glossed as
‘gay’ which may not be a label with which individual men can identify with and therefore

alienated them from the project and broader health-related interventions.

Relatedly, the terminology used in the project advertising and indeed the title of this
thesis, could be considered to perpetuate the assumption that the diverse group of
GBMSM subsumed under this label share certain broad features that would warrant
them being categories into a singular, vulnerable, population. It could be perceived
that the complex social and cultural meanings of sexual identity are universal to those
who patrticipate in same-sex or gender-congruent behaviour, which further reduces
sexual behaviour. By presenting a reductionist approach to the broad range of
meanings, behaviours, social contexts, and identities associated with different
subgroups of ‘LGBTQ’ community in the framing of this research title, the issue of
language-alignment with the very population intended to engage in research is

created.

It cannot be ignored that the majority of participants in this research were cis-gay-
white-men. A limitation, then, is that the sexual minority of the sexual minority (e.g.
gueer-identifying, trans, non-gender-conforming) and the relevant nuances of their
local realities and the way social stigma is expressed and the implications of this at
the intersection of health and HPV vaccination is not accounted for in this work.
Ironically, this thesis acknowledged and recognises the experiences of stigma and
discrimination among LGBTQ+ people and the utility of understanding the precise
structural, social, and psychological bases for these connections when delivering

health interventions.

This study encountered some delays relating to recruitment and data collection.
Practical issues arose in theoretically sampling participants, as it was difficult to decide
the right participants in terms of those who received the HPV vaccine and those who
have not. This decision needed to also be made in reflection of participants who may
accurately or inaccurately recall their HPV vaccination status. Charmaz (2006, p. 96)

defined theoretical sampling as “to elaborate and refine the categories constituting
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your theory”. The reality of theoretical sampling was much more complicated
considering pragmatic issues such as time, ethical, and resource constraints which

impacted sampling.

All participants were purposively selected/recruited to the study by various means.
However, the reality that some GBMSM remembered their vaccination status, some
didn’t, and some were unsure is an adequate reflection of the provision in Scotland
and reported in other countries. A major strength in the recruitment of the study was
the diversity in age and vaccination status of participants. This was done purposively
to gain the views of GBMSM with varying encounters of HPV and HPV vaccination.

6.5.3 Examining the quality of the research

As discussed previously, the appropriateness of quality criteria and the use of such
criteria in the evaluation of qualitative research has little agreement (Mays and Pope,
2000). Despite this debate on what qualitative criteria is, in accordance with CGT, this
research draws on specific evaluative criteria as outlined by Charmaz (2006) to assess
the value of the study. These assessments contrast with positivist research which is
assessed on criteria such as validity, generalisability, reliability and neutrality. Instead,
Charmaz suggests the combination of ‘credibility, ‘originality’, ‘resonance’ and

‘usefulness’.

6.5.3.1 Credibility

Credibility refers to the logic and conceptual grounding associated with research (Birks
and Mills, 2011). When considering credibility, several questions need to be
considered. One is ‘familiarity’ with the studies phenomenon (Charmaz, 2006). This is
a particular strength of this thesis as a systematic review and qualitative evidence
synthesis were completed prior to primary data collection. These informed an
empirical background and orientation into researching the place of HPV and HPV
vaccination in the sexual health of GBMSM in a Scottish context and informed the

initial topic guide.

The research also exhibits strong connection between the data and findings/analysis.

Adherent to constant comparative methods, and an iterative, reflexive, approach to

242



243

data analysis the synergy between these is clear. Coding, memoing and the use of
direct quotes enhance the credibility of this research as they demonstrate and

strengthen the link between data and the presentation of the findings.

Regarding Charmaz’s (2006) question of “is data sufficient to merit claims?”, the goal
of this research was to achieve theoretical sufficiency. Sufficiency, then, does not
mean the frequency of which something is stated, or an experience communicated.
Indeed, it may be that a particular experience of presentation in the interview offers
something insightful and therefore becomes an important part of the analysis. This is
further evidence in the omission of measuring frequency of data per se, instead data
analysis coded for potential theoretical development. Thus, despite there being only

17 participants, the richness of the data allowed theoretical development.

Homing in on Charmaz’s discussion around enabling the reader to make an
‘independent assessment’, the high level of transparency relating to the substantive
outlining of codes, focussed codes, theoretical codes and the conditional codes |
believe facilitates the reader’s ability to achieve this. TO this end, providing a detailed
account of epistemological and ontological positions, the data collection and analysis,
and findings documents an audit trail of accountability in the research which the reader

can interpret and be guided along.

6.5.3.2 Originality

Originality refers to the research providing an innovative understanding the
phenomenon being instigated (Charmaz, 2006). This research offered a new
conceptual rendering of the data through the identification of three conditional
categories (and their associated dimensions) and a core category which was present
throughout these. The analysis and findings led to the development of a grounded
theory relating to navigating agency for GBMSM. This can be considered original as
the systematic review in chapter 2 highlighted provided some indication of the
constellation of experiences surrounding HPV vaccination among GBMSM but lacked

theory building.
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The social and theoretical relevance of this thesis and the challenges of its current
concepts and practice are further considered in usefulness.

6.5.3.3 Resonance

Whether the research holds meaning and relevance to whom it may be relevant
reflects its resonance (Birks and Mills, 2011). The in-depth analysis of the core
category and three conditional categories provided and identifies a fullness of
GBMMS’s perceptions and experiences and practices as these relate to HPV and HPV
vaccination. Indeed, the nature of the research using interviews and informed by a
socio-ecological underpinning has enabled the in-depth exploration of these reflected
in the breadth and depth of the conditional and core categories.

Resonance further relates to how the theory developed would or can be understood
by participants or others. Put another way, the degree to which participants could
accept that the theory developed reflects their perceptions and experiences. This
research did not offer the chance to review the transcripts of their interviews (prior to
analysis). Therefore, reflecting on the resonance of this thesis this could have been
more robust. The use of participants validation, for example, may have promoted
further resonance. This could have been achieved by presenting participants with the
analysis in earlier stages and asking for feedback on if this reflected their perceptions

and experiences.

Regarding the analyses offering GBMSM ‘deeper insights about their lived worlds’;
this research shows the complex relationships between health, the health system, and
the engagement and enactment in the decision-making relating to GBMSM health as
described by participants. Specifically, the findings of this thesis could provide insights
to GBMSM and professionals working with them (for example in health promotion)

about ‘theorising health’ and ‘appraisals of primary health services’.

6.5.3.4 Usefulness

Usefulness broadly refers to when the findings and emergent theory might be useful
to others (Charmaz, 2006). Given the ongoing health promotion and policy
endeavours focusing specifically on GBMSM as key or vulnerable populations (for

example them being at heightened risk of Hepatitis C, HIV, and syphilis), and
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associated factors such as othering within a heteronormative society, it is argued that

the findings of this thesis are particularly useful.

6.5.4 Reflections on the research process

As has been stated prior, my positionality cannot be ignored in influencing the
research, by way of explaining these influences, | hope to maintain methodological
rigour and establish transparency by way of engaging in reflexive thinking throughout.
In recognising my limited research experience, and my influences and potential bias,
it was important to identify evidence that supported the research interest and ensured
this supported the research questions. In this sense, the resonance of the project
rationalised itself as the inception of the HPV-GBMSM vaccination programme had
been launched with no evidence exploring the experiences of GBMSM in Scotland.
Previous quantitative research by Nadarzynski et al (2017) documented a substantive
understanding but from a quantitative approach which, I felt, did not consider the lived
experience. Drawing on systematic review and thematic synthesis methods outlined
in Chapter 2, the primary research question embraced the complex and messy nature

of qualitative research to generate new findings.

My experience of engaging with a Constructivist Grounded Theory approach is equally
complicated. There was considerable learning experienced in being reflexive and
sitting with one’s potential biases and remaining open to unexpected results emerging
from the study. During the qualitative interviews, | referred to the semi-structured
protocol but remained open to whatever emerged naturally. During data analysis,
there were several weeks of substantive data engagement and also avoidance.
Recognising the emotional and mental level of clarity and mindfulness required

throughout the iterative process.

My final reflection is related to the methodology as a practice. As outlined, grounded
theory accommodates the complex, the messy, the uncharted, contingent, and
dynamic realms of behaviour and experience (Charmaz, 2014). The inductive nature
of this approach, while affording being open and indeterminate, also required me to

stay close to the research question.

245



246

Using grounded theory methods necessitated me to engage in a process that was
more inductive but planned. Inductive in the same that | needed to afford myself and
participants room to explore new experiences and realms related to the project but
planned in the sense that | needed the research questions to be as appropriately and
fully answered as possible. A core reflection is that conducting grounded theory is both
accommodating for conflict between uncertainty in exploration and rigidity in

procedural expectations of the doctoral journey needing to be satisfied.

Staying close to the research question was difficult as (the data suggested) little
experience and perceptions had been had related to HPV vaccination. Moreover, and
unlike HIV as reported, the vaccination programme received little discourse in the
public health arena. Therefore, while retaining a conditional category within the data
output, in being conscious of the shifting focus surrounding HPV, | wanted to ensure
that the participants’ stories and contexts which informs the provision of the vaccine
were captured so as to help me understanding their understanding and experiences.
| also felt that | wanted participants to feel heard and to be able to tell their stories as
part of my interviews. But, there was uncertainty about how much | could shift the

focus away from the line of questioning, that being about HPV vaccination.

| felt this conflict much of the way throughout the iterative data process. | was unsure
what was relevant, and felt uncertain about my findings, feeling that they were not
useful, or vague. However, as | developed categories, and refined my findings, | felt
that | was able to make my research process both planned and emergent. However, |
consider being open and inductive, yet focused and planned to be the most difficult

part of using the grounded theory method.
| found it useful to reflect on all facets of the research process including my positionality
and uncertainty using grounded theory methodology. | hope that in being explicit about

my role as researcher within this study, | bring a sense of transparency to my findings

and thesis as a whole.

6.6 Concluding the discussion chapter
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In this chapter, the grounded theory model presenting HPV-GBMSM vaccination was
introduced and explained, guided in a discussion with the literature. This study’s
findings were compared with previous literature, highlighting similarities limitations,
and extending previous discussion regarding HPV vaccination. In addition, the
concepts identified in these study’s findings were further explained in the context of

wider literature in other fields, including relevant public health literature and policy.

One of this study’s significant presentations was the fact that it provided an insight and
deeper understanding of the meaning of HPV vaccination perceived and experienced
by GBMMS in Scotland that could inform the delivery and planning of targeted
interventions in this geographical area. Additionally, this study addresses the gap in
the existing literature by addressing experiential and affective influences in
understanding and explaining HPV vaccination-related behaviours and social
conditions which may have been neglected in the construction of the HPV-GBMSM

vaccination programme.

Finally, the results from this study propose and highlight the complexity surrounding
influences on HPV-GBMSM vaccination program. These results go beyond the social,
psychological, geographic and economic context and include social epidemiological
issues related to identity, institutions, and information related to health in a
contemporary context related to sexual minority men in Scotland. The model
developed highlighted that engagement with HPV vaccination was affected by a
number of complex factors that may predispose GBMSM across key domains of their
health. These factors include awareness, attitudes, emotions, and experiences. A
combination of these factors may lead to a possibility of being independent to HPV

vaccination or a delay in engagement.

The perceived engagement with HPV vaccination complicated the notion of
information being a predictive factor of uptake and perceived susceptibility in the
acceptance of the vaccine. Participants did not present an account of fear associated
with vaccination more broadly. Barriers, however, to the institution(s) offering the HPV
vaccination presented a combination of factors that may be inter-related, such as the
engagement of a reflexive process understanding threat’'s to GBMSM health more

broadly. These may influence health and culturally oriented beliefs due to
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misconceived knowledge and stigmatisation of GBMSM-related sexual practices
increased awareness, education of health professionals, and creating innovations in

settings which can provide vaccination could lead to improved uptake.

The following chapter will discuss the research implications and conclusions.
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7 Chapter 7: Study implications and conclusions

7.1 Implications for policy and practice

This section considers the lay or ‘everyday’ usefulness of this research in the context
of recent and current Scottish social care policy and practice relating to targeted
interventions for GBMSM. As presented in Chapter 2 and later expanded on in Chapter
5, the promotion of targeted GBMSM vaccination programmes should be considered
in the landscape of health interventions currently commissioned as they relate to

health policy.2.2

The findings of this research have shown that GBMSM engage in a navigational
process of understanding of their health when presenting in a clinical context (primary
care, for example) and the ways in which they perceive some health threats relevant
to their own is complex. These findings are compatible with current policies which
emphasise preventive measures such as the provision of PrEP in sexual health and
blood borne virus services. However, while the issues of these interventions being
provided in a clinical setting are argued to be relating to patient management (such as
identifying eligibility by reporting sexual behaviour and identity), there is variance and
dissonance between participants’ narratives presented in this thesis regarding the
meaning of these interventions and how these policies are best achieved with regard

to the mechanisms of delivery.

Within policy, there is also a strong emphasis on GBMSM’s functional literacy in
relation to accessing the services in which the vaccine is provided and due to this
emphasis, current policy may fail to fully account for the multi-faceted processes
evidence in how GBMSM theorise their health, access the clinical services, and
therefore are provided the HPV vaccine. The findings showed that GBMSM’s
constructs of the clinical environment and the representation of HPV in their health
have much broader scope than simply offering the vaccine as they are eligible due to
them being GBMSM, and highlighted the importance of knowledge and awareness
and how participants considered this awareness in relation to their health. Thus, there

remains a possible gap around how clinical and third sector support services in relation
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to sexual health can best support a relational, rather than a linear, understanding of
HPV in the health of GBMSM.

The findings also showed that when GBMSM consider HPV there are informational
needs or support to facilitate their perceived inclusion of HPV vaccination in the health
interventions relevant to their health, and their response to this may be complex and
delicate. For example, findings illustrated that there is an appraisal process that
informs engagement with certain health services and a reluctance on the part of some
GBMSM to present to clinicians their eligibility for the HPV vaccine by virtue of the
sexual behaviour or identity. Such feelings meant that acceptance of the vaccine and
support (particularly in the wider context of HIV prevention) is countered by
participants’ constructs of the health systems they do or do not engage in. Thus, for
policy and practice to be most effective, there needs to be recognition on the part of
both policy makers and practitioners of the complexity of feelings and decision making
that GBMM often experience in terms of how they feel about accessing interventions
relevant to their sexual health and accepting support and or assistance within that

health service context.

The findings also showed that GBMSM'’s representation of HPV was not only
constructed in relation to their current lived experienced but was informed by a
perceived collective history relating to health promotion messages. Personal
biography and lived experienced affected the relevance of HPV in their health as it
relates to the perception of HPV being a threat and the severity ascribed to it.
However, GBMSM couched this perception in relation to other STI and BBVs such as
HIV and a primary focus of their health consciousness in the prevention of acquiring
and transmitting HIV. There is the possibility, therefore, that to be most effective, policy
and practice needs to fully recognise and value the assimilation of public health
messaging internalised by GBMSM as well as generational cohort ideas about the
perceived severity of some STl and BBVs and consider how these impact and position

HPV and HPV infection and its sequalae.

Policy and practice that are congruent and meaningful to the (changing) assessments
of health, health behaviour, and acceptance of health interventions are most likely to

receive the greatest degree of acceptance and uptake from that targeted; ultimately,
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policy should be consistent with the needs of those who are eligible to receive the
intervention. Thus, understanding what influences the acceptance and receipt of the
HPV vaccine as they relate to GBMSM perceptions and experiences is fundamental
to the effective implementation, and a failure to appreciate fully the meaning of the
intervention (HPV vaccine) and the context in which it is being provided in and by

whom may mean difficulty arises.

7.2 Directions for future research

An additional consideration when evaluating the ‘usefulness’ of a study is the need to
ask, “can the analysis inspire future research?” The analysis, findings, and
subsequently grounded theory development have been carried out in this thesis point

to several possibilities for further research:

e A longitudinal research design would allow further exploration of the dynamic
way in which GBMSM'’s representation of HPV and HPV vaccination are
enacted and how this evolved over time in response to the vaccination

schedule.

e This research has shown that GBMSM engage a relational process of
understanding of their health, the clinical setting, and HPV which stands in stark
contrast to the narrow, removed, interpretation of ‘uptake’ rates dominant in
policy reporting. Further research could focus on how GBMSM perceived
sexual health services and what uses these serve in the management of their
sexual health and how best these can promote the relational processes

outlined.

e This research has also shown that GBMSM’s meaning of HPV vaccination is
response to socio-cultural circumstances and the response to HPV vaccination
shifts to the perceived situation of themselves and in relation to
heteronormativity. In policy, however, independence from the norm through a

targeted vaccination program may present a binary — something you are or
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something you do or don'’t do. Further research could focus on how GBMSM
perceive the provision of the HPV vaccine considering gender-neutral
vaccination programmes in order to explore how best to incorporate targeted

and universal vaccination programmes.

e As presented earlier, this research aimed to achieve theoretical sufficiency
meaning that the theory developed is open to further development. Further
research could continue to apply a CGT approach to develop or test proposed
conditional categories, applying constant comparative methods to data
collection to develop the substantive theory presented in Chapter 5 with the aim

being theoretical saturation.

7.3 Strengths and limitations of the study
7.4 Strengths

Results obtained from this research were obtained from 17 participants through semi-
structured interviews from GBMSM who were eligible to receive the HPV vaccine in
Scotland. The study is rooted in an interpretivist paradigm and as such should be
considered in the implementation of the HPV-GBMSM programme’s longevity,
Scotland as a geographic and cultural context, and the data collection period
(Charmaz, 2014). Procedures undertaken to achieve rigour were presented and
discussed in Chapter 4. The issues will not be repeated here. However, a couple of

methodological approaches, namely situating the literature will be addressed.

A methodological strength intrinsic to (some applications of) Constructivist Grounded
Theory, and which enhanced credibility, is the literature and its chronology in the study.
| conducted a qualitative evidence synthesis in 2019 and ‘completed’ this review prior
to the implementation of the primary research. The main argument in favour of this
procedure is that — by not repeatedly returning to the literature — | was able to reassure
that my theory was grounded in the data which was collected as part of the primary
study. For example, central concepts surrounding theorising health and barriers to
some services were addressed in the literature, but it is reassuring to discover that the
dimensions of this reflected in my study was perceived analytically separate to these

earlier studies.
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7.5 Limitations

While two participants identified as bisexual, the remaining identified as gay. The
framing of the research, as a study reflecting MSM attitudes to HPV vaccination,
therefore falls foul to the same limitation of ‘identity’ outlined earlier. Moreover, the role
in which sexual identity of a majority gay identifying GBMSM participant pool offers
the limitation that non-gay identifying GBMSM may have contributed to that data in
new ways which may have challenged and nuanced the current findings further.
Therefore, issues of representativeness are present in the current study. The small
number of participants must be considered. The chosen sampling methods outlined in
chapter 4 were considered in relation to time and ethical implications. On the other
hand, generalisability in qualitative research is not (and should not) be a priority, as
the mechanisms in which methods and relevant methodologies can capture meanings
are varied. Moreover, given the interpretivist which posits there is no single interpretive
truth in research approaches; “it is the world of lived experience and so can deliver

significant insights and knowledge” (Denzin & Lincoln, 2005).

The framing of the research — exclusively focusing on Human Papillomavirus
experiences and perceptions — when attempting to recruit participants may have
severed as a barrier to engagement. Indeed, the target sample population were
GBMSM so may have had ulterior motives for participating in the research. But, as a
result of this experience, the sample demonstrated a profound level of reflection
contributing to the rich insight into their perceptions of HPV vaccination. Future studies
should consider the role of de-stigmatising language and affording in the presentation
of the research a broader scope such as talking about ‘men’s health’ which could
welcome participants which may not intrinsically know the research question subject
matter but can speak to the lived experience which aren’t consciously connected to

the investigation.

This study provides valuable insights of GBMSM'’s views of HPV and HPV vaccination
and how the conditions which influence HPV vaccination in Scotland. The eventual

worthiness of this study relates to the “richness, depth and sufficiency” of the theory
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presented (Charmaz, 2006, p. 18), While there may the potential for personal bias
influencing the research process and laterally the viability of the findings, this was
addressed and minimised using reflexivity and supervision. It cannot be ignored that,
given the interpretivist approach, the salience of codes, categories, and the model

may be validly re-interpreted by

7.6 Reflecting on the research process

In commencing this research, | set out to gain an insight into the perceptions and
experiences of GBMSM as they relate to HPV and HPV vaccination. When preparing
undertaking this research, it became clear that a level of unknowing, independence,
and confusion about HPV and the relevance of HPV vaccination existed. If
interventions are to be targeted, if the clinical setting is to be used despite known
structural and social barriers, an increased focus on clarifying the meaning of health
threats to GBMSM which may previous not been considered needs to be developed

in the policy architecture.

The development of understanding barriers to and facilitators of HPV and HPV
vaccination moving beyond the systematic review chapter and found in the data
analysis presented in the findings aimed to document a tool for consideration in which
to enhance provision. The meaning making of GBMSM as they understood their health
and perceived relevance and risk of HPV was resulted in a range of thoughts and

feelings in which to learn from.

The experience of undertaking the research has had significant personal outcomes.
Through professional challenge and debate, | have experienced the process of
deconstructing and reconstructing knowledge, understanding beliefs, at many times
uncomfortable, but always resulting in growth. The doctoral journey for me has been
a long one with many breaks. Breaks to understand the world of research as it relates
to the Scottish Government (for 3 months), breaks to suspend my doing of the
research to retain a semblance of my own mental health, and many extensions to

writing and ‘finishing’ this thesis.
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In the face of this, | have encountered a complex system of how some GBMSM
understood and experience their health and these have strengthened my perspective
of health (service) research as a mechanism for leveraging new and innovative ways
of informing and constructing health policy. At time of writing, | recognise that the
learning from this thesis has already informed policy work which | have been involved
in — to develop models of the future of new services which disaggregate health from

the health service.

7.7 Conclusion

The body of work presented in this thesis suggests that perceptions relating to HPV
and HPV vaccination are situated in a complex, cascading, model of meaning making
in relation to health, threats to health, health institutions, and the acceptance of health
interventions in the clinical encounter. Considering evidence documenting that low
awareness of HPV, low uptake rates of the HPV vaccination programme, and low
perceived risk relating to HPV-related cancers, this research adds to the evidence
relating to the constellation of barriers experienced and perpetuated in a targeted

HPV-GBMSM vaccination programme.

This research includes GBMSM reporting experiences and meaning of HPV
vaccination as well as those making sense of HPV vaccination while being eligible but
having not received the vaccine. It must be recognised that the socio-cultural
conditions in which GBMSM navigate external to the clinical environment in which the
HPV vaccine is offered must be part of the narrative when considering HPV vaccine
‘uptake’ rates in Scotland. For those previously engaging with sexual health and blood
borne virus services, HPV vaccination has been construed as another service in which
adds to the litany of provisions provided in the clinical encounter. For those, HPV
vaccination is an intervention which can be easily co-opted into the service

procedures.
The complexity, then, is situated in the constellation of conditions which create barriers

to being offered the HPV vaccine in that scenario. Against a milieu of stigma,

discrimination (experienced and perceived), unawareness, willingness, and
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positioning within society, HPV vaccination must be considered for those who do not
engage regularly with the institutions that provide the vaccine.

Finally, the objective of this thesis was to explore how GBMSM make sense of HPV
and of HPV vaccination as the Scottish Government implement a targeted HPV-
GBMSM vaccination programme. The qualitative systematic review and evidence
synthesis indicated patient-, and provider-level factors that influence HPV vaccination.
In the primary research, the meaning associated with HPV and HPV vaccination in a
Scottish context was understood in the constellation of GBMSM sexual health more
broadly and enacted inter-personally with sexual health services. Participants
understood HPV and HPV vaccination in the lens of a substantive history of public
health messaging, heteronormativity, othering, and in the contemporary space of new
biomedical interventions such as PrEP in the pursuit of preventing the acquisition and
transmission of HIV. All these factors coalesced and influenced engagement
theoretically and experientially with HPV vaccination and decisions and motivation of

therein.

7.8 Post-Doctoral Research

Charmaz (2014) highlights that an emerging grounded theory provides a preliminary
foundation of knowledge, which researchers can build upon. The model of HPV-
GBMSM vaccination provides such a foundation, however, in order to strengthen this
model, further empirical investigation is required. This could be achieved through post-
doctoral research to explore the permeability of sexual health and other healthcare
settings (such as primary care) as new models of HPV vaccine delivery which can
meet the needs of those who have not yet seen the success of prophylactic
vaccination. That being said, gender neutral vaccination programmes are becoming

increasingly prevalent globally.

256



257

Reference list

Aghaeipour, F., Salehiniya, H., & Abbaszadeh, H. (2021). Prevalence of human
papillomavirus (HPV) in oral mucosal lesions in Iran: A systematic review and
meta-analysis. Journal of medical Vvirology, 93(11), 6089-6099.
https://doi.org/10.1002/jmv.27161

Albero, G., Castellsagué, X., Giuliano, A. R., & Bosch, F. X. (2012). Male circumcision
and genital human papillomavirus: A systematic review and meta-analysis.
Sexually Transmitted Diseases, 39(2), 104-113.
https://doi.org/10.1097/0LQ.0b013e3182387abd

Albert, J. M., Gabrielle, D., & Elden, W. (2010). Encyclopedia of Case Study Research.
United States, California, Thousand Oaks: SAGE Publications, Inc.
https://doi.org/10.4135/9781412957397

Alderson, K. G. (2003). The ecological model of gay male identity. The Canadian
journal of human sexuality, 12(2), 75-85.

Alemany, L., Saunier, M., Alvarado-Cabrero, I., Quirés, B., et al. (2015). Human
papillomavirus DNA prevalence and type distribution in anal carcinomas
worldwide. International  journal of  cancer, 136(1), 98-107.
https://doi.org/10.1002/ijc.28963

Ali, H., Donovan, B., Wand, H., Read, T., Regan, D., Grulich, A., Fairley, C., & Guy,
R. (2013). Genital warts in young Australians five years into national human
papillomavirus vaccination programme: national surveillance data. British
Medical Journal, 346(7907), 10. https://doi.org/10.1136

Archer, M. S., & Vandenberghe, F. (2005). Structure, agency and the internal
conversation. In (Vol. 8, pp. 227-237).

Avis, M. (2005). Is there an epistemology for qualitative research? In I. Holloway (Ed.),
Qualitative research in healthcare (pp. 1-15). Berkshire, England: McGraw Hill,
Open University Press.

Baker, S. E., & Edwards, R. (2012). How many qualitative interviews is
enough? National Center for Research Methods. Available
at: http://eprints.ncrm.ac.uk/2273/.

Barnett-Page, E., & Thomas, J. (2009). Methods for the synthesis of qualitative
research: a critical review. BMC Medical Research Methodology, 9(1), 59-59.
https://doi.org/10.1186/1471-2288-9-59

257



258

Bazeley, P. (2020). Qualitative data analysis : practical strategies (2nd edition. ed.).
SAGE Publications.

Bearman, M., & Dawson, P. (2013). Qualitative synthesis and systematic review in
health professions education: Qualitative synthesis and systematic review.
Medical education, 47(3), 252-260. https://doi.org/10.1111/medu.12092

Becker, H. S. (1966). Life History and Scientific Mosaic. Sociological work: Method
and substance(62-63), 105-110.

Berger, R. (2015). Now | see it, now | don’t: researcher’s position and reflexivity in
qualitative research. Qualitative Research: QR, 15(2), 219-234.
https://doi.org/10.1177/1468794112468475

Bettany-Saltikov, J., & McSherry, R. (2016). How to do a systematic literature review
in nursing : a step-by-step guide (Second revised edition. ed.). Open University
Press.

Bilgrami, A. (2006). Notes toward the Definition of 'Identity’. Daedalus (Cambridge,
Mass.), 135(4), 5-14. https://doi.org/10.1162/daed.2006.135.4.5

Bilodeau, B. L., & Renn, K. A. (2005). Analysis of LGBT identity development models
and implications for practice. New directions for student services, 2005(111),
25-39. https://doi.org/10.1002/ss.171

Bleeker, M. C. G., Heideman, D. A. M., Snijders, P. J. F., Horenblas, S., Dillner, J., &
Meijer, C. J. L. M. (2009). Penile cancer: epidemiology, pathogenesis and
prevention. World journal of urology, 27(2), 141-150.
https://doi.org/10.1007/s00345-008-0302-z

Blumer, H. (1969). Symbolic interactionism: Perspective and methods. Englewood
Cliffs, NJ: Prentice Hall.

Boddy, C. R. (2016). Sample size for qualitative research. Qualitative Market
Research, 19(4), 426—432. https://doi.org/10.1108/QMR-06-2016-0053

Booth, A. (2016). Searching for qualitative research for inclusion in systematic
reviews: A structured methodological review. Systematic reviews, 5(1), 74-74.
https://doi.org/10.1186/s13643-016-0249-x

Bosch, F., Robles, C., Diaz, M., Arbyn, M., Baussano, I., Clavel, C., Ronco, G., Dillner,
J., Lehtinen, M., Petry, K.-U., Poljak, M., Kjaer, S. K., Meijer, C. J. L. M,
Garland, S. M., Salmeron, J., Castellsague, X., Bruni, L., de Sanjose, S., &
Cuzick, J. (2016). HPV-FASTER: broadening the scope for prevention of HPV-

258



259

related cancer. Nature reviews. Clinical oncology, 13(2), 119-132.
https://doi.org/10.1038/nrclinonc.2015.146

Boychuk Duchscher, J. E., & Morgan, D. (2004). Grounded theory: reflections on the
emergence vs. forcing debate. Journal of Advanced Nursing, 48(6), 605—612.
https://doi.org/10.1111/j.1365-2648.2004.03249

Brandt, H. M., Pierce, J. Y., & Crary, A. (2016). Increasing HPV vaccination through
policy for public health benefit. Human vaccines & immunotherapeutics, 12(6),
1623-1625. https://doi.org/10.1080/21645515.2015.1122145

Braun, V. and Clarke, V. (2006) 'Using thematic analysis in psychology’, Qualitative
research in psychology, 3(2), pp. 77-101

Braun, V. and Clarke, V. (2019) 'Reflecting on reflexive thematic analysis', Qualitative
Research in Sport, Exercise and Health, 11(4), pp. 589-597

Breckenridge, J., Jones, D. (2009). Demystifying Theoretical Sampling in Grounded
Theory Research. The Grounded Theory Review, 8(2).

Brewer, N. T., Chapman, G. B., Gibbons, F. X., Gerrard, M., McCaul, K. D., &
Weinstein, N. D. (2007). Meta-analysis of the relationship between risk
perception and health behavior: the example of vaccination. Health Psychol,
26(2), 136-145. https://doi.org/10.1037/0278-6133.26.2.136

Brewster, D. H., & Bhatti, L. A. (2006). Increasing incidence of squamous cell
carcinoma of the anus in Scotland, 1975-2002. British journal of cancer, 95(1),
87-90. https://doi.org/10.1038/s).bjc.6603175

Brinkmann, S., & Kvale, S. (2015). InterViews : learning the craft of qualitative
research interviewing (Third edition / Svend Brinkmann, Steinar Kvale. ed.).
SAGE.

Bristowe, K., Hodson, M., Wee, B., Almack, K., Johnson, K., Daveson, B. A., Koffman,
J., McEnhill, L., & Harding, R. (2018). Recommendations to reduce inequalities
for LGBT people facing advanced illness: ACCESSCare national qualitative
interview study. Palliative medicine, 32(1), 23-35.
https://doi.org/10.1177/0269216317705102

Britten, N., Campbell, R., Pop, C., Donovan, J., Morgan, M., & Roisin., P. (2002). Using
meta ethnography to synthesise qualitative research: a worked example.
Journal of Health Services Research & Policy, 7(4), 209-215.
https://doi.org/10.1258/135581902320432732

259



260

Bruni, L. D., Diaz, M. P., Barrionuevo-Rosas, L. M. D., Herrero, R. M. D., Bray, F. P.,
Bosch, F. X. M. D., de Sanjosé, S. M. D., & Castellsagué, X. M. D. (2016).
Global estimates of human papillomavirus vaccination coverage by region and
income level: a pooled analysis. The Lancet global health, 4(7), e453-e463.
https://doi.org/10.1016/S2214-109X(16)30099-7

Bryant, A., & Charmaz, K. (2007). The SAGE handbook of grounded theory. SAGE
Publications Ltd, https://doi.org/10.4135/9781848607941

Bryman, A. (2016). Social research methods (Fifth edition.). Oxford University Press.

Burd, E. M. (2003). Human papillomavirus and cervical cancer. Clin Microbiol Rev,
16(1), 1-17. https://doi.org/10.1128/cmr.16.1.1-17.2003

Burgers, J. K., Badalament, R. A., & Drago, J. R. (1992). Penile cancer. Clinical
presentation, diagnosis, and staging. Urol Clin North Am, 19(2), 247-256.

Burkitt, 1. (2016). Relational agency: Relational sociology, agency and interaction.
European journal of social theory, 19(3), 322-339.
https://doi.org/10.1177/1368431015591426

Buscatto M (2016) Practising reflexivity in ethnography. In: Silverman D
(ed), Qualitative Research (Chap. 9). London: Sage, 137-151.

Carroll, C., & Booth, A. (2015). Quality assessment of qualitative evidence for
systematic review and synthesis: Is it meaningful, and if so, how should it be
performed? Research Synthesis Methods, 6(2), 149-154.
https://doi.org/10.1002/jrsm.1128

Casalegno, J.-s., Le Bail Carval, K., Eibach, D., Valdeyron, M.-L., Lamblin, G.,
Jacquemoud, H., Mellier, G., Lina, B., Gaucherand, P., Mathevet, P., & Mekki,
Y. (2012). High Risk HPV Contamination of Endocavity Vaginal Ultrasound
Probes: An Underestimated Route of Nosocomial Infection? PloS one, 7(10),
e48137-e48137. https://doi.org/10.1371/journal.pone.0048137

Critical Appraisal Skills Programme (CASP) 2014. CASP CheckKlists.
http://www.caspuk.net/#!checklists/cb36 Oxford. CASP. Accessed 31/01/2023.

Chamberlain-Salaun, J., Mills, J., & Usher, K. (2013). Linking Symbolic Interactionism
and Grounded Theory Methods in a Research Design: From Corbin and
Strauss’ Assumptions to Action. SAGE Open, 3(3)

Charmaz, K. (2000). Grounded theory: Objectivist and constructionist methods. In N.
K. Denzin, & Y. S. Lincoln (Eds.), The sage handbook of qualitative research
(2nd ed., pp. 509-533). Thousand Oaks, CA: Sage.

260



261

Charmaz, K. (2003). Grounded theory. In J. A. Smith (Ed.), Qualitative psychology: A
practical guide to research methods (pp. 81-110). Sage Publications, Inc.

Charmaz, K. (2006). Constructing grounded theory: A practical guide through
gualitative analysis. Thousand Oaks, CA: Sage.

Charmaz, K., & Belgrave, L. (2012). Qualitative interviewing and grounded theory
analysis” in The SAGE Handbook of Interview Research: The Complexity of the
Craft, 2nd edn, SAGE Publications, Thousand Oaks, CA, pp. 347-366.

Charmaz, K. (2014). Constructing grounded theory (2nd edition. ed.). London : Sage.

Charmaz, K., & Thornberg, R. (2021). The pursuit of quality in grounded theory.
Qualitative Research in Psychology, 18(3), 305-327.
https://doi.org/10.1080/14780887.2020.1780357

Checchi, M., Mesher, D., McCall, M., Coukan, F., Chau, C., Mohammed, H., Duffell,
S., Edelstein, M., Yarwood, J., & Soldan, K. (2019). HPV vaccination of gay,
bisexual and other men who have sex with men in sexual health and HIV clinics
in England: vaccination uptake and attendances during the pilot phase.
Sexually transmitted infections, 95(8), 608-613.
https://doi.org/10.1136/sextrans-2018-053923

Chenitz, W.C. and Swanson, J.M. (1986) From Practice to Grounded Theory:
Qualitative Research in Nursing. Addison-Wesley Publishing Company, Menlo
Park.

Choi, E. P. H., Wong, J. Y. H., Lau, A. Y. Y., & Fong, D. Y. T. (2018). Gender and
sexual orientation differences in human papillomavirus (HPV) vaccine uptake
among chinese young adults. International journal of environmental research
and public health, 15(6), 1099. https://doi.org/10.3390/ijerph15061099

Choi, Y. J., & Park, J. S. (2016). Clinical significance of human papillomavirus
genotyping. Journal of gynecologic oncology, 27(2), e21l-e21.
https://doi.org/10.3802/jgo.2016.27.e21

Chun Tie, Y., Birks, M., & Francis, K. (2019). Grounded theory research: A design
framework for novice researchers. SAGE Open Medicine, 7.
doi:10.1177/2050312118822927 https://doi.org/10.1177/2050312118822927

Clarke, M. A., & Wentzensen, N. (2018). Strategies for screening and early detection

of anal cancers: A narrative and systematic review and meta-analysis of
cytology, HPV testing, and other biomarkers. Cancer cytopathology, 126(7),
447-460. https://doi.org/10.1002/cncy.22018

261



262

Clarke, V. (2022). Navigating the messy swamp of qualitative research: Are generic
reporting  standards  the  answer?, Qualitative Research in

Psychology, 19:4, 1004-1012, DOI: 10.1080/14780887.2021.1995555

Clifford, G. M., Georges, D., Shiels, M. S., Engels, E. A., Albuquerque, A., Poynten, I.
M., Pokomandy, A., Easson, A. M., & Stier, E. A. (2021). A meta-analysis of

anal cancer incidence by risk group: Toward a unified anal cancer risk scale.
International journal of cancer, 148(1), 38-47. https://doi.org/10.1002/ijc.33185

Conlon, C., Timonen, V., Elliott-O’Dare, C., O'Keeffe, S., & Foley, G. (2020). Confused
About Theoretical Sampling? Engaging Theoretical Sampling in Diverse
Grounded Theory Studies. Qualitative Health Research, 30(6), 947-959.
https://doi.org/10.1177/1049732319899139

Cooper, D. L., Hernandez, N. D., Rollins, L., Akintobi, T. H., & McAllister, C. (2017).
HPV vaccine awareness and the association of trust in cancer information from
physicians among males. Vaccine, 35(20), 2661-2667.
https://doi.org/10.1016/j.vaccine.2017.03.083

Corbin, J., & Strauss, A. (2015). Basics of qualitative research (4th edition. ed.). SAGE
Publications.

Creswell, J. W. (1994). Research design: qualitative and quantitative approaches.
SAGE.

Creswell, J. W. (2003). Research design : qualitative, quantitative, and mixed methods
approaches (2nd ed.). SAGE.

Creswell, J. W. (2007). Qualitative inquiry & research design : choosing among five
approaches (2nd ed.). SAGE.

Creswell, J. W. (2009). Research design : qualitative, quantitative, and mixed methods
approaches (3rd ed.). SAGE.

Creswell, J. W. (2014). Research design : qualitative, quantitative, and mixed methods
approaches (Fourth edition, international student edition.). SAGE.

Crotty, M. (1998). The foundation of social research: Meaning and perspective in the
research process. Thousand Oaks, CA: Sage

Cummings, T., Kasting, M. L., Rosenberger, J. G., Rosenthal, S. L., Zimet, G. D., &
Stupiansky, N. W. (2015). Catching Up or Missing Out? Human Papillomavirus
Vaccine Acceptability Among 18- to 26-Year-old Men Who Have Sex With Men

in a US National Sample. Sexually Transmitted Diseases, 42(11).

262



263

https://journals.lww.com/stdjournal/Fulltext/2015/11000/Catching_Up_or_Miss
ing_Out__Human_Papillomavirus.1.aspx

Cutcliffe, J. R. (2000). Methodological issues in grounded theory. Journal of Advanced
Nursing, 31(6), 1476—1484. https://doi.org/10.1046/j.1365-2648.2000.01430.x

Daley, E. M., Vamos, C. A., Zimet, G. D., Rosberger, Z., Thompson, E. L., & Merrell,
L. (2016). The feminization of HPV: Reversing gender biases in US human
papillomavirus vaccine policy. American journal of public health (1971), 106(6),
983-984. https://doi.org/10.2105/AJPH.2016.303122

Dalton, J., Booth, A., Noyes, J., & Sowden, A. J. (2017). Potential value of systematic
reviews of qualitative evidence in informing user-centered health and social
care: findings from a descriptive overview. Journal of clinical epidemiology, 88,
37-46. https://doi.org/10.1016/].jclinepi.2017.04.020

de la Cuesta Benjumea, C. (2014). Access to information in qualitative research. A
matter of care. Investigacion y Educacion En Enfermeria, 32(3), 480-487.
https://doi.org/10.17533/udea.iee.v32n3al3

de Martel, C., Plummer, M., Vignat, J., & Franceschi, S. (2017). Worldwide burden of
cancer attributable to HPV by site, country and HPV type: Worldwide burden of
cancer attributable to HPV. International journal of cancer, 141(4), 664-670.
https://doi.org/10.1002/ijc.30716

de Sanjosé, S., Brotons, M., & Pavon, M. A. (2018). The natural history of human
papillomavirus infection. Best practice & research. Clinical obstetrics &
gynaecology, 47, 2-13. https://doi.org/10.1016/j.bpobgyn.2017.08.015

DeJonckheere, M., & Vaughn, L. M. (2019). Semistructured interviewing in primary
care research: A balance of relationship and rigour. Family medicine and
community health, 7(2), e000057. https://doi.org/10.1136/fmch-2018-000057

Denzin, N. K., Lincoln, Y. S., & Denzin, N. K. Norman K. (1998). Strategies of
qualitative inquiry. SAGE.

Denzin, N. K., Lincoln, Y. S., & Denzin, N. K. (Norman K. (2003). Strategies of
qualitative inquiry (2nd ed.). Sage.

Denzin, N. K., & Lincoln, Y. S. (2013). Strategies of qualitative inquiry (Fourth Edition.).
SAGE.

Dobson, R. (2009) Insiderness”, “involvement” and emotions; impacts for methods,
‘knowledge” and social research. People, Place & Policy Online, 3(3), 183-
195. https://doi.org/10.3351/ppp.0003.0003.0005

263



264

Drolet, M., Bernard, E., Boily, M-C, et al. (2015). Population-level impact and herd
effects following human papillomavirus vaccination programmes: a systematic
review and meta-analysis. The Lancet infectious diseases, 15(5), 565-580.
https://doi.org/10.1016/S1473-3099(14)71073-4

Dubé, E., Laberge, C., Guay, M., Bramadat, P., Roy, R., & Bettinger, J. (2013).
Vaccine hesitancy: an overview. Hum Vaccin Immunother, 9(8), 1763-1773.
https://doi.org/10.4161/hv.24657

Eakin, J. M., & Mykhalovskiy, E. (2003). Reframing the evaluation of qualitative health
research: reflections on a review of appraisal guidelines in the health sciences:
Reframing the evaluation of qualitative health research. Journal of evaluation
in clinical practice, 9(2), 187-194. https://doi.org/10.1046/j.1365-
2753.2003.00392.x

Edwards, A. (2006). Relational agency: Learning to be a resourceful practitioner.
International  journal of educational research, 43(3), 168-182.
https://doi.org/10.1016/j.ijer.2006.06.010

Edwards, R., & Holland, J. (2013). What is Qualitative Interviewing? (1 ed.).
Bloomsbury Publishing Plc. https://doi.org/10.5040/9781472545244

Egawa, N., & Doorbar, J. (2017). The low-risk papillomaviruses. Virus research, 231,
119-127. https://doi.org/10.1016/j.virusres.2016.12.017

Egawa, N., Egawa, K., Griffin, H., & Doorbar, J. (2015). Human papillomaviruses;
Epithelial tropisms, and the development of neoplasia. Viruses, 7(7), 3863-
3890. https://doi.org/10.3390/v7072802

Elam-Evans, L. D., Yankcy, D., Singleton, J. A., Sterrett, N., Markowitz, L. E., Williams,
C. L., Fredua, B., McNamara, L., & Stokley, S. (2020). National, Regional,
State, and Selected Local Area Vaccination Coverage Among Adolescents
Aged 13-17 Years - United States, 2019. MMWR. Morbidity and mortality
weekly report, 69(33), 1109-1116. https://doi.org/10.15585/mmwr.mm6933al

Ellis, P. (2019). Evidence-based practice in nursing (4th edition. ed.). Learning
Matters. Ellis, C., Adams, T.E., & Bochner, A.P. (2011). Autoethnography: An
overview. Forum: Qualitative Social Research, 12(1), article 10. https://doi-
org.napier.idm.oclc.org/10.17169/fqs-12.1.1589.

Erikson, E. H. (1971). Identity : youth and crisis. Faber and Faber.

Ferrer, H. B., Trotter, C., Hickman, M., & Audrey, S. (2014). Barriers and facilitators to

HPV vaccination of young women in high-income countries: a qualitative

264



265

systematic review and evidence synthesis. BMC public health, 14(1), 700.
https://doi.org/10.1186/1471-2458-14-700

Fish, J., Almack, K., Hafford-Letchfield, T., & Toze, M. (2021). What Are LGBT+
Inequalities in Health and Social Support-Why Should We Tackle Them?
International journal of environmental research and public health, 18(7), 3612.
https://doi.org/10.3390/ijerph18073612

Flick, U. (2014). An introduction to qualitative research (5th ed.). London: SAGE.

Flemming, K., Booth, A., Garside, R., Tuncalp, O., & Noyes, J. (2019). Qualitative
evidence synthesis for complex interventions and guideline development:
clarification of the purpose, designs and relevant methods. BMJ global health,
4(Suppl 1), e000882-e000882. https://doi.org/10.1136/bmjgh-2018-000882

Fontenot, H. B., Fantasia, H. C., & Zimet, G. D. (2017). Increasing HPV Vaccination
and Eliminating Barriers: Recommendations From Young Men Who Have Sex
With Men. In (Vol. 60, pp. S124-S125).

Fredriksen-Goldsen, K. I., Kim, H. J., Barkan, S. E., Muraco, A., & Hoy-Ellis, C. P.
(2013). Health disparities among lesbian, gay, and bisexual older adults: results
from a population-based study. Am J Public Health, 103(10), 1802-1809.
https://doi.org/10.2105/ajph.2012.301110

Frisch, M., Biggar, R. J., & Goedert, J. J. (2000). Human Papillomavirus-Associated
Cancers in Patients With Human Immunodeficiency Virus Infection and
Acquired Immunodeficiency Syndrome. Journal of the National Cancer
Institute, 92(18), 1500-1510. https://doi.org/10.1093/jnci/92.18.1500

Galea, J. T., Monsour, E., Nurena, C. R., Blas, M. M., & Brown, B. (2017). HPV vaccine
knowledge and acceptability among Peruvian men who have sex with men and
transgender women: A pilot, qualitative study.(Report). PLoS ONE, 12(2),
e0172964. https://doi.org/10.1371/journal.pone.0172964

Ganga, D., & Scott, S. (2006). Cultural “Insiders” and the Issue of Positionality in
Qualitative Migration Research: Moving “Across” and Moving “Along”
Researcher-Participant Divides. Forum, Qualitative Social Research, 7(3).
https://doi.org/10.17169/fqs-7.3.134

Garland, S. M., Hernandez-Avila, M., Wheeler, C. M., Perez, G., Harper, D. M.,
Leodolter, S., Tang, G. W. K., Ferris, D. G., Steben, M., Bryan, J., Taddeo, F.
J., Railkar, R., Esser, M. T., Sings, H. L., Nelson, M., Boslego, J., Sattler, C.,
Barr, E., & Koutsky, L. A. (2007). Quadrivalent Vaccine against Human

265



266

Papillomavirus to Prevent Anogenital Diseases. The New England journal of
medicine, 356(19), 1928-1943. https://doi.org/10.1056/NEJM0a061760
Garland, S. M., Kjaer, S. K., Mufioz, N., Block, S. L., Brown, D. R., Dinubile, M. J.,
Lindsay, B. R., Kuter, B. J., Perez, G., Dominiak-Felden, G., Saah, A. J., Drury,
R., Das, R., & Velicer, C. (2016). Impact and Effectiveness of the Quadrivalent
Human Papillomavirus Vaccine: A Systematic Review of 10 Years of Real-
world  Experience. Clinical Infectious Diseases, 63(4), 519-527.
https://doi.org/10.1093/cid/ciw354

Gerend, M. A., Madkins, K., Phillips, G., & Mustanski, B. (2016). Predictors of Human
Papillomavirus Vaccination among Young Men who Have Sex with Men.
Sexually transmitted diseases, 43(3), 185-191.
https://doi.org/10.1097/0LQ.0000000000000408

Gheit, T. (2019). Mucosal and cutaneous human papillomavirus infections and cancer
biology. Frontiers in oncology, 9(MAY), 355.
https://doi.org/10.3389/fonc.2019.00355

Gilkey, M. B., Calo, W. A., Moss, J. L., Shah, P. D., Marciniak, M. W., & Brewer, N. T.
(2016). Provider communication and HPV vaccination: The impact of
recommendation quality. Vaccine, 34(9), 1187-1192.
https://doi.org/10.1016/j.vaccine.2016.01.023

Giuliano, A. R., Palefsky, J. M., Goldstone, S., Moreira, E. D., Penny, M. E., Aranda,
C., Vardas, E., Moi, H., Jessen, H., Hillman, R., Chang, Y.-H., Ferris, D.,
Rouleau, D., Bryan, J., Marshall, J. B., Vuocolo, S., Barr, E., Radley, D., Haupt,
R. M., & Guris, D. (2011). Efficacy of Quadrivalent HPV Vaccine against HPV
Infection and Disease in Males. The New England journal of medicine, 364(5),
401-411. https://doi.org/10.1056/NEJM0a0909537

Giuliano, A. R., Tortolero-Luna, G., Ferrer, E., Burchell, A. N., de Sanjose, S., Kjaer,
S. K., Muiioz, N., Schiffman, M., & Bosch, F. X. (2008). Epidemiology of Human
Papillomavirus Infection in Men, Cancers other than Cervical and Benign
Conditions. Vaccine, 26(10), K17-K28.
https://doi.org/10.1016/j.vaccine.2008.06.021

Glaser, B. G. (1978). Theoretical sensitivity. Mill VValley, Calif.: Soc. Pr.

Glaser, B. G., & Strauss, A. L. (1967). The Discovery of Grounded Theory: Strategies

for Qualitative Research. Chicago: Aldine Publishers

266



267

Glaser, B. G., & Holton, J. (2004). Remodelling Grounded Theory. Forum Qualitative
Sozialforschung / Forum:  Qualitative  Social Research, 5(2).
https://doi.org/10.17169/fqs-5.2.607

Glick, S. N., Feng, Q., Popov, V., Koutsky, L. A., & Golden, M. R. (2014). High Rates
of Incident and Prevalent Anal Human Papillomavirus Infection Among Young
Men Who Have Sex With Men. The Journal of infectious diseases, 209(3), 369-
376. https://doi.org/10.1093/infdis/jit441

Government Equalities Office. (2018). LGBT action plan: Improving the lives of
lesbian, gay, bisexual and transgender people. London, UK

Grace, D., Gaspar, M., Paquette, R., Rosenes, R., Burchell, A. N., Grennan, T., &
Salit, I. E. (2018). HIV-positive gay men’s knowledge and perceptions of Human
Papillomavirus (HPV) and HPV vaccination: A qualitative study. PloS One,
13(11), e0207953—e0207953. https://doi.org/10.1371/journal.pone.0207953

Grant, M. J., & Booth, A. (2009). A typology of reviews: An analysis of 14 review types
and associated methologies. Health Information and Libraries Journal, 26(2),
91-108. https://doi.org/10.1111/j.1471-1842.2009.00848.x

Gray, D. E. (2009).Doing Research in the Real World (2nd ed.). SAGE Publications

Green, J., Thorogood, N., & Bradby, H. (2005). Qualitative methods for health
research. Qualitative Research, 5(4), 543-546.
https://doi.org/10.1177/1468794105057459

Grewal, R., Deeks, S. L., Hart, T. A, Cox, J., & De Pokomandy, A. (2021). Human

papillomavirus (HPV) vaccination across a cascade of knowledge, willingness,

and uptake among gay, bisexual, and other men who have sex with men in
Canada's three largest cities. Human vaccines & immunotherapeutics, 17(12),
5413-5425. https://doi.org/10.1080/21645515.2021.1979379

Grewal, R., Deeks, S. L., Hart, T. A., Cox, J. etal. (2021). Human papillomavirus (HPV)
vaccine uptake among a community-recruited sample of gay, bisexual, and
other men who have sex with men in the three largest cities in Canada from
2017 to 20109. Vaccine, 39(28), 3756-3766.
https://doi.org/10.1016/j.vaccine.2021.05.031

Guba, E. G., & Lincoln, Y. S. (2005). Paradigmatic Controversies, Contradictions, and
Emerging Confluences. In N. K. Denzin & Y. S. Lincoln (Eds.), The Sage
handbook of qualitative research (pp. 191-215). Sage Publications Ltd.

267



268

Grulich, A. E., Poynten, I. M., Machalek, D. A., Jin, F., Templeton, D. J., & Hillman, R.
J. (2012). The epidemiology of anal cancer. Sexual Health, 9(6), 504-508.
https://doi.org/https://doi.org/10.1071/SH12070

Gutierrez, B., Leung, A., Jones, K., Smith, P., Silverman, R., Frank, I., & Leader, A.
(2013). Acceptability of the Human Papillomavirus Vaccine Among Urban
Adolescent Males. American Journal of Men's Health, 7(1), 27-36.
https://doi.org/10.1177/1557988312456697

Hall, W. A., & Callery, P. (2001). Enhancing the Rigor of Grounded Theory:
Incorporating Reflexivity and Relationality. Qualitative Health Research, 11(2),
257-272. https://doi.org/10.1177/104973201129119082

Hall, S., Weinman, J., & Marteau, T. M. (2004). The Motivating Impact of Informing
Women Smokers of a Link Between Smoking and Cervical Cancer: The Role
of Coherence. Health psychology, 23(4), 419-424.
https://doi.org/10.1037/0278-6133.23.4.419

Hallberg, L. R. M. (2010). Some thoughts about the literature review in grounded
theory studies. International journal of qualitative studies on health and well-
being, 5(3), 5387-5381. https://doi.org/10.3402/ghw.v5i3.5387

Hannes, K., & Lockwood, C. (2012). Synthesizing qualitative research choosing the
right approach. John Wiley & Sons.

Hannes, K., & Macaitis, K. (2012). A move to more systematic and transparent
approaches in qualitative evidence synthesis: update on a review of published
papers. Qualitative research 12(4), 402-442.
https://doi.org/10.1177/1468794111432992

Harden, A., & Thomas, J. (2008). Methods for the thematic synthesis of qualitative
research in systematic reviews. BMC Medical Research Methodology, 8(1), 45.
https://doi.org/10.1186/1471-2288-8-45

Harder, T., Wichmann, O., Klug, S. J., van der Sande, M. A. B., & Wiese-Posselt, M.
(2018). Efficacy, effectiveness and safety of vaccination against human
papillomavirus in males : A systematic review. BMC medicine, 16(1), 110-110.
https://doi.org/10.1186/s12916-018-1098-3

Healy, M., & Perry, C. (2000). Comprehensive criteria to judge validity and reliability
of qualitative research within the realism paradigm. Qualitative Market
Research, 3(3), 118-126. https://doi.org/10.1108/13522750010333861

268



269

Heyvaert, M., Hannes, K. & Onghena, P. (2017). Using Mixed Methods Research
Synthesis for Literature Reviews. In. SAGE Publications, Inc.
https://doi.org/10.4135/9781506333243

Holliday, A. (2016). Doing & writing qualitative research (Third edition.). SAGE
Publications Ltd.

Holloway, I., & Galvin, K. (2016). Qualitative Research in Nursing and Healthcare.
John Wiley & Sons, Incorporated.

Holman, D. M., Benard, V., Roland, K. B., Watson, M., Liddon, N., & Stokley, S. (2013).
Barriers to Human Papillomavirus Vaccination Among US Adolescents: A
Systematic Review of the Literature. JAMA pediatrics, 168(1), 76-82.
https://doi.org/10.1001/jamapediatrics.2013.2752

Holton, J. (2008). Grounded Theory as a General Research Methodology. The
Grounded Theory Review, 7(2).

Hoots, B. E., Palefsky, J. M., Pimenta, J. M., & Smith, J. S. (2009). Human
papillomavirus type distribution in anal cancer and anal intraepithelial lesions.
International journal of cancer, 124(10), 2375-2383.
https://doi.org/10.1002/ijc.24215

Howitt, D., & Cramer, D. (2011). Introduction to research methods in psychology (3rd
ed.). Pearson Prentice Hall.

HPV vaccination statistics for men who have sex with men, Scotland. (2021).
Retrieved from https://publichealthscotland.scot/publications/hpv-vaccination-
statistics-for-men-who-have-sex-with-men-scotland/hpv-vaccination-statistics-
for-men-who-have-sex-with-men-scotland-4-year-period-ending-30-june-2021/

Hunt, R., Bates, C., Walker, S., Grierson, J., Redsell, S., & Meads, C. (2019). A
Systematic Review of UK Educational and Training Materials Aimed at Health
and Social Care Staff about Providing Appropriate Services for LGBT plus
People. International journal of environmental research and public health,
16(24). https://doi.org/10.3390/ijerph16244976

Ingersoll, G. L. (2000). Evidence-based nursing: What it is and what it isn't. Nursing
outlook, 48(4), 151-152. https://doi.org/10.1067/mno0.2000.107690

Islami, F., Ferlay, J., Lortet-Tieulent, J., Bray, F., & Jemal, A. (2017). International
trends in anal cancer incidence rates. International journal of epidemiology,
46(3), 924-938. https://doi.org/10.1093/ije/dyw276

269



270

Jackson, K., & Bazeley, P. (2019). Qualitative data analysis with NVivo (3rd edition.
ed.). SAGE Publications.

Jones, H. (2005). Autoethnography: Making personal political. n the handbook of
gualitative research, edited by N.K. Denzin and Y.S. Lincoln. Thousand Oaks,
CA: Sage.

Jones, & McEwen, M. K. (2000). A conceptual model of multiple dimensions of identity.
Journal of college student development, 41(4), 405-414.

Jootun, D., McGhee, G., & Marland, G. R. (2009). Reflexivity: promoting rigour in
qualitative research. Nursing Standard, 23(23), 42-46.
https://doi.org/10.7748/ns2009.02.23.23.42.c6800

Joura, E. A. M. D., Leodolter, S. P., Hernandez-Avila, M. P., et al. (2007). Efficacy of
a quadrivalent prophylactic human papillomavirus (types 6, 11, 16, and 18) L1
virus-like-particle vaccine against high-grade vulval and vaginal lesions: a
combined analysis of three randomised clinical trials. The Lancet (British
edition), 369(9574), 1693-1702. https://doi.org/10.1016/S0140-
6736(07)60777-6

Kaptein, A., & Broadbent, E. (2001). lliness cognition assessment. In (pp. 268-273):
Cambridge University Press.

Karimi-Shahanjarini, A., Shakibazadeh, E., Rashidian, A., Hajimiri, K., Glenton, C.,
Noyes, J., Lewin, S., Laurant, M. G. H., & Colvin, C. J. (2019). Barriers and
facilitators to the implementation of doctornurse substitution strategies in
primary care: a qualitative evidence synthesis. Cochrane database of
systematic reviews, 2019(4).
https://doi.org/10.1002/14651858.CD010412.pub2

Karnieli-Miller, O., Strier, R., & Pessach, L. (2009). Power Relations in Qualitative
Research. Qualitative Health Research, 19(2), 279-289.
https://doi.org/10.1177/1049732308329306

Kavanagh, K., Pollock, K. G. J., Potts, A., Love, J., Cuschieri, K., Cubie, H., Robertson,
C., & Donaghy, M. (2014). Introduction and sustained high coverage of the HPV
bivalent vaccine leads to a reduction in prevalence of HPV 16/18 and closely
related HPV types. British journal of cancer, 110(11), 2804-2811.
https://doi.org/10.1038/bjc.2014.198

Kenny, M., & Fourie, R. (2014). Tracing the History of Grounded Theory Methodology:

From Formation to Fragmentation. Qualitative Report, 19(52), 1-9.

270



271

Kesten, J. M., Flannagan, C., Ruane-McAteer, E., Merriel, S. W. D., Nadarzynski, T.,
Shapiro, G., ... Prue, G. (2019). Mixed-methods study in England and Northern
Ireland to understand young men who have sex with men’s knowledge and
attitudes towards human papillomavirus vaccination. BMJ Open, 9(5),
e025070-e025070. https://doi.org/10.1136/bmjopen-2018-025070

Kombe Kombe, A. J., Li, B., Zahid, A., Mengist, H. M., Bounda, G.-A., Zhou, Y., & Jin,
T. (2021). Epidemiology and Burden of Human Papillomavirus and Related
Diseases, Molecular Pathogenesis, and Vaccine Evaluation. Frontiers in public
health, 8, 552028-552028. https://doi.org/10.3389/fpubh.2020.552028

Koskan, A. M., & Fernandez-Pineda, M. (2018). Human Papillomavirus Vaccine
Awareness Among HIV-Positive Gay and Bisexual Men: A Qualitative Study.
LGBT Health, 5(2), 145-149. https://doi.org/10.1089/Igbt.2017.0109

Kranjec, C., & Doorbar, J. (2016). Human papillomavirus infection and induction of
neoplasia: a matter of fitness. Current opinion in virology, 20, 129-136.
https://doi.org/10.1016/j.coviro.2016.08.011

Lacey, C. J. N., Lowndes, C. M., & Shah, K. V. (2006). Chapter 4: Burden and
management of non-cancerous HPV-related conditions: HPV-6/11 disease.
Vaccine, 24(3), S35-S41. https://doi.org/10.1016/j.vaccine.2006.06.015

Lau, J. T. F., Wang, Z., Kim, J. H., Lau, M., Lai, C. H. Y., & Mo, P. K. H. (2013).
Acceptability of HPV Vaccines and Associations with Perceptions Related to
HPV and HPV Vaccines Among Men Who Have Sex with Men in Hong Kong.
PloS one, 8(2), e57204-e57204. https://doi.org/10.1371/journal.pone.0057204

Lawton, M. D., Nathan, M., & Asboe, D. (2013). HPV vaccination to prevent anal
cancer in men who have sex with men. Sexually transmitted infections, 89(5),
342-343. https://doi.org/10.1136/sextrans-2013-051176

Lempert, L. (2007). Asking questions of the data: Memo writing in the grounded theory
tradition. SAGE Publications Ltd, https://dx.doi.org/10.4135/9781848607941

Leventhal, H., Meyer, D. and Nerenz, D.R. (1980) The Common Sense

Representation of lliness Danger. In: Rachman, S., Ed., Contributions to
Medical Psychology, Pergamon Press, New York, 17-30.

Leventhal, H., & Cameron, L. (1987). Behavioral theories and the problem of
compliance. Patient Education & Counseling, 10(2), 117-138.

Leventhal, H., Benyamini, Y., Brownlee, S., Diefenbach, M., Leventhal, E. A., Patrick-

Miller, L., & Robitaille, C. (1997). lllness representations: Theoretical

271



272

foundations. In K. J. Petrie & J. A. Weinman (Ed.), Perceptions of health and
illness: Current research and applications (pp. 19-45). Harwood Academic
Publishers.

Leventhal, H., Leventhal, E. A., & Contrada, R. J. (1998). Self-regulation, health, and
behavior: A perceptual-cognitive approach. Psychology & health, 13(4), 717-
733. https://doi.org/10.1080/08870449808407425

Leventhal, H., Brissette, I., & Leventhal, E. A. (2003). The common-sense model of
self-regulation of health and illness. In L. D. Cameron & H. Leventhal
(Eds.), The self-regulation of health and illness behaviour (pp. 42-65).
Routledge.

Leventhal, H., Phillips, L. A., & Burns, E. (2016). The Common-Sense Model of Self-
Regulation (CSM): a dynamic framework for understanding illness self-
management. Journal of Behavioral Medicine, 39(6), 935-946.
https://doi.org/10.1007/s10865-016-9782-2

Lewis, S. (2015). Qualitative Inquiry and Research Design: Choosing Among Five
Approaches. Health Promotion Practice, 16(4), 473-475
https://doi.org/10.1177/1524839915580941

Lin, C., Franceschi, S., & Clifford, G. M. (2018). Human papillomavirus types from
infection to cancer in the anus, according to sex and HIV status: a systematic
review and meta-analysis. The Lancet infectious diseases, 18(2), 198-206.
https://doi.org/10.1016/S1473-3099(17)30653-9

Lincoln, Y. S., & Guba, E. G. (1985). Naturalistic inquiry. Sage.

Lincoln, Y. S., & Denzin, N. K. (2005). The eight and ninth moments - Qualitative
research in/and the fractured future. In Y. S. Lincoln & N. K. Denzin (Eds.), The
Sage handbook of qualitative research (3rd ed., pp. 1115-1126). Thousand
Oaks, CA: Sage.

Lincoln, Y. S., & Guba, E. G. (2003). Paradigmatic controversies, contradictions and
emerging confluences. In N. K. Denzin & Y. S. Lincoln (Eds.), The landscape
of qualitative research: Theories and issues (2nd ed., pp. 253—-291). Thousand
Oaks, CA: Sage.

Lincoln, Y. S., & Guba, E. G. (2005). Paradigmatic controversies, contradictions and
emerging confluences. In N. K. Denzin & Y. S. Lincoln (Eds.), The Sage
handbook of qualitative research (3rd ed., pp. 191-216). Thousand Oaks, CA:
Sage.

272



273

Lincoln, Y. S., Lynham, S. A., & Guba, E. G. (2011). Paradigmatic controversies,
contradictions and emerging confluences, revisited. In N. K. Denzin & Y. S.
Lincoln (Eds.), The Sage handbook of qualitative research (4th ed., pp. 99—
128). Thousand Oaks, CA: Sage.

Lois, K. S., & Barton, A. C. (2002). Tales from the science education crypt: A critical
reflection of positionality, subjectivity, and reflexivity in research. Forum,
Qualitative Social Research, 3(3), 12-3:3

Loke, A. Y., Kwan, M. L., Wong, Y. T., & Wong, A. K. Y. (2017). The Uptake of Human
Papillomavirus Vaccination and Its Associated Factors Among Adolescents: A
Systematic Review. J Prim Care Community Health, 8(4), 349-362.
https://doi.org/10.1177/2150131917742299

Lu, B., Kumar, A., Castellsagué, X., & Giuliano, A. R. (2011). Efficacy and Safety of
Prophylactic Vaccines against Cervical HPV Infection and Diseases among
Women: A Systematic Review & Meta-Analysis. BMC infectious diseases,
11(1), 13-13. https://doi.org/10.1186/1471-2334-11-13

Machalek, D. A. B., Poynten, M. P., Jin, F. P., Fairley, C. K. P., Farnsworth, A. F.,
Garland, S. M. P., Hillman, R. J. M. D., Petoumenos, K. P., Roberts, J. F.,
Tabrizi, S. N. P., Templeton, D. J. P., & Grulich, A. E. P. (2012). Anal human
papillomavirus infection and associated neoplastic lesions in men who have
sex with men: a systematic review and meta-analysis. The lancet oncology,
13(5), 487-500. https://doi.org/10.1016/S1470-2045(12)70080-3

Malterud, K., Siersma V,D., Guassora A,D., (2016). Sample Size in Qualitative
Interview Studies: Guided by Information Power. Qualitative Health Research.
26(13):1753-1760. doi: 10.1177/1049732315617444. Epub 2016 Jul 10. PMID:
26613970.

Malo, T. L., Hall, M. E., Brewer, N. T., Lathren, C. R., & Gilkey, M. B. (2018). Why is
announcement training more effective than conversation training for introducing
HPV vaccination? A theory-based investigation. Implementation science : IS,
13(1), 57-57. https://doi.org/10.1186/s13012-018-0743-8

Manhart, L. E., Holmes, K. K., Koutsky, L. A., Wood, T. R., Kenney, D. L., Feng, Q., &
Kiviat, N. B. (2006). Human papillomavirus infection among sexually active
young women in the United States: Implications for developing a vaccination
strategy. Sexually Transmitted Diseases, 33(8), 502-508.
https://doi.org/10.1097/01.0lg.0000204545.89516.0a

273



274

Markowitz, L. E., Tsu, V., Deeks, S. L., Cubie, H.,, Wang, S. A., Vicari, A. S., &
Brotherton, J. M. L. (2012). Human Papillomavirus Vaccine Introduction — The
First Five Years. Vaccine, 30, F139-F148.
https://doi.org/10.1016/j.vaccine.2012.05.039

Martin, V. (2019). Using popular and academic literature as data for formal grounded
theory (A. Bryant & K. Charmaz, Eds.). Sage Publications

Maykut P., Morehouse R. (1994). Beginning qualitative researchers: A philosophical
and practical guide. Washington, DC: Falmer.

Mays, N., Pope, C., & Popay, J. (2005). Systematically reviewing qualitative and
guantitative evidence to inform management and policy-making in the health
field. Journal of health services research & policy, 10(1_suppl), 6-20.
https://doi.org/10.1258/1355819054308576

McAloney-Kocaman, K., Lorimer, K., Flowers, P., Davis, M., Knussen, C., & Frankis,
J. (2016). Sexual identities and sexual health within the Celtic nations: An
exploratory study of men who have sex with men recruited through social
media. Global public health, 11(7-8), 1049-1059.
https://doi.org/10.1080/17441692.2016.1185450

McBride, A. A., & Warburton, A. (2017). The role of integration in oncogenic
progression of HPV-associated cancers. PLoS pathogens, 13(4), €e1006211-
€1006211. https://doi.org/10.1371/journal.ppat.1006211

McGrath, L., Fairley, C. K., Cleere, E. F., Bradshaw, C. S., Chen, M. Y., & Chow, E.
P. F. (2019). Human papillomavirus vaccine uptake among young gay and
bisexual men who have sex with men with a time-limited targeted vaccination
programme through sexual health clinics in Melbourne in 2017. Sexually
transmitted infections, 95(3), 181-186. https://doi.org/10.1136/sextrans-2018-
053619

Mead, G.H. (1934). Mind, Self, and Society from the Standpoint of a Social
Behaviorist. University of Chicago Press: Chicago

Melbye, M., Coté, T. R., Kessler, L., Gail, M., & Biggar, R. J. (1994). High incidence of
anal cancer among AIDS patients. The AIDS/Cancer Working Group. The
Lancet (British edition), 343(8898), 636-639.

Mercer, C. H., Prah, P., Field, N., Tanton, C., MacDowall, W., Clifton, S., Hughes, G.,
Nardone, A., Wellings, K., Johnson, A. M., & Sonnenberg, P. (2016). The health

and well-being of men who have sex with men (MSM) in Britain: Evidence from

274



275

the third National Survey of Sexual Attitudes and Lifestyles (Natsal-3). BMC
public health, 16(1), 525-525. https://doi.org/10.1186/s12889-016-3149-z

Mercer, C. H. D., Tanton, C. P., Prah, P. et al. (2013). Changes in sexual attitudes and
lifestyles in Britain through the life course and over time: findings from the
National Surveys of Sexual Attitudes and Lifestyles (Natsal). The Lancet
(British  edition), 382(9907), 1781-1794. https://doi.org/10.1016/S0140-
6736(13)62035-8

Mertens, D. M. (2003). Mixed methods and the politics of human research: The
transformative-emancipatory perspective. In A. Tashakkori & C. Teddlie (Eds.),
Handbook of mixed methods in social and behavioral research (pp. 135-164).
Thousand Oaks, CA: Sage.

Mills, J., Bonner, A., & Francis, K. (2006a). Adopting a constructivist approach to
grounded theory: Implications for research design. International Journal of
Nursing Practice, 12(1), 8-13. https://doi.org/10.1111/j.1440-
172X.2006.00543.x

Mills, J., Bonner, A., & Francis, K. (2006b). The Development of Constructivist
Grounded Theory. International Journal of Qualitative Methods, 5(1), 25-35.
https://doi.org/10.1177/160940690600500103

Morgan, D. L. (2007). Paradigms Lost and Pragmatism Regained: Methodological

Implications of Combining Qualitative and Quantitative Methods. Journal of
Mixed Methods Research, 1(2), 48-76.
https://doi.org/10.1177/2345678906292462

Morse, J. M. (2016). Qualitative health research: creating a new discipline Routledge.
https://doi.org/10.4324/9781315421650

Mortensen, G. L., & Larsen, H. K. (2010). The quality of life of patients with genital
warts: A qualitative study. BMC public health, 10(1), 113-113.
https://doi.org/10.1186/1471-2458-10-113

Moscicki, A.-B., Schiffman, M., Burchell, A., Albero, G., Giuliano, A. R., Goodman, M.
T., Kjaer, S. K., & Palefsky, J. (2012). Updating the Natural History of Human
Papillomavirus and Anogenital Cancers. Vaccine, 30(5), F24-F33.
https://doi.org/10.1016/j.vaccine.2012.05.089

Munn, Z., Stern, C., Aromataris, E., Lockwood, C., & Jordan, Z. (2018). What kind of

systematic review should i conduct? A proposed typology and guidance for

275



276

systematic reviewers in the medical and health sciences. BMC medical
research methodology, 18(1), 5-5. https://doi.org/10.1186/s12874-017-0468-4

Mufoz, N., Bosch, F. X., de Sanjosé, S., Herrero, R., Castellsagué, X., Shah, K. V.,
Snijders, P. J. F., & Meijer, C. J. L. M. (2003). Epidemiologic Classification of
Human Papillomavirus Types Associated with Cervical Cancer. The New
England journal of medicine, 348(6), 518-527.
https://doi.org/10.1056/NEJM0a021641

Mufioz, N., Castellsagué, X., de Gonzalez, A. B., & Gissmann, L. (2006). Chapter 1.:
HPV in the etiology of human cancer. Vaccine, 24(3), S1-S10.
https://doi.org/10.1016/j.vaccine.2006.05.115

Nadarzynski, Smith, H., Richardson, D., Pollard, A., & Llewellyn, C. (2017).
Perceptions of HPV and attitudes towards HPV vaccination amongst men who
have sex with men: A qualitative analysis. British journal of health psychology,
22(2), 345-361. https://doi.org/10.1111/bjhp.12233

Nadarzynski, T., Smith, H., Richardson, D., Jones, C. J., & Llewellyn, C. D. (2014).
Human papillomavirus and vaccine-related perceptions among men who have
sex with men: a systematic review. Sexually transmitted infections, 90(7), 515-
U578. https://doi.org/10.1136/sextrans-2013-051357

Ndiaye, C. P., Mena, M. D., Alemany, L. M. D., Arbyn, M. D., Castellsagué, X. P.,
Laporte, L. B., Bosch, F. X. M. D., de Sanjosé, S. P., & Trottier, H. P. (2014).
HPV DNA, E6/E7 mRNA, and p16INK4a detection in head and neck cancers:
a systematic review and meta-analysis. The lancet oncology, 15(12), 1319-
1331. https://doi.org/10.1016/S1470-2045(14)70471-1

Nickel, B., Dodd, R. H., Turner, R. M., Waller, J., Marlow, L., Zimet, G., Ostini, R., &
McCaffery, K. (2017). Factors associated with the human papillomavirus (HPV)
vaccination across three countries following vaccination introduction.
Preventive medicine reports, 8, 169-176.
https://doi.org/10.1016/j.pmedr.2017.10.005

Noyes, J., Booth, A., Flemming, K., Garside, R., Harden, A., Lewin, S., Pantoja, T.,
Hannes, K., Cargo, M., & Thomas, J. (2018). Cochrane Qualitative and
Implementation Methods Group guidance series—paper 3: methods for
assessing methodological limitations, data extraction and synthesis, and
confidence in synthesized qualitative findings. Journal of clinical epidemiology,
97, 49-58. https://doi.org/10.1016/].jclinepi.2017.06.020

276



277

Noyes, J., Booth, A., Moore, G., Flemming, K., Tuncalp, O., & Shakibazadeh, E.
(2019). Synthesising quantitative and qualitative evidence to inform guidelines
on complex interventions: clarifying the purposes, designs and outlining some
methods. BMJ global health, 4(Suppl 1), e000893-e000893.
https://doi.org/10.1136/bmjgh-2018-000893

Nurena, C., Brown, B., Galea, J., Sanchez, H., & Blas, M. (2013). HPV and Genital
Warts among Peruvian Men Who Have Sex with Men and Transgender People:
Knowledge, Attitudes and Treatment Experiences. PLoS ONE, 8(3).
https://doi.org/10.1371/journal.pone.0058684

Oates, B.J. (2006). Researching information systems and computing. Los Angeles:

Sage

Office for National Statistics. (2018). Cancer registration statistics, England.
https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/
conditionsanddiseases/datasets/cancerregistrationstatisticscancerregistration
statisticsengland

Oliver, S. E., Hoots, B. E., Paz-Bailey, G., Markowitz, L. E., & Meites, E. (2017).
Increasing Human Papillomavirus Vaccine Coverage Among Men Who Have
Sex With Men-National HIV Behavioral Surveillance, United States, 2014. J
Acquir Immune Defic Syndr, 75 Suppl 3(Suppl 3), S370-s374.
https://doi.org/10.1097/gai.0000000000001413

O’Reilly, M., & Parker, N. (2013). “Unsatisfactory Saturation”: a critical exploration of
the notion of saturated sample sizes in qualitative research. Qualitative
Research: QR, 13(2), 190-197. https://doi.org/10.1177/1468794112446106

Onyeabor, O., Martin, N., Orish, V., Sanyaolu, A., & Iriemenam, N. (2015). Awareness
of Human Papillomavirus Vaccine Among Adolescent African American Males
Who Have Sex with Males: a Pilot Study. Journal of Racial and Ethnic Health
Disparities, 2(3), 290-294. https://doi.org/10.1007/s40615-014-0068-5

Parkin. (2011). Cancers attributable to infection in the UK in 2010. British Journal of
Cancer, 105(S2), S49. https://doi.org/10.1038/bjc.2011.484

Patton, M. Q. (2002). Qualitative research and evaluation methods (3rd ed.).
Thousand Oaks, CA: Sage.

Petticrew, M., Rehfuess, E., Noyes, J., Higgins, J. P. T., Mayhew, A., Pantoja, T.,
Shemilt, 1., & Sowden, A. (2013). Synthesizing evidence on complex

interventions: how meta-analytical, qualitative, and mixed-method approaches

277



278

can contribute. Journal of clinical epidemiology, 66(11), 1230-1243.
https://doi.org/10.1016/j.jclinepi.2013.06.005

Pifieros, M., Hernandez-Suérez, G., Orjuela, L., Vargas, J. C., & Pérez, G. (2013).
HPV knowledge and impact of genital warts on self esteem and sexual life in
Colombian patients. BMC public health, 13(2), 272-272.
https://doi.org/10.1186/1471-2458-13-272

Polit, D.E. and Beck, C.T. (2006) Essentials of Nursing Research. 6th Edition,
Lippincott Williams & Wilkins, Philadelphia.

Pollock, K. G., Wallace, L. A., Wrigglesworth, S., McMaster, D., & Steedman, N.
(2018). HPV vaccine uptake in men who have sex with men in Scotland.
Vaccine, 37(37), 5513-5514. https://doi.org/10.1016/j.vaccine.2018.11.081

Poon, M. K. L., Wong, J. P. H., Li, A. T. W., Manuba, M., Bisignano, A., Owino, M., &
Vahabi, M. (2018). HIV-positive MSM's knowledge of HPV and anal cancer self-
sampling: A scoping review. Current oncology (Toronto), 25(1), E83-E89.
https://doi.org/10.3747/c0.25.3856

Pope, C., & Mays, N. (1995). Qualitative Research: Reaching the parts other methods
cannot reach: an introduction to qualitative methods in health and health
services research. BMJ, 311(6996), 42-45.
https://doi.org/10.1136/bmj.311.6996.42

Poynten, I. M., Machalek, D., Templeton, D., Jin, F., Hillman, R., Zablotzska, I.,
Prestage, G., Holt, M., & Grulich, A. (2016). Comparison of age-specific
patterns of sexual behaviour and anal HPV prevalence in homosexual men with
patterns in women. Sexually transmitted infections, 92(3), 228-231.
https://doi.org/10.1136/sextrans-2015-052032

Prah, P., Copas, A. J., Mercer, C. H., Clifton, S., Erens, B., Phelps, A., ... Johnson, A.
M. (2014). Consistency in reporting sensitive sexual behaviours in Britain:
change in reporting bias in the second and third National Surveys of Sexual
Attitudes and Lifestyles (Natsal-2 and Natsal-3). Sexually Transmitted
Infections, 90(2), 90-93. https://doi.org/10.1136/sextrans-2013-051360

Priya, K. (2019). Using constructivist grounded theory methodology: studying suffering
and healing as a case example. In. SAGE Publications Ltd.
https://doi.org/10.4135/9781526485656

Rada, G., Verdugo-Paiva, F., Avila, C., Morel-Marambio, M., Bravo-Jeria, R., Pesce,
F., Madrid, E., & I1zcovich, A. (2020). Evidence synthesis relevant to COVID-19:

278



279

a protocol for multiple systematic reviews and overviews of systematic reviews.
Medwave, 20(3), e7868-e7867.
https://doi.org/10.5867/medwave.2020.03.7867

Ramalho, R., Adams, P., Huggard, P., & Hoare, K. (2015). Literature Review and
Constructivist Grounded Theory Methodology. Forum, qualitative social
research, 16(3). https://doi.org/10.17169/fqs-16.3.2313

Rank, C., Gilbert, M., Ogilvie, G., Jayaraman, G. C., Marchand, R., Trussler, T., Hogg,
R. S., Gustafson, R., & Wong, T. (2012). Acceptability of human papillomavirus
vaccination and sexual experience prior to disclosure to health care providers
among men who have sex with men in Vancouver, Canada: Implications for
targeted vaccination programs. Vaccine, 30(39), 5755-5760.
https://doi.org/10.1016/j.vaccine.2012.07.001

Reback, C. J., & Larkins, S. (2013). HIV Risk Behaviors Among a Sample of
Heterosexually Identified Men who Occasionally Have Sex with Another Male
and/or a Transwoman. The Journal of sex research, 50(2), 151-163.
https://doi.org/10.1080/00224499.2011.632101

Reichertz, J. (2010). Abduction: The Logic of Discovery of Grounded Theory. Forum,
Qualitative Social Research, 11(1).

Reiter, P. L., Brewer, N. T., McRee, A.-L., Gilbert, P., & Smith, J. S. (2010).
Acceptability of HPV vaccine among a national sample of gay and bisexual
men. Sexually Transmitted Diseases, 37(3), 197-203.
https://doi.org/10.1097/0LQ.0b013e3181bf542c

Reiter, P. L., McRee, A.-L., Katz, M. L., & Paskett, E. D. (2015). Human papillomavirus
vaccination among young adult gay and bisexual men in the United States.
American  journal of public health (1971), 105(1), 96-102.
https://doi.org/10.2105/AJPH.2014.302095

Restar, A. J., Surace, A., Ogunbajo, A., Edeza, A., & Kahler, C. (2019). The HIV-
related risk factors of the cisgender male sexual partners of transgender
women (MSTW) in the United States: A Systematic review of the literature.
AIDS education and prevention, 31(5), 463-478.
https://doi.org/10.1521/aeap.2019.31.5.463

Reutter, L., & Kushner, K. E. (2010). 'Health equity through action on the social
determinants of health: taking up the challenge in nursing. Nursing
inquiry, 17(3), 269-280. https://doi.org/10.1111/j.1440-1800.2010.00500.x

279



280

Riggle, E. D. B., Rostosky, S. S., Black, W. W., & Rosenkrantz, D. E. (2017). Outness,
Concealment, and Authenticity: Associations With LGB Individuals'
Psychological Distress and Well-Being. Psychology of sexual orientation and
gender diversity, 4(1), 54-62. https://doi.org/10.1037/sgd0000202

Ristriani, T., Masson, M., Nominé, Y., Laurent, C., Lefévre, J.-F., Weiss, E., & Travé,
G. (2000). HPV Oncoprotein E6 is a Structure-dependent DNA-binding Protein
that Recognizes Four-way Junctions. Journal of molecular biology, 296(5),
1189-1203. https://doi.org/10.1006/jmbi.2000.3527

Ritchie, J., & Lewis, J. (2003). Qualitative research practice : a guide for social science
students and researchers. (1%t ed.) Sage Publications.

Ritchie, J., & Lewis, J. (2014). Qualitative research practice : a guide for social science
students and researchers (2nd ed.). SAGE.

Robinson, D., Coupland, V., & Mgller, H. (2009). An analysis of temporal and
generational trends in the incidence of anal and other HPV-related cancers in
Southeast England. British journal of cancer, 100(3), 527-531.
https://doi.org/10.1038/sj.bjc.6604871

Rodriguez, S. A., Mullen, P. D., Lopez, D. M., Savas, L. S., & Fernandez, M. E. (2020).
Factors associated with adolescent HPV vaccination in the U.S.: A systematic
review of reviews and multilevel framework to inform intervention development.
Preventive medicine, 131, 105968-105968.
https://doi.org/10.1016/j.ypmed.2019.105968

Rose P. (1985). Writing on women: Essays in a renaissance. Middletown, CT:
Wesleyan University Press

Ruben, M. A., & Fullerton, M. (2018). Proportion of patients who disclose their sexual
orientation to healthcare providers and its relationship to patient outcomes: A
meta-analysis and review. Patient Educ Couns, 101(9), 1549-1560.
https://doi.org/10.1016/j.pec.2018.05.001

Sabeena, S., Bhat, P., Kamath, V., & Arunkumar, G. (2017). Possible non-sexual
modes of transmission of human papilloma virus: Non-sexual modes of HPV
transmission. The journal of obstetrics and gynaecology research, 43(3), 429-
435. https://doi.org/10.1111/jog.13248

Sadlier, C., Lynam, A., O'Dea, S., Delamere, S., Quinlan, M., Clarke, S., Sheils, O., &
Bergin, C. (2016). HPV vaccine acceptability in HIV-infected and HIV negative

men who have sex with men (MSM) in Ireland. Human vaccines &

280



281

immunotherapeutics, 12(6), 1536-1541.
https://doi.org/10.1080/21645515.2016.1151588

Saldafa, J. (2016). The coding manual for qualitative researchers (3E [edition].). Los
Angeles: SAGE.

Salvioni, R. M. D., Necchi, A. M. D., Piva, L. M. D., Colecchia, M. M. D., & Nicolai, N.
M. D. (2009). Penile cancer. Urologic oncology, 27(6), 677-685.
https://doi.org/10.1016/j.urolonc.2009.07.017

Savin-Baden, M., & Howell Major, C. (2013). Qualitative research: The essential guide
to theory and practice. London: Routledge

Sbaraini, A., Carter, S. M., Evans, R. W., & Blinkhorn, A. (2011). How to do a grounded
theory study: a worked example of a study of dental practices. BMC Medical
Research Methodology, 11(1), 128-128. https://doi.org/10.1186/1471-2288-
11-128

Serrano, B., de Sanjosé, S., Tous, S., Quiros, B., Mufioz, N., Bosch, X., & Alemany,
L. (2015). Human papillomavirus genotype attribution for HPVs 6, 11, 16, 18,
31, 33, 45, 52 and 58 in female anogenital lesions. European journal of cancer
(1990), 51(13), 1732-1741. https://doi.org/10.1016/j.ejca.2015.06.001

Saunders, M., Lewis, P., & Thornhill, A. (2016). Research Methods for Business
Students (7th ed.). Essex: Pearson Education Limited

Sichero, L., Rollison, Dana E., Amorrortu, Rossybelle P., & Tommasino, M. (2019).
Beta Human Papillomavirus and Associated Diseases. Acta cytologica, 63(2),
100-108. https://doi.org/10.1159/000492659

Silverman, D. (2014). Interpreting qualitative data (Fifth edition.). SAGE.

Smith, J. S. P. D., Gilbert, P. A. M. S. P. H., Melendy, A. D. V. M. M. P. H., Rana, R.
K. M. S., & Pimenta, J. M. P. D. (2011). Age-Specific Prevalence of Human
Papillomavirus Infection in Males: A Global Review. Journal of adolescent
health, 48(6), 540-552. https://doi.org/10.1016/].jadohealth.2011.03.010

Soderlund-Strand, A., & Dillner, J. (2013). High-throughput monitoring of human
papillomavirus type distribution. Cancer epidemiology, biomarkers &
prevention, 22(2), 242-250. https://doi.org/10.1158/1055-9965.EPI-12-1003

Stamm, A. W., Kobashi, K. C., & Stefanovic, K. B. (2017). Urologic Dermatology: a
Review. Current urology reports, 18(8), 1-9. https://doi.org/10.1007/s11934-
017-0712-9

281



282

Stanley, M. A., Winder, D. M., Sterling, J. C., & Goon, P. K. C. (2012). HPV infection,
anal intra-epithelial neoplasia (AIN) and anal cancer: Current issues. BMC
cancer, 12(1), 398-398. https://doi.org/10.1186/1471-2407-12-398

Stearns, S., Quaife, S. L., & Forster, A. (2020). Examining Facilitators of HPV
Vaccination Uptake in Men Who Have Sex with Men: A Cross-Sectional Survey
Design. Int J Environ Res Public Health, 17(21).
https://doi.org/10.3390/ijerph17217713

Steinau, M., Unger, E. R., Hernandez, B. Y., Goodman, M. T., Copeland, G.,
Hopenhayn, C., Cozen, W., Saber, M. S., Huang, Y., Peters, E. S., Lynch, C.
F., Wilkinson, E. J., Rajeevan, M. S., Lyu, C., & Saraiya, M. (2013). Human
papillomavirus prevalence in invasive anal cancers in the United States before
vaccine introduction. Journal of lower genital tract disease, 17(4), 397-403.
https://doi.org/10.1097/LGT.0b013e31827ed372

Stern, P.N. (1980) Grounded theory methodology its uses and processes, Image, 12
(1): 20-23

Stern, S. L. (2007). On solid ground: Essential properties for growing grounding theory.
In A. Bryant, & K. Charmaz (Eds.), The SAGE handbook of grounded theory
(pp. 114-126). Los Angeles, CA: Sage Publication.

Stonewall (2018). LGBT in Britain: Stonewall Report. London. Stonewall.
https://www.stonewall.org.uk/system/files/Igbt in britain health.pdf. Accessed
31 Jan 2023

Strauss A, Corbin J (1990) Basics of Qualitative Research: Grounded Theory

Procedures and Techniques, SAGE Publications Inc, Newbury Park, CA

Strauss, A., & Corbin, J. (1998). Basics of Qualitative Research: Techniques and
Procedures for Developing Grounded Theory. Thousand Oaks, CA: Sage
Publications, Inc.

Suri, H. (2011). Purposeful Sampling in Qualitative Research Synthesis. Qualitative
Research Journal, 11(2), 63-75. https://doi.org/10.3316/QRJ1102063

Syme, M. L., Cohn, T. J., Stoffregen, S., Kaempfe, H., & Schippers, D. (2019). "At My
Age ... ": Defining Sexual Wellness in Mid- and Later Life. The Journal of sex
research, 56(7), 832-842. https://doi.org/10.1080/00224499.2018.1456510

Tanton, C., Geary, R. S., Clifton, S., Field, N., Heap, K. L., Mapp, F., Hughes, G.,
Johnson, A. M., Cassell, J. A., Sonnenberg, P., & Mercer, C. H. (2018). Sexual

health clinic attendance and non-attendance in Britain: findings from the third

282



283

National Survey of Sexual Attitudes and Lifestyles (Natsal-3). Sexually
transmitted infections, 94(4), 268-276. https://doi.org/10.1136/sextrans-2017-
053193

Thomas, G., & James, D. (2006). Reinventing grounded theory: some questions about
theory, ground and discovery. British Educational Research Journal, 32(6),
767—-795. https://doi.org/10.1080/01411920600989412

Thomas, J., & Harden, A. (2008). Methods for the thematic synthesis of qualitative
research in systematic reviews. BMC medical research methodology, 8(1), 45-
45. https://doi.org/10.1186/1471-2288-8-45

Thornberg, R., & Dunne, C. (2019). Literature Review in Grounded Theory. SAGE
Publications Ltd, https://dx.doi.org/10.4135/9781526485656

Thorne, S., Jensen, L., Kearney, M. H., Noblit, G., & Sandelowski, M. (2004).
Qualitative Metasynthesis: Reflections on Methodological Orientation and
Ideological Agenda. Qualitative health research, 14(10), 1342-1365.
https://doi.org/10.1177/1049732304269888

Tong, A., Flemming, K., Mcinnes, E., Oliver, S., & Craig, J. (2012). Enhancing
transparency in reporting the synthesis of qualitative research: ENTREQ. BMC
Medical Research Methodology, 12(1), 181. https://doi.org/10.1186/1471-
2288-12-181

Tong, A., Palmer, S., Craig, J. C., & Strippoli, G. F. M. (2016). A guide to reading and
using systematic reviews of qualitative research. Nephrology, dialysis,
transplantation, 31(6), 897-903. https://doi.org/10.1093/ndt/gfu354

van Aar, F., Mooij, S. H., van der Sande, M. A. B., Speksnijder, A. G. C. L., Stolte, I.
G., Meijer, C. J. L. M., Verhagen, D. W. M., King, A. J., de Vries, H. J. C., &
Schim van der Loeff, M. F. (2013). Anal and penile high-risk human
papillomavirus prevalence in HIV-negative and HIV-infected MSM. AIDS
(London), 27(18), 2921-2931.
https://doi.org/10.1097/01.aids.0000432541.67409.3c

Vardas, E., Giuliano, A. R., Goldstone, S., Palefsky, J. M., Moreira, E. D., Penny, M.
E., Aranda, C., Jessen, H., Moi, H., Ferris, D. G., Liaw, K.-L., Marshall, J. B.,
Vuocolo, S., Barr, E., Haupt, R. M., Garner, E. I. O., & Guris, D. (2011). External
Genital Human Papillomavirus Prevalence and Associated Factors Among
Heterosexual Men on 5 Continents. The Journal of infectious diseases, 203(1),
58-65. https://doi.org/10.1093/infdis/jig015

283



284

Veeratterapillay, R., Teo, L., Asterling, S., & Greene, D. (2015). Oncologic Outcomes
of Penile Cancer Treatment at a UK Supraregional Center. Urology
(Ridgewood, N.J.), 85(5), 1097-1103.
https://doi.org/10.1016/j.urology.2014.11.048

Wagner, G. J., Aunon, F. M., Kaplan, R. L., Rana, Y., Khouri, D., Tohme, J., &
Mokhbat, J. (2012). A Qualitative Exploration of Sexual Risk and HIV Testing
Behaviors among Men Who Have Sex with Men in Beirut, Lebanon. PloS one,
7(9), e45566-e45566. https://doi.org/10.1371/journal.pone.0045566

Wahyuni, D. (2012). The Research Design Maze: Understanding Paradigms, Cases,
Methods and Methodologies. Journal of Applied Management Accounting
Research, 10(1), p. 19.

Wang, C.-P., Chen, T.-C., Chen, H.-H., Hsu, W.-L., & Chang, Y.-L. (2019). Prevalence
of current oral HPV infection among 100 betel nut chewers or cigarette smokers
in Northern Taiwan. Journal of the Formosan Medical Association, 118(1), 203-
208. https://doi.org/10.1016/j.jfma.2018.03.013

Warren, C. A. B., & Williams, K. N. (2008). Interviewing Elderly Residents in Assisted
Living. Qualitative Sociology, 31(4), 407—-424. https://doi.org/10.1007/s11133-
008-9116-y

Weaver, K., & Olson, J. K. (2006). Understanding paradigms used for nursing
research. Journal of  Advanced Nursing, 53(4), 459-4609.
https://doi.org/10.1111/j.1365-2648.2006.03740.x

Whetten, DA. (1989). What constitutes a theoretical contribution. Academy of
Management Review 14(4): 490-495.

Wheldon, C. W., Daley, E. M., Buhi, E. R., Baldwin, J. A., Nyitray, A. G., & Giuliano,
A. R. (2017). HPV vaccine decision-making among young men who have sex
with men. Health Education Journal, 76(1), 52-65.
https://doi.org/10.1177/0017896916647988

Wheldon, C. W., Daley, E. M., Buhi, E. R., Nyitray, A. G., & Giuliano, A. R. (2011).

Health beliefs and attitudes associated with HPV vaccine intention among

young gay and bisexual men in the southeastern United States. Vaccine,
29(45), 8060-8065. https://doi.org/10.1016/j.vaccine.2011.08.045

Whittemore, R., Chase, S. K., & Mandle, C. L. (2001). Validity in qualitative research.
Qualitative Health Research, 11(4), 522-537

284



285

Whitman, C. N., & Nadal, K. L. (2015). Sexual Minority Identities: Outness and Well-
Being Among Lesbian, Gay, and Bisexual Adults. Journal of gay & lesbian
mental health, 19(4), 370-396.
https://doi.org/10.1080/19359705.2015.1038974

Winer, R. L., Hughes, J. P., Feng, Q., Xi, L. F., Cherne, S., O'Reilly, S., Kiviat, N. B.,
& Koutsky, L. A. (2011). Early natural history of incident, type-specific human
papillomavirus infections in newly sexually active young women. Cancer
epidemiology, biomarkers & prevention, 20(4), 699-707.
https://doi.org/10.1158/1055-9965.EPI-10-1108

World Health  Organisation. (2022) WHO vaccine position papers.

(www.who.int/teams/immunization-vaccines-and-biologicals/policies/position-
papers, accessed January 2023).

Ylitalo, K. R., Lee, H., & Mehta, N. K. (2013). Health Care Provider Recommendation,
Human Papillomavirus Vaccination, and Race/Ethnicity in the US National
Immunization Survey. American journal of public health (1971), 103(1), 164-
169. https://doi.org/10.2105/AJPH.2011.300600

Zittoun, T., Duveen, G., Gillespie, A., lvinson, G., & Psaltis, C. (2003). The Use of
Symbolic Resources in Developmental Transitions. Culture & psychology, 9(4),
415-448. https://doi.org/10.1177/1354067X0394006

Zou, H., Grulich, A. E., Cornall, A. M., Tabrizi, S. N., Garland, S. M., Prestage, G.,
Bradshaw, C. S., Hocking, J. S., Morrow, A., Fairley, C. K., & Chen, M. Y.
(2014). How very young men who have sex with men view vaccination against
human papillomavirus. Vaccine, 32(31), 3936-3941.
https://doi.org/10.1016/j.vaccine.2014.05.043

285



Appendix

Appendix 1:
Appendix 2:
Appendix 3:
Appendix 4:
Appendix 5:
Appendix 6:
Appendix 7:
Appendix 8:
Appendix 9:

Appendix 10:
Appendix 11:
Appendix 12:
Appendix 13:
Appendix 14:
Appendix 15:

286

Systematic Review Search Strategy
Systematic Review PRISMA flowchart
Extracted data from Systematic Review Studies
CASP Toolkit Scoring

lllustrative Coding for QES

Tabular of Analytical and descriptive themes
School of Health and Social Care Ethics Application
Primary Research Study Advert

Permission from Waverley Care

Participant Information Sheet

Participant Consent Form

Participant Demographic Questionnaire
Participant Interview Schedule

Participant Debrief Sheet

Coding process to category development Coding process to category

development

286



287

Appendix 1: Systematic Review Search Strategy
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‘Immuni?ation”tiab. AB  Vaccination "immuni?ation*".ti,ab. "Immuni?ation*".ab,ti. Immunization/
OR TI Vaccination "Vaccine*".abti.
AB
“Immuni?ation”
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“Immuni?ation”
AB "vaccination*"
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"vaccination*"
Human DE ‘Human “Human Exp Wart Virus/ (MH (“Human (“Human
Papillomavirus Papillomavirus” Papillomavirus”) “‘HPV” ti,ab. “Papillomaviruses”/)  Papillomavirus”).ab,ti. papillomavirus”),ti.
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Papillomavirus”.ti,ab. Papillomavirus".ti,ab. “Human
Papillomavirus”.ab,ti. Human

287

papillomaviruses/




Qualitative

DE “‘Qualitative (MH

Research”

DE “Interviews”+
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Methods”
“interviews™*” ti,ab.
“Focus group*”.ti,ab.
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“Grounded

theory” ti,ab.
“‘interpretative
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“content

analysis”.ti,ab.

"Qualitative
Research")

(MH “Interview”)
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(MH  “Interviews
as Topic”/)
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Groups”)
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Cultural+")
"thematic
analysis".ti,ab
“Grounded

theory” ti,ab.

exp qualitative
research/

exp interview/

exp observational
method/
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"Focus group*".ti,ab.
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exp ethnography/
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"grounded
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"interpretative
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"content

analysis".ti,ab.
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Research”)
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(MH “Content
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Qualitative research/
Qualitative methods/
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(MH sex with men/ "men who have sex Homosexuals/
"Homosexuality, "men who have sex with men".ab,ti.
Male") with me*".ti,ab.

AB "Men who
have Sex with
men" OR TI "Men
who have Sex with

men
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Appendix 2: Systematic Review PRISMA flowchart

Potentially relevant citations
based on keyward searches in
database (n = 40)

|

Primary screeni N9 of title +/-
abstract +/- orig‘nal papers (n =

Citations excluded because of
duplicates (n = 5)

35)

Full text review (n = 9)

;

Studies excluded because they
did not use qualitative
methodology (n = 1); or were
not investigations of MSM
views’ using focus group or
interview methodology (n = 0)

v

Number of studies included in
the synthesis (n = 8)

Citations excluded due to lack of
fit with inclusion/exclusion criteria
(n=24)
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Appendix 3: Extracted data from Systematic Review Studies
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Manuscript | Authors Fontenot et al., 2017 Galea et al., 2017 | Grace et al., 2018 | Guiterrez et al, | Kesten etal., 2019 Koskan et al., 2018 Nadarzynski et al., | Wheldon et
information 2013 2017 2017
Title Increasing HPV | HPV vaccine | HIV-positive  gay | Acceptability  of | Mixed-methods study in | Anal Cancer Prevention | Perceptions of | HPV vacc
vaccination  and | knowledge and | men’s knowledge | the Human | England and Northern | Perspectives Among Foreign- | HPV and attitudes | decision-makin
Country eliminating acceptability and perceptions of | Papillomavirus Ireland to understand | Born Latino HIV-Infected Gay | towards HPV | among young n
barriers: among  Peruvian | Human Vaccine Among | young men who have | and Bisexual Men. vaccination who have sex v
Recommendations | men who have sex | Papillomavirus Urban Adolescent | sex with men’s amongst men who | men.
from young men |with men and|(HPV) and HPV | Males. knowledge and attitudes have sex with
who have sex with | transgender vaccination: A towards human men: A qualitative
men. women: A pilot, | qualitative study. papillomavirus analysis.
qualitative study. vaccination.
UK
USA (Miami)
UK
Canada USA USA
Peru
USA
Journal Vaccine PLOS One PLOS One American Journal | BMJ Open LGBT Health British Journal of | Health Educat
of Men’s Health Health Psychology | Journal
Year 2016 2017 2018 2013 2019 2018 2017 2017
Participants | HPV status | 58.8% had initiated HPV | N/A N/A ‘“None of the | N/A N/A N/A 5 identified t
determined? vaccination and 35.3% males self- had received
had completed the 3- reported HPV least one dose
dose series vaccination” the HPV vaccin
(2010)
Number of | 25 36 25 41 18 33 32 22

participants
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Age range of | M=20.8 m = 26 m =50.44 mdn =18 m = 20.5 (16-24) M = 44 (22-68) mdn = 25 R=18-26
participants
Sexual identity of | N =24 Gay “‘Gay”, not self- | 24 “Gay men” and MSM “‘GBM” GBMSM 95% identified
participants identifying as gay, | 1 “two-spirit” gay, one
MSM, and TW paid bisexual
sex workers.
Other relevant | 62.8% of participants | Two focus groups | Living with HIV 77.4% African | 3 Focus Groups in | N/A N/A
sociodemographic | reported having  flu | with MSM and 1 American Northern Ireland
vaccine. focus group with
76.4% oral, anal, and | TW
vaginal intercourse
Methods Study design 6FG+4ls 3FG+151s 251s 4FG-TPB 4FG - PAPM 331s 4FG+131s 22 1s-IM
Scope of study To (1) elicit YMSM’s | HPV vaccine | Inductively To understand | To understand YMSM'’s | To explore the perspectives, | To explore the |To (1) desci
beliefs about their risks | knowledge, examine knowledge, knowledge and attitudes | barriers, and facilitators | perceptions of | salient bel
for and fear of HPV | acceptability, social | participants’ attitudes, and | towards HPV | related to both primary (HPV | HPV and attitudes | related to F
infection and vaccination, | and community | narrative accounts | intentions toward | vaccination vaccine uptake) and | toward HPV | vaccination am
to (2) describe YMSM’s | concerns (impact of | of their knowledge, | vaccination of secondary (anal cancer | vaccination YMSM,
perceived benefits of | vaccines on an | experiences, and | MSM. screening) prevention among determine fact
obtaining HPV | individual’s social | perceptions related foreign-born (not including that underlie th
vaccination, and (3)|life and sexual |[to HPV and HPV Puerto Rican populations) beliefs, and
describe YMSM'’s | practices), and | vaccine in order to Latino HIV-infected GBM describe a mc
perceived barriers to, and | participation in | understand the for HPV vacc
facilitators of, HPV | HPV vaccine | production and decision-makin
vaccination initiation and | research. organisation of
completion. HPV health literacy
and vaccine uptake
Recruitment Convenience Purposive Convenience Convenience Sample Convenience Sample Convenience
method sample sample sample
Recruitment Outreach workers | Recruited GBMSM | Recreation LGBTQ organisations, | Fliers in various health- | Three-trained Student P
setting in a community | as part of anal|centres, public | university student union | related organisations (health | students Groups and virf
health centre, bars, | screening  ‘HPV- | libraries, non- | and societies, and social | department, no profit | distributed leaflets | sites
clubs, saunas. SAVE’ programme | profit media organisations, LGBT |in gay bars, a

organisations

community health centre)

sauna, clubs, and
cafes and social

media
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Methods of Systematic, Grounded Theory | “iterative rounds | Thematically Content Analysis Framework Content analys

analysis comparative, (Charmaz) of coding by two analysis

content analysis members”

Themes a) Low HPV e Purpose of e Vaccination e Awareness e Willingness to be Knowledge/awareness Awareness e Behaviol
knowledge and vaccines history and vaccinated about HPV and the about HPV, beliefs
awareness, b) and the HPV e Vaccine knowledge e Implementation HPV vaccine Beliefs e Normati\
positive  vaccine vaccine decision- of HPV and recommendations Anal Cancer about HV beliefs
beliefs, c) e Acceptability making and the vaccine Screening Perceptions e Control
perceived stigma, and risk e Risky Psychosocial barriers of genital beliefs
d) facilitators of motivation perception Healthy to  Anal  Cancer warts
HPV vaccination for HPV e HPV, Behaviours Screening Perceptions

vaccination gendered and HPV Anal Dysplasia self- of HPV-
e HPV risk risk screening related
vaccination perceptions, Perception Education Preferences cancers
and sexual and e Attitudes, Attitudes
behaviour vaccination norms, and towards
e Social knowledge intentions targeted
aspects and e Gendered to HPV
HPV associations vaccinate vaccination
vaccination and the role e Decision for MSM
of making Eligibility on
physicians about HPV sexuality
in decision- vaccination perceived
making as barriers
e Cost as a to HPV
complex vaccination
barrier to Perceived
vaccine motivational
access barriers
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Appendix 4 CASP Toolkit Scoring

CASP Item
Primary 1. Are | 2. Is a|3. Was the [ 4. Was the | 5. Wasthe [ 6. Has the | 7. Have ethical | 8. Was the | 9. Isthere | 10. How
Qualitative the qualitative research recruitment | data relationship |issues been | data a clear | valuable
Studies results | methodology | design strategy collected | between taken into | analysis | statement | is the
valid? | appropriate? | appropriate | appropriate [ in a way | researcher | consideration? | sufficiently | of research?
to address | to the aims | that and rigorous? | findings?
the aims of | of the | addressed | participants
the research? | the been
research? research | adequately
issue? considered?
Fontenot et| Yes Yes Yes Yes Yes Yes Can't tell Yes Yes Valuable
al., 2017
Galea et al, | Yes Yes Yes Yes Yes Can't tell Can't tell Yes Yes Valuable
2017
Grace etal., | Yes Yes Yes Yes Yes Can't tell Yes Yes Yes Valuable
2018
Gutierrez et | Yes Yes Can't tell Yes Yes No No Yes Yes Valuable
al., 2013
Kesten et|Yes Yes Yes Yes Yes No Yes Yes Yes Valuable
al., 2019
Koskan et|Yes Yes Yes Yes Yes No Can't tell Can’ttell | Yes Valuable
al., 2018
Nadarzynski | Yes Yes Yes Yes Yes Yes Yes Yes Yes Valuable
etal., 2017
Wheldon et | Yes Yes Can't tell Yes Yes Yes Yes Yes Yes Valuable
al., 2017
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Appendix 5: lllustrative Coding Matrix for QES

Analytical theme

The limited perceived relevancy of HPV among GBMSM Therole and influence of sociocultural context and

care experiences on HPV-GBMSM vaccination

Descriptive themes

Lack of information on|Feminisation of|Informational Cascading Healthcare Healthcare provider[The role of
HPV and HPVHPV needs HPV Providers and|recommendation as|disclosure as a
vaccination Information Practices as ala determinant of|determinant of

determinant of|[HPV vaccination HPV vaccination

HPV
vaccination
Code (examples)
Preventative Separate to men|Needing to know|Settings of|Competency |Not without being|Disclosure
vaccinations sexual health asked
knowledge
What is HPV? Girl, girls, and|Not needing to[Where to|Working  with|Controlled vs|Separate

women know it all promote health |minorities happening Identity
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Uncertainty and[Already different{Confirming Comparing Reluctance to|Opportunist Knowing vs not
questioning knowledge(- cervical cancerlknowledge lifestyles  withlengage knowing
levels others
Hierarchy of memories| Othering Accepted, does| Receiving Local Routine service(s) |’being’ gay
on knowing not need morelinformation practitioners’
physical/conversational information local needs
Not knowing, not| Cervix is central|Accepted, Peers, friends,| Reactive and| Initiation Isolation  from
wanting to know requires  morelmentors proactive community
information
lllustrative quotes
I've never thought| “MSM are not|“l had no idea|l think that|Increasing | would want them to| “[participants]
about gay men being|prepared tothat it caused alljwould be reallylcompetency, [approach me. llare often not
especially at risk for|receive the|of those cancers.|helpful infhonestly, of likejwouldn’t go out of my|comfortable with
HPV vaccine because|l think if that was|keeping track offhealthcare way to go and get it.|disclosing their
(Fontenot, 2017) they are notjmade publicjwhat you’velprovider who...|(Kesten, 2019) sexuality
aware of thelknowledge had done,|don’t work with because of
issue, and some|[people  would|because right|queer stigma”
will not do it oflget vaccinated]’lnow | have no|populations or (Onyeabor)

their own
accord. In other

words, they

(Fontenot, 2017)

idea and | have
to fill out this
sheet with all

are not queer
identified

themselves” is




297

either don’t know

about it or they

my

vaccinations

necessary as it

“the doctor’s

ignore it.” and | have noljob to make
idea how to getfsure that
that [you're]
information” comfortable
(Fontenot, and speaking
2017) to them about
whatever
(Fontenot,
2017)
[Older] MSM  were|l know that it's|*knowing thelWhen  you’re "It's personal
unaware of HPV and|more dangerousffacts is the mostfreceiving that [the decision to
were unable to recalllffor girls. It canlimportant part|[heterosexual be vaccinated].
any information relatedlcause  genitallpecause  oncefrelation-  ship They will mock
to the HPV|warts and it canlyou know then|education] in me if | am
(Nadarzynsk, 20177) |also increaselyou realize this|{school, (...) it vaccinated

their chances of
cervical cancer?’
(Nadarzynski,
2017)

shouldn’t be
disregarded and
there’s a vaccine

you should

just reinforces
that

the fact

you’re (...) not

relating

to

it

because... They
will think | like
faggots, and

then the entire
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probably get
(Fontenot, 2017)

means that
you’re not
normal like
everyone else,
so you don’t
want to speak
about it. So, it
would just be
better if it [HPV
vaccine
education  for
MSM] was just
part of that
education
anyway.
(Kesten, 2019)

neighbourhood
will know”
(Peruvian MSM)
- Galea 2017

Despite a perceived
lack of knowledge
about HPV and the
vaccine and the threat

posed to men, most

“I would just feel
weird talking to
someone about
that [HPV

vaccine], | would
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partici- pants were not know their
willing to receive the views on LGBT
vaccine and wanted people. So, | feel
more information. like there may
(Kesten, 2019) be some bias in

the information
they could give
me. Even
though it's
unprofessional”
(19 years, Asian
American
Unvaccinated) -
Wheldon 2017




Appendix 6: Tabular of Analytical and descriptive themes

Analytical Theme

Descriptive Theme

The limited perceived
relevancy of HPV among
GBMSM

Lack of information on HPV and HPV

vaccination

Feminisation of HPV

Informational needs

Cascading HPV Information

The role and influence of
sociocultural context and
care experiences on HPV-
GBMSM vaccination

Healthcare Providers and Practices as a

determinant of HPV vaccination

Healthcare provider recommendation as a

determinant of HPV vaccination

The role of disclosure as a determinant of
HPV vaccination

300
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Appendix 7: School of Health and Social Care Ethics Application

SCHOOL OF HEALTH AND SOCIAL CARE Edinburgh Napier .

APPLICATION FORM FOR PROJECT ETHICAL APPROVAL URIMERSTTY

Project title: Men who have Sex with Men’s Version no: 2.2

knowledge and perceptions of Human Papillomavirus

(HPV) and HPV vaccination: A gualitative study.

Full name & title: Mr Lewis Clarke School: School of Nursing,
Midwifery & Social Care

E-mail address: Telephone: I
|

Postal address: Sighthill Office 1.B.29 Edinburgh Napier University, School
of Health and social Care, Sighthill Court, Edinburgh, EH11 4BN

Status: Staff (Edinburgh Napier University) O Student (Edinburgh
Napier University)

External Applicant O Please provide additional details

below:

Other researchers (name, role & Matriculation Number: 40335416
affiliation): Professor Brian Williams, | Degree programme: PhD
Supervisor; Dr. Carol Gray-Brunton,
Supervisor; and Dr. Janette Pow, the
Director of Studies. All members of

staff Edinburgh Napier University.

Independent advisor: Janyne Afseth; Level of study: MRes/MPhil/PhD
Edinburgh Napier University

Financial support from outside Edinburgh Napier University (amount &

source): £0

Project start date: March 2019 Project duration: 10 months
(November 2019)

Date application submitted: January | Ref no. (LEAVE BLANK): Click here to
15t 2019 enter text.
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YOU MUST ANSWER ALL QUESTIONS YES | NO | N/A
Will you describe the main procedures to participants in
1 [ advance, so that they are informed about what to expect in O O
your study?
2 | Will you tell participants that their participation is voluntary? O O
Will your participants be able to read and understand the
3 O O
participant information sheet?
4 | Will you obtain written consent for participation? O O
If the research is observational (including tape and video),
S| . : _ o | O
will you ask participants for their consent to being observed?
Will you tell participants that they may withdraw from the
6 ] ) O O
research without penalty and without reason?
With questionnaires and interviews, will you give participants
7 O O
the option of omitting questions they do not want to answer?
Will you tell participants that their data will be treated with
8 [ full confidentiality and that, if published, it will not be O O
identifiable as theirs?
Are the data to be stored anonymously (i.e. the identity of
9 | the person is NOT linked directly or indirectly with their O O
data)?
Will you debrief participants at the end of their participation
0 (i.e. give them a brief explanation of the study and an O O
opportunity to ask questions)?
1 [ Will the research involve deliberately misleading participants
L O O
1 [ (deception) in any way?
1 [ Is there any realistic risk of any participants experiencin
: y : ’ p. P : P | O O
2 | either physical or psychological distress or discomfort?
1 [ Is the information gathered from participants of a sensitive,
O O
3 | personal or contentious nature?
1 [ Will any payment or reward be made to participants, beyond - -
{
4 | reimbursement or out-of-pocket expenses?
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Do participants fall into any of the following special groups?
If the answer is YES, indicate which group(s) by checking O O

the appropriate box(es).

O Children (under 18 years) [l People in custody

or Children in local authority [ People with learning or communication

care difficulties
O Clinical population O People engaged in illegal activities
] People with mental (e.g. drug-taking)

health issues

NOTE: You may also need to obtain clearance from Disclosure Scotland or an

equivalent authority.

You must check either Box A or Box B below and provide all relevant information
in support of your application in the Details of Project section. If you answered NO to
any of questions 1-10, or YES to any of questions 11-15 (with a shaded
background), then you must check Box B.

DETAILS OF PROJECT

1. Background information (300 words maximum, references should be
cited and listed)
The Human Papillomavirus (HPV) causes approximately 500 oropharyngeal, 300
anal and 200 penile cancers in men (Parkin, 2010). Men who have sex with men
(MSM) bear a disproportionate burden of these clinical cases attributable to HP
when compared to their heterosexual counterparts (Grulich et al., 2012). The HPV
vaccine — a prophylactic vaccine — prevents against a number of oncogenic strains
of the virus leading to the development of the aforementioned cancers (Mufoz,
Castellsagué, de Gonzalez, & Gissmann, 2006). Moreover, around 44,000 MSM (of
the estimate 515,000 MSM population) living with HIV (Public Health England, 2014;
Office of National Statistics, 2015). These men are 38 times more likely to develop
anal cancer compared to HIV-negative men (Frisch, Briggar, & Goesdert, 2000).

While the UK is among a number of developed countries implementing a female-




304

targeted HPV vaccination programme, these provide little to no benefit among MSM
(Ali et al., 2013).

From July 2017, Scotland has offered MSM up to the age of 45 the HPV vaccine
when accessing sexual health services. While the vaccine has been demonstrated
to be efficacious in preventing anal condylomas among MSM (Swedish & Goldstone,
2014), much research evidenced that MSM have very limited awareness of HPV
and its associated cancer risks (Nadarzynski, Smith, Richardson, Jones, Llewellyn,
2014). Despite this, several studies report the willingness of MSM to be vaccinated
once informed (Gerend, Madkins, Phillips, & Mustanskim, 2016; Wheldon et al.,
2011). In response to this, the UK health departments introduced HPV vaccination
for MSM. In England, this manifested as a pilot programme from 2016 and later
developed into a full roll-out programme delivered in sexual health and HIV clinics.
In Scotland, this manifested as a full roll-out (without pilot) from July 2017
implemented in the same way. Uptake in the English and Scottish HPV-MSM
vaccination programmes were 46% and 66.7%, respectively. To the best of the
research team’s knowledge, there is currently no published qualitative research that
focuses on the HPV vaccination practices of MSM living in Scotland. Therefore, the
aim of this study is to explore the perceptions of HPV and attitudes toward HPV
vaccination among Scottish MSM.

(Ali et al., 2013; Frisch et al., 2000; Gerend et al., 2016; Grulich et al., 2012;
Mufioz et al., 2006; T. Nadarzynski et al., 2017; Parkin, 2011; Wheldon et al.,
2017)

2. Aims & research questions

To explore factors affecting HPV vaccine uptake among MSM eligible for the
national programme. Research questions will:
o Describe the salient perceptions, experiences, and beliefs among MSM
related to HPV vaccination;
e Determine factors which underlie these, and;
e Provide recommendations to inform the future provision of the HPV vaccine
for MSM in Scotland.

3. Participants

4. Number & nature of sample:
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The priority population of this study were MSM between the ages of 18 and 45
who may or may not identify as gay or bisexual (referred to here as MSM). This
exploratory research is based on the notion that asking MSM to reflect on their
knowledge, perceptions, and experiences of HPV, HPV vaccination, and disclosing
their sexual identity and/or behaviour will provide highly relevant data to build a
comprehensive and robust theory of HPV vaccine receipt (rather than
superimposing a model and testing for conformity). As such, in order to answer the
research questions, put forward, a purposively selected of (self-identifying males
who report an instance of sex with another male) MSM will be chosen to
participate in the qualitative data collection methods (discussed below). Table one

is a summary of this.

Table one: number and nature of participants

Data collection | Number of | Type of participants
method participants
Interviews 25 Self-identified MSM

5. Inclusion/exclusion criteria: Men who have sex with men (MSM)

This criterion is congruent with the characteristics of those eligible for the HPV
vaccination programme for MSM as outlined by the Chief Medical Office.
Participants will need to self-identify with the following criteria to participate in the
study. Those not self-identifying with the follow will be excluded from participation:

e Atleast 18 years old

e Male sex assigned at birth

e Residentin Scotland

¢ Report at least one instance of sex with a man

e Able to speak and understand English

e Willing and able to provide informed consent

6. Recruitment of participants:

Recruitment will be conducted between March and November 2019. There are three

methods of recruitment. posters, online advertisement, and face-to-face

engagement.
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e Poster, leaflets and adverts
An A3 poster and A6 leaflets are developed to advertise individual interviews,
explaining that the discussions are for gay and bisexual men about their views on

sexual health and vaccinating against sexually transmitted infections.

Participants are offered a £20 gift voucher to thank them for their time. The poster
emphasised that all discussions were anonymous and confidential. Potential
participants were able to tear off a part of the poster with the study investigator’s

email address.

The posters and leaflets were distributed among various community locations in
Edinburgh and Glasgow such as gay bars, saunas, clubs and cafes where MAMS

were likely to visit. These will also be circulated to LGBTQ+ 3' sector organisations.

e Online advertisement
The poster used for this study will also be posted on social media (e.g. Twitter).
Specific accounts relating to LGBTQ+ health and Scottish LGBTQ+ health will be
targeted to disseminate the advertisement. Edinburgh Napier University, University
of Edinburgh, University of Glasgow, and Glasgow Caledonian University LGBT
student societies will also be contacted to distribute the e-mail contacting the e-
poster. Any potential MSM visiting these pages, social media accounts, or privy to
the student societies will be able to anonymously view the investigator's contact

details.

e Face-to-face engagement
Waverly Care — a national HIV and Hepatitis charity, and SX Scotland — a subset of
Waverly Care focusing on the sexual health of MSM in Edinburgh and the Lothians,
have agreed to collaborate with the identification of potential participants and the
dissemination of study documents (see appendix). The study will be advertised in
the branches of these 3™ sector organisations and during community outreach

meetings.
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In all methods of recruitment, MSM interested in participating are asked to e-mail
Lewis Clarke. This will facilitate a discussion checking the eligibility criteria and to
provide (potentially again) the study information sheet and consent form. Lewis
Clarke, once contacted, will screen participants asking about their gender, age, and
whether they identify as MSM or were sexually attracted to men. Respondents that
do not meet the inclusion criteria were thanked for their interest and encouraged to
take part in any future studies. The contact details of respondents who met the
inclusion criteria will be entered into a database / spreadsheet. These individuals
will be contacted by Lewis Clarke to arrange a specific time and location for the
interview. All individuals will have the opportunity to discuss consent and their right
to confidentiality and withdrawal via e-mail and face-to-face prior to the interview.

Individuals will be interviewed once.

7. Outline of methods & measurements (approx. 500 words)
Qualitative interviews will be the exclusive data collection method. This method will
generate rich descriptions of the salient beliefs, experiences, and perceptions of
Scottish MSM regarding HPV, HPV vaccination, and disclosing their sexual identity

and/or sexual behaviours to relevant healthcare providers.

e If MSM are interested in participants, they will firstly be knowledgeable of
the study from the participant information sheet (see appendix). Following
further correspondence as initiated by the potential participant, an individual
interview will be arranged at the participants’ convenience (to be organised
in Glasgow or Edinburgh based Waverly Care offices or one of Edinburgh
Napier University’s three campuses of which a meeting room will be
booked).

¢ Prior to beginning the interview, participants will be asked to provide signed
consent forms (see appendix). Participants will also be asked to complete
an anonymous demographic information questionnaire (see appendix 3);

e Following the procedure aimed at ensuring participants are fully informed
and have provided consent, the interviews will proceed. Interview
guestions will ask participants to engage in a critical discussion of their

knowledge, perceptions, and experiences pertaining to HPV, HPV
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vaccination, and disclosing their sexual identity and/or sexual behaviours
to healthcare providers (see interview schedule in appendix)

e Interviews will take place between March 2019 and November 2019. It is
anticipated that individual interviews will approximately last up to 45
minutes. This is summarised in table four.

e Participants receive a £20 shopping voucher for participation in the study

With participants’ permission, all data collection methods will be audio-digitally
recorded on a password protected Dictaphone. Recordings will be transferred to the
University network storage. Only the Cl will have access to this data. The CI will
transcribe data collected verbatim. Audio-recordings will be deleted once
transcribed. Participants will not have the opportunity to check the transcription of

the data as data collection and data analysis will occur concomitantly.

Data will be inductively analysed as informed by the principles of grounded theory:
a rigorous and methodological process which focuses on theory building, which
embraces context and moved beyond description (Charmaz, 2014). Data analysis
will be iterative through constantly comparing interviews collected. Lewis Clarke will
perform this iterative process and report the ongoing of this to the academic
supervisors (experienced in qualitative analysis). Emerging concepts will be
presented and explained through visual data methods to an independent researcher
(not attached to the research team but knowledgeable of the subject at hand), for
further reflection.

The short demographic questionnaire contained few questions (see appendix). The
participants will be asked to tick boxes that best represent how they feel about
themselves including how they identify their sexuality, sexual behaviours, and
sexual history (with possible ‘rather not say’ options). The questionnaire contains
guestions pertaining to; age, ethnicity, age of first male-male sexual encounter,

number of years and/or months they have lived in Scotland, and employment status.

Demographic data will be inputted into an electronic file, stored on the University
network storage space, and the hard copy destroyed. The CI and research team
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employed at Edinburgh Napier University will have access to the demographic
questionnaire. Data will be stored until project completion. Data will be destroyed

adhering to Edinburgh Napier University’s guidelines.

Reference

8. Risks to participants, university or the researcher (Please consult the

Risk Assessment Folder on web page)

Potential participants may be unsure about the purpose of the research, anxious
about levels of disclosure or privacy. To alleviate these issues, the research team
will ensure participants are provided with the study’s information sheet, data privacy
form, and treated with dignity and respect and that information regarding the
purpose of the research is conveyed in plain English. where the potential for the
interview schedule (see appendix) may evoke feelings of distress or discomfort, this

will be dealt with in the following ways;

1) Participants will be told of the nature of the research project before
participating when given an information sheet (see appendix), prior to
participating;

2) Participants will be reminded that they have the right to withdraw from the
research at any stage with participation being entirely voluntary (see
appendix);

3) Participants will be reminded that they are not required to answer/discuss any
questions/topics which they do not wish to (see appendix);

4) If a participant is affected by a particular issue raised during an interview and
this is perceived by myself | will suggest the participant to stop their
participation in the research before any further feelings of distress or

discomfort are experienced;

Risk to members of the research will be minimal. Lewis Clarke will be conducting

the fieldwork. Supervisors will be informed of the time and location of interviews and

will be contactable if required. Lewis Clarke will carry Edinburgh Napier University
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ID at all times. Lewis Clarke has sufficient experience conducting qualitative
methods of data collection regarding sexual health and sensitive topics. All
interviews will be conducted in a private meeting room (or bookable space at
Edinburgh Napier University) that is safe and accessible for both researcher and

participants.

9. Consent and participant information arrangements, debriefing
Throughout the data collection, consent will be treated as an ongoing process. This

process is:

(1) An information sheet will be provided to participants before they decide to
participate or not (see appendix). Participants will be asked to retain a copy
of this information sheet that does not contain any sensitive or potentially
harmful information. Participants have the opportunity to ask the researcher
any questions relating to prospectively participating and for these to be
addressed to their satisfaction before deciding to participate.

(2) Prior to any data being collected, the CI will introduce the research project to
participants and describe what participants should expect of their
participation. These will mirror considerations outlined in the information
sheet (see appendix). At this stage, participants will be asked to provide
written consent to participate in this research (see appendix). Any person who
does not wish to participate will not be required to do so. Those who do not
provide a signed consent form will not be permitted to participate in the
research.

Following data collection, participants will be debriefed (see appendix).

Participants will be asked to retain the debrief file for their documentation.

10.Ethical considerations raised by the project and how you intend to
deal with them.

The current project seeks to ask MSM to reflect on their knowledge, perceptions,
and experiences of HPV, HPV vaccination, and disclosing their sexual identity
and/or behaviours to healthcare providers. While sexual health can be considered
to be a ‘sensitive’ topic, there are no considerable ethical implications from this study

applicable to researcher and/or participant. This study will, moreover, be reinforced
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by the British Psychology Society (BPS) Code of Ethics (2009) which encourage a
number of ethical issues to be considered, as reflected by adhering to: the principles
of respecting participants, privacy and confidentiality (as outlined in the data
management plan, see appendix), data management (see appendix), informed
consent (see information sheet and consent form in appendix), in acknowledging
and adhering to participants’ right to participate and right to withdraw from the project

at any time.

Disclosure management:

The research team recognises that while the research process itself and the
disclosure it implies can prove beneficial or cathartic for some interviewees,
nonetheless investigating the sexual health topic at hand may provide a platform for
participants to disclose sensitive information that may not be identifiable prior to
participating in the study. If a participant discloses a mental health issue / potentiality
or experience in engaging in illegal activity during the interview and/or if participants
become distressed (during the course of the interview) the researcher (LC) will seek
to terminate the interview and provide participants with follow up information for
support for relevant services: for example Waverly Care’s support services for those
living with HIV or Edinburgh’s LGBT Health and Wellbeing charity (both free and
confidential services). Information for these follow up services will be included in the
debrief form (see appendix 5) and will be given to all participants (regardless of
disclosures during participation). Data collected to the point where the interview is
terminated due to participants’ disclosure of sensitive information (mental health
issue / potentiality to engage in illegal activities) will be destroyed as per Edinburgh
Napier University guidance on the safe disposal of confidential waste and not
included in the study.

DECLARATION
There is an obligation on the researcher to bring to the attention of the Faculty
Research Ethics Approval Sub-Group any issues with ethical implications not

clearly covered by this application form.
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| request ethical and governance approval for the research described in this
application. | have read Edinburgh Napier University’s policies and
guidelines relating to ethics and governance in research, and those of
relevant professional bodies (e.g. BPS, BSA, IFPA, SIR, NMC) and agree to
abide by these.

AO | consider that this project has no significant ethical implications to
be brought to the attention of the Faculty Research Ethics Approval
Sub-Group

B | consider that this project may have significant ethical implications

to be brought to the attention of the Faculty Research Ethics

Approval Sub-Group

Signature Lewis Clarke
Date 15/01/19

| am the Director of Studies or supervisor for this research. | have read this
application and approve it. | do not consider that any part of the research
process will cause physical and/or psychological harm to participants, or be

detrimental to the reputation of Edinburgh Napier University.

Signature Janette Pow Date
15/01/19

¢ You must also attach Participant Information Sheet(s), Consent Form(s), as
well as copies of any questionnaires, details of interview questions you
plan to use, debrief sheets and notices advertising the study. You may
need to create different versions of these materials (e.g. parental

Participant Information Sheet and Consent Form if research involves
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children); if so, all the different versions should be attached. Materials

should be printed on paper headed with the University logo.

If you will be recruiting participants via an outside organisation and/or will

be conducting research on the premises of an outside organisation, you

must provide a copy of written permission from the appropriate

organisation(s).

e Submit the completed and signed form (with supporting materials) to
Hilary Sawers, Hilary H.Sawers @napier.ac.uk 3.B.43, Sighthill Campus,
Sighthill Court, Edinburgh, EH11 4BN; an electronic copy should also be

sent to: ethics.fhiss@napier.ac.uk.




Appendix 8: Primary Research Study Advert

Edinburgh Napier VACCINATION
UNIVERSITY

If you are a self-identify gay, bisexual, queer or man who has

sex with men you are invited to take part in a research study;

Vaccination among men who have sex with men in Scotla

attitudes and expgg[H-8

To participate in
an interview or
for more info,
please use the
removable
contact
information
here.

As a ‘thank
you' we will
offer you a £20
shopping
voucher.

Interviews are hoping to discuss
the willingness of
gay/bisexual/men who have sex
with men to tell healthcare
provider about their sexual
(orientation or) practices. We
would also like to discuss your
attitudes to vaccines against
sexually transmitted infections (or
STIs) provided through sexual
health services.

Lewis Clarke

Lewis Clarke

Lewis Clarke

Lewis Clarke

Lewis Clarke

Lewis Clarke

Lewis Clarke

Lewis Clarke
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Appendix 9: Permission from Waverley Care

Waverley Care
making a positive difference

Waverley Care Glasgow
12 Queens Crescent

Glasgow G4 5AS

Tel: 0141 332 2520

Dear Lewss Clarke,

| am writing to you to confirm that | agree to your request for a collaborative
relationship to support you in the remit of your research project Men who hove Sex
with Men’s knowledge and perceptions of Humon Papillomovirus (HPV) and HPV
voccination: A qualitative study, subject to the institutional approval from Edinburgh
Napier University required to conduct primary research. Where appropriate, |
approve of this research to be facilitated by Waverly Care volunteer-staff and/or
conducted on Waverly Care premises.

Best wishes

Ruth McKenna
Research and Engagement Manager

www.waverleycare.org

Registerad Otfue

Waveriey Care. 3 Maralield Place. Edinburgh EN3 6N8
Tek: 0121 558 425 Emalls inloPwaverisycare org

Scomed Charmy e SOCDAT0
Compary Lorded ty Cuspries Mo 12300 * Glasgow
s
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Appendix 10: Participant Information sheet

Edinburgh Napie’

UNIVERSITY

Information Sheet — Individual Interviews

Title: Men who have Sex with Men’s knowledge and perceptions of Human

Papillomavirus (HPV) and HPV vaccination: A qualitative study.

You are being invited to take part in a research study. Before you decide to participate,
it is important for you to understand why the research is being done and what it will
involve. Please take time to read the following information carefully and discuss it with
others if you wish. Ask me if there is anything that is not clear or if you would like more

information. Take time to decide whether or not you wish to take part.

Why have you been chosen?
You have been selected for the following reasons:

e You are at least 18 years old
e You reside in Scotland
e Report at least one instance of sex with another self-identifying male

e Willing and able to provide informed consent

We would like to find out about your views of the HPV vaccine even if you don’t know

much about it.

What is the study about?
This study aims to find out about Men who have Sex with Men (MSM)’s views about

the Human Papillomavirus (HPV) vaccine. The HPV vaccine was introduced in
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Scotland in 2008 to young girls aged 12 — 13 years to protect against strands of the
sexually transmitted HPV which in some cases can lead to cervical and other types of
cancers. The vaccine is not currently being provided to boys in the UK, however MSM
can receive the HPV vaccine from sexual health services. It is important to find out
about what MSM think about this vaccine and their thoughts on how it is provided to

MSM across Scotland.

What am | being asked to do?

You are being asked to take part in a one-hour interview (just the researcher, Lewis
Clarke, and yourself). We would like to know more about your views about this vaccine,
your thoughts on how it is being provided, your thoughts on the need for MSM to tell
their healthcare provider they have sex with men is needed in order to be eligible to
receive the vaccine. There are no right or wrong answers. With your permission, the
interview will be recorded and typed up so that the transcript can be studied and

compared with other interviews.

Is this confidential?

Yes. Your participation in the study would be anonymous and confidential. You may
be identifiable from recordings of your voice, but only the research team would have
access to this and the recording will be destroyed once transcribed word for word. Al
personally identifiable words will be removed from transcripts and it would not be
possible for you to be identified in any reporting of the findings. All tangible documents
such as the consent form will be stored on a secure university premises, digitised and
stored on the University’s encrypted V drive. Data will be stored for 5 years and then
destroyed. You are free to withdraw from the study at any time without giving a reason
and your data would be immediately destroyed. You are also free to refuse to answer
guestions at any time during the interview. If you would like to remove your data after

the interview, you have up to 2 weeks to contact the research team.
What if | don’t want to take part?
You should only take part if you would like to. You are free to withdraw from the study

any stage without giving a reason.

What will happen to the findings?
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The findings will give some understandings of MSM’s views of the HPV vaccine and
how it is being provided. The findings may be presented at a conference or published

in a journal. Findings will also be provided to local sexual health services.

Where can | get more information about this study?

You can contact the researcher directly for more information:

PhD student and principal investigator: Lewis Clarke (il )

If you want to speak to someone who knows about the study but who is not directly

involved then you can contact:

Independent advisor:

Janyne Afseth

Lecturer

Population and Public Health
Edinburgh Napier University
E: I

T: I
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Appendix 11: Participant Consent Form

Edinburgh Napie’

UNIVERSITY

Edinburgh Napier University Research Consent Form

Title of Project: Men who have Sex with Men’s knowledge and perceptions of Human

Papillomavirus (HPV) and HPV vaccination: A qualitative study.

Edinburgh Napier University requires that all persons who participate in research studies give
their written consent to do so. Please read the following and, initial against each, and at the end

sign the document if you agree with what it says.

INTIAL

1. | freely and voluntarily consent to be a participant in the research project on

the topic of HPV-MSM vaccination in Scotland to be conducted by Mr Lewis

Clarke who is a research student at Edinburgh Napier University.

2. The broad goal of this research study is to explore the knowledge,

experiences, and perceptions among Men who have Sex with Men (MSM)

regarding HPV, HPV vaccination, and sexual identity and/or sexual behaviour

disclosure. Specifically, | consent to take part in an interview that should take

no longer than gne hour.

3. | confirm that | am happy to be referred to by a pseudonym for this research.

This will mean that my name will not be linked with the research materials, and

| will not be identifiable in any report subsequently produced by the researcher.



| consent to the audio-digital recording of data collected or the researcher
taking field notes. | understand this audio-digital recording will be deleted once

transcribed by Lewis Clarke.

| also understand that if at any time during the interview | feel unable or
unwilling to continue, | am free to leave. That is, my participation in this study
is completely voluntary, and | may withdraw from it without negative

consequences.

In addition, should | not wish to answer any particular question or questions, |

am free to decline.

| understand that any information disclosed during data collection that cannot
be held in confidence (relating to past and/or future harm) will be passed onto
an appropriate person.

| have been given the opportunity to ask questions regarding the interview and

my questions have been answered to my satisfaction.

| have been through the project consent form with the investigator. | consent
to take part in this project and agree that my participation has been fully
explained to me. | agree to this interview being recorded. My signature is not
a waiver of any legal rights. Furthermore, | understand that I will be able to
keep a copy of the informed consent form for my records.

320

Name of Participant Date Signature

| have explained and defined in detail the research procedure in which the respondent

has consented to participate. Furthermore, | will retain one copy of the informed

consent form for my records.

Researcher
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Appendix 12: Participant Demographic Questionnaire

Edinburgh Napier

UNIVERSITY

Project title: Men who have Sex with Men’s knowledge and perceptions of Human

Papillomavirus (HPV) and HPV vaccination: A qualitative study.

Demographic Questionnaire
We are interested in your lived experience of HPV, HPV vaccination, and disclosing
your sexual identity and/or behaviours to a healthcare provider.
The questionnaire will take fewer than 5 minutes to complete.
Please take a moment to read the accompanying information sheet which tells you
why we are collecting this information. Please read this before answering the
guestions.
By completing this questionnaire, you are confirming that:

e You have read the participant information sheet

¢ You have received enough information about the study

e You agreed to take part in the study

You understand that you do not need to take part in the study and that you are free to
withdraw: (a) at any time, (b) without having to give a reason for withdrawing, and (c)

without detriment to you
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About you
1. Gender
COFemale
OMale
COOFemale/Male does not describe me, | prefer...
2. My age is years
3. | am sexually attracted to
LIMen
LWomen
OBoth men and women
CJRather not say
4. | have lived in Scotland for years, months
5. How male sexual partners have you had in your life (this includes masturbation,

oral and penetrative sex)?

1 None (Go to Q8)

O Less than 5

15 or more

O Yes
O No

At what age did you have your first sexual encounter with a man?

years

Have you ever disclosed to your doctor (or nurse) that you have had sex with

men?
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] Not sure

0 Not applicable

8. My ethnic origin is

9. lam

O Full-time employed [ looking for a job [J on a disability support

O Part-time employed [0 a student [J other
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Appendix 13 Participant Interview Schedule

Edinburgh Napier

UNIVERSITY

Semi-Structured Interview Schedule

Interview Name:

Interview Pseudonym:

Job role:

Date of Interview:

Time of Interview:

Introduction

Thank you for your interest in taking part in this interview. Can I first ask that you have
had an opportunity to read the information sheet?

Just before we begin, I will introduce this research, so you will have an understanding
of what to expect when the interview begins. As well as this, | will go over some of the

practical aspects for this interview.

So, this research aims to gain an understanding of your knowledge, perceptions, and

experience of HPV, HPV vaccination, and disclosing your sexual identity / sexual
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behaviours to healthcare providers. The aim of this interview is to draw on your
experiences of these relating to this topic.

This interview will be audio-digitally recorded. If preferred | will instead make hand-
written field notes. If at any point during the interview you feel uncomfortable, let me
know, and we will stop. Continued participation will be voluntary and at your own
discretion. You will remain anonymous and there will be no trace to your name during

publication.

Finally, if you are happy to participate, can | ask you to sign the consent form,
acknowledging you have read the information sheet and accept to the conditions to

taking part.

GBMSM-HPV interviews

[Informed consent process completed]
Thank you for agreeing to take part in this interview.

A key aim of this study is to gain an in-depth understanding of how HPV vaccination
can best be delivered to gay, bisexual, and other MSM. As part of this research we

are conducting qualitative interviews to learn from MSM across Scotland.

Warm-up/General Questions:

e Just to begin with, then, what comes to mind when you think of ‘health’?
o Probe: What does it mean to be healthy?
o Probe: What does healthy look like?
o Probe: How is being healthy performed?
e Do you think your perceptions of health are common amongst [demographic]?
o Probe: do you think attitudes to health have changed over time?
e What are some of the health concerns of [demographic of participant]?
o Do you think there are differences in things that affect [e.g. heterosexual]
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o What do you think causes those differences?

e Where do you get your general health information from?

o What sources do you use?
o do you usually follow the advice given out on them?

Awareness of HPV

e Have you ever heard of HPV what comes to mind?

e Have you ever been offered the HPV vaccine?

o Could you run me through that process?

= If yes: If so, how many doses? How old were you when you
received your first dose of the vaccine? Do you have any
comments on your experiences of receiving this vaccine?

= If no: Has your healthcare provider ever discussed this with you?
Has it ever been specifically recommended/not recommended for
you? Would you consider getting it?

= When was it first brought to your attention in the discussion?

= What do you recall of what the clinician said about the vaccine?

Vaccine specific questions

Who should get this vaccine? Should it be available to everyone?
What do you see as barriers to accessing this vaccine?
i. Probe: would having to pay for the vaccine be a barrier for you?
Do you have concerns about the HPV vaccine? (Probe: safety,
effectiveness, etc.)
Do you usually get vaccines?
i. Are you against them?
Did you know that girls and women had the vaccine covered before boys
and men got coverage?
i. How do you feel about this?
Do any of these policy issues —which men and boys were originally not

covered—affect how you think about the HPV vaccine?
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How do you think your experience of sexual health services relates to having

the HPV vaccine?

[SHOW PARTICIPANT BROCHURE]

What particularly comes out to you when reading that?

Is there anything new that you hadn’t thought about in relation to HPV before?
What do you think about HPV’s relationship to certain cancers?

Is there something that you feel you don’t know about HPV that you want to
learn more about? Why is that?

When thinking about your health (physical, mental, sexual)— the treatments
you are taking, your medical appointments, other infections or issues—how
does HPV risk and anal cancer fit into all of this for you?

How important is HPV as a health concern for you? Why is that? Is HPV more
or less of a concern as other STIs to you?

How important is anal cancer as a health concern for you? Why is that?

HPV, Sexual Practice and Social Context

How important do you think HPV is as a health concern for gay men in general?
e For gay men living with HIV? Why do you think that is?
e Do you perceive there to be a difference between these groups?

Do you think there are generational differences when thinking about HPV?

Have you talked with any of your friends (straight, gay, HIV-positive, HIV-
negative) about HPV/treatment/vaccination? Are there differences of opinion?
e Do you think people are talking enough about HPV?

e Why do you believe this?

Do you think the association between HPV and cervical cancer has affected
how men think about the disease?
e Do you think that because we are talking about the anus this affects how

people talk about anal cancer and HPV? Why is that the case?
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e Do you think that people need to disclose to their new sexual partners if they
have (or have had) HPV? If they think that they might have HPV? If they have
(or have had) anal pre-cancer or cancer? Is this your same opinion for other
STIs?

e How do you think recent advancements in HIV prevention will affect HPV and

anal cancer risk? (Probe: PrEP, probe undetectable viral load).

e Are there any other social issues (explain: how people are interacting with each

other) that you think | should be aware of related to HPV and anal cancer
Sexuality disclosure

e How comfortable are you with discussing health issues related to your sexual
health with a clinician? Why do think this is the case (why are you uncomfortable
or uncomfortable)?
e If uncomfortable: what could make you feel more comfortable about talking

about your sexual health and anus?

e If comfortable: was this always the case? If not, how did you develop this

comfort?
General Overview and Conclusion
35.Finally, do you have any additional comments to share regarding how vaccine
programs can best be delivered to gay, bisexual and other men who have sex with

men?

36. Thinking about our discussion what information and what services, if any, do you

feel that you need? What recommendations do you have for us on HPV education?

37.Do you have any feedback about this interview?

Thank you for your participation in this interview.
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Appendix 14: Participant Debrief Sheet

Edinburgh Napier

UNIVERSITY

Final Statement/Debrief

Thank you for spending time participating in this study. The data you have you
provided for this study will be collated with a range of healthcare provider's
experiences providing the vaccine here in Scotland. Taken together, these results will
be used to gain an understanding of the implementation of the HPV-MSM vaccination

programme from both perspectives.
This research was collected in line with three themes. These were:

1) MSM knowledge, perceptions, and experiences related to HPV and HPV
vaccination

2) To identify provider-, and clinic-level factors affecting provision of the HPV
vaccine for MSM

3) Barriers and facilitators to MSM sexual behaviour and/or sexual identity

disclosure to healthcare providers

The next stage of this research is to analyse these results and attempt to create robust
theory of providing the vaccine as part of a targeted vaccination programme.

| am of course happy to answer any additional questions you may have. | can do this

just now or else my contact details are included in the information sheet.

Lastly, you have the right to withdraw your data within two weeks of initial data
collection. After two weeks it will be impractical to remove your data as this will be

combined with all other results from this study. In order to do this please contact either
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myself, supervisors, or the independent advisor to this project on the contact
information provided on the information sheet. This includes:

PhD student and principal investigator: Lewis Clarke |l R R
Director of Studies: Dr Janette Pow |l (Edinburgh Napier
University, Sighthill campus)

Independent advisor: Janyne Afseth
Lecturer

Population and Public Health
Edinburgh Napier University

H

T: I
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Follow Up Services

If you have been affected by issues discussed during the interview please seek
assistance from the following relevant services for free and confidential individual

support:

Scotland-wide Services and Waverly Care Edinburgh
3 Mansfield Place

Edinburgh

EH3 6NB

Telephone: 0131 558 2425

www.waverlycare.org

LGBT Health and Wellbeing
9 Howe Street

Edinburgh

EH3 6TE

Telephone: 0131 662 32838
www.Igbthealth.org.uk
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Appendix 15 Coding process to category development

Below is a walk-through process of how participants’ words were selected as meaning

units and then became in vivo codes, researcher’s codes, properties, and a conditional

category. The category demonstrated is Representations of Human Papillomavirus.

Below are some examples of different lengths of meaning units, from a sentence,

paragraph, to a section.

Sentence

| know it's related to cervical cancer yeah, not a lot of people know,
or it's just like, not misinformation, but you hear that they cannot
abbreviation or acronym of HPV, but | don't remember ever being

really told about it in school

Participant HM

Paragraph

It must have been like years and years ago. | think when | when |
was like younger as like 18 like only really knew about like HIV,
and then, like, everything else is going to lump together. And then
| think HPV then like new you learn about gonorrhoea and syphilis,
and then eventually, like chlamydia, and then you get to HPV, so |
think probably must be like, maybe 15 years ago, | think, | don't
know. Probably because like | heard about on TV or something, or

it was all in probably a dozen TV show or something.

Participant AR

Section

Interviewer: So, what comes to mind when you hear the term
‘HPV’?

Participant: Erm I’'m not sure, | think | know what it means
Interviewer: And what does it mean?

Participant: Erm Human Papillomavirus not sure if that is one word
or two, | remember hearing about it in school or may it was the
news or maybe | remember them both [laughs]

Interviewer: Can you give me an idea of why you remember it

being related to school?
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Participant: Yeah, cos it's a virus that causes ovarian cancer if I'm
right and it's something that can be — that the females tend to get
than males — and therefore then the discovery of vaccines and they
decided that they’re going to give it to teenage girls before they

start being sexually active

Participant LF

An example of an in vivo code from two instances from the same participant can be

seen below. Small segments, shown underlines, of the two instances that were

concatenated to develop an in vivo code. From instance 1 and instance 2 the following

in vivo code was created: technology-enabled guidance

Instance 1 It shouldn’t just be spoken about when you need it you need to
know to need it. Speaking about it should raise awareness like this
is.

Participant MW
Instance 2 Definitely increased media presence. Like advertisements, alerts.

It's your health at the end of the day, it should be as important as

a famous singer or movie star or cheap holidays. It's your health

Participant MW

Through constant comparison, this in vivo code was associated with other coded

instances. At this point, codes became summarises using the researcher’s words to

paraphrase the particular phenomenon.

Instance 3

And so in bars that | frequent, then there's posters about HIV. And
like, and like yesterday in the bar | was at | thought of something
interesting, like how over the years about HIV, there was this
stigma about having HIV and even the way people react to HIV
has changed. Because in the poster, it says, well, you can get HIV
from exposure to someone who doesn’t know their status even

from a one time hook up, but then there’s U=U now so provided
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they're controlled by their medication then transmission is different
etc. Whereas the posters before that were quite unique to get
tested loud, | usually go. So | think the posters are quite effective
in the gay environment against and you're not going to catch
everybody by at least a few. If you're if it's a gay or bisexual man
or whatever, then chances are from going to a gay bar or saunas
or whatever. That may be see the poster, | guess.

Participant JW

Instance 3 was coded: advertising online and offline. The coded instances coalesced
during the constant comparison method into the property: Suggesting improvements
for GBMSM-HPV vaccination which formed a dimension of Representations of Human

Papillomavirus.
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