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Background: Minnesota is home to the largest Somali immigrant population in the United States. Despite
high rates of cervical cancer in this population, immunization rates for the human papillomavirus (HPV)
are among the lowest in the nation. Targeting Somali young adults for catch-up vaccinations may be an
important strategy for addressing these low rates. This study sought to understand the views of Somali
young adults regarding HPV immunization.

Methods: Four focus groups (N =34; 21 women) were conducted at an urban clinic in Minnesota. Two

gelg/\\//vords: groups were all female, one all male, and one mixed gender. Participants in each group discussed their
Vaccine views on immunization in general, and then their views on HPV immunization.

Somali Findings: Most participants had prior negative experiences with immunization and were skeptical con-
Immigrant cerning its value. In general, participants had low knowledge about HPV, though they expressed interest
Qualitative in knowing more. Views about HPV were influenced by culture, with risk perceived as low due to inter-

pretations of religious beliefs and expectations around sexual behavior. Low levels of trust in doctors and
other healthcare providers influenced participants’ perceptions of the benefits of immunization.
Participants also valued autonomy highly and resented having received required vaccinations without
much choice, such as through their immigration experience or by school authorities. Participants sug-
gested making more opportunities available for learning about HPV and how to prevent it, including
via web-based platforms.
Conclusion: An important opportunity exists to address low HPV immunization rates in the Somali
American population by offering vaccination to young adults, who are interested in learning more about
HPV. However, key barriers around HPV needs to be addressed in ways that respect the need for auton-
omy in this age group and that build trust with providers, which may mean avoiding authoritative
approaches.

© 2019 Published by Elsevier Ltd.

available. Rates of cervical cancer have declined since the introduc-
tion of these vaccines worldwide [1]; however, some communities
have expressed skepticism and resistance to HPV vaccination. In
the United States, HPV immunization rates in the Somali immi-

1. Introduction

Human papillomavirus (HPV) is the most common viral infec-
tion of the reproductive health tract, and certain types of HPV

are known to cause cervical and other cancers. Two different vac-
cines for HPV, both of which target the most common types of HPV
that lead to cervical cancer (HPV 16 and 18), are commercially

* Corresponding author.

E-mail addresses: rjpratt@umn.edu (R. Pratt), njaux003@umn.edu (S.W. Njau),
cndagire@macalester.edu  (C. Ndagire), chai0027@umn.edu (N. Chaisson),
stoor@umn.edu (S. Toor), nimoa@umn.edu (N. Ahmed), smohamedl0@
umphysicians.umn.edu (S. Mohamed), dirksO07@umn.edu (J. Dirks).

https://doi.org/10.1016/j.vaccine.2019.03.006
0264-410X/© 2019 Published by Elsevier Ltd.

grant community are lower than those in the general population
[2], yet the incidence of cervical cancer among Somali women is
among the highest in the world [3]. A complex set of barriers influ-
ence low cervical cancer screening rates in the Somali immigrant
population, including limited health literacy [4], lack of knowledge
about cancer [5,6], and cultural and religious beliefs that can be
construed as discouraging medical screening [4,7-10]. The failure
of public health messages and of clinical providers to successfully
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address these barriers, in combination with low HPV immunization
rates and a rise in HPV-related cancers [11-15], contributes to pre-
ventable late-stage diagnoses, increased treatment burden, and
higher mortality among Somali immigrant men and women.
Over one quarter of a million Somali have settled in North
America [16], and Minnesota is home to the continent’s largest
population of Somali immigrants. In general, the Somali commu-
nity has been resistant to childhood immunization [17,18] in part
due to erroneous concerns about vaccines leading to autism
[19,20], but also because of concerns about the effectiveness of
immunization [21]. This reluctance to accept immunization has
led to adverse consequences such as a recent measles outbreak
[20]. General vaccine hesitancy, along with additional concerns
about HPV and sexual activity, has led to low HPV vaccination ini-
tiation and completion rates among Somali adolescents. Somali
parents have reported concerns that HPV vaccination may be
related to the initiation of sexual activity [21], and have stated that
their cultural views discouraging premarital sex already decrease
their children’s risk [22]. Somali parents also report low levels of
knowledge about HPV [23,24], including confusion between HPV
and HIV, due to the similarity of the acronyms [21,25], which
may exacerbate reluctance to discuss HPV. Finally, reports in the
literature have identified a lack of trust in health care providers
among the Somali immigrant population and a resulting negative
impact on discussions about HPV and HPV vaccination [21,22].
While trust in doctors has been established as a concern [21,22],
Somali immigrants have also described health care providers as
exerting positive influence on their health care decision making
[26,27], including their decisions about HPV vaccination [24,28].
Provider knowledge and practices are known to influence HPV vac-
cination initiation and completion in the general population [29-
31]. Greater provider knowledge about HPV vaccination has been
shown to be associated with HPV vaccination uptake [32], whereas
provider perception of parental barriers has led to lower uptake
[32] Common perceived barriers include lack of parental knowl-
edge about immunization, perceived low risk, reluctance to discuss
sexual activity, and feeling that their child is too young [32]. Provi-
ders have been described as using a broad range of strategies to
engage parents, including providing little information about HPV
as a way to avoid resistance [33]. The consistency and strength
of provider recommendations concerning HPV vaccination has also
been shown to influence vaccine uptake among adolescents [34].
The U.S. Centers for Disease Control and Prevention (CDC) vac-
cine tip sheet for providers offers information about HPV in general
and emphasizes an authoritative approach by providers in advo-
cating for vaccination [35]. However, some published research
emphasizes a need to find ways to improve relationships and com-
munication between providers and parents around the topic of
HPV vaccination [29,36]. Some researchers have suggested that
this approach will help to develop future interventions that foster
shared values between parents and providers, as well as appropri-
ate resources and strategies to address parental concerns [29].
There are indications of shifting attitudes in the Somali commu-
nity toward cancer prevention activities, with younger people
being more open to such activities than older community members
[27], suggesting that younger adults may also be more open to HPV
vaccination. Young people may have missed timely vaccination
when their parents made the decision not to vaccinate, however,
there is potential in offering this “catch-up” age group (18-
26 years) the opportunity to receive HPV vaccination and benefit
from the protection offered by the most recent vaccine [37-40].
Despite the potential importance of offering catch-up vaccination
to this population, very little is known about how young Somali
adults view HPV vaccination initiation and completion; in particu-
lar, the views of young men have not been examined to date. In this
qualitative focus group study, we aimed to address this lack of

knowledge regarding the views of young Somali men and women
on HPV vaccination and to further understand their experiences
of interacting with providers about HPV and HPV vaccination.

2. Methods
2.1. Participants

Patients at a primary care clinic and a high school in an urban
area of Minneapolis were approached, on the phone or in person,
by a bilingual (Somali-English) community health worker and
asked if they would be willing to participate in a focus group dis-
cussing HPV vaccination to help improve knowledge on this topic,
and practice a local primary care clinic. Participants were eligible if
they were Somali and between 18 and 26 years of age, and were
not previously known to the researchers. The sample was obtained
through a combination of purposive and snowball sampling. Non-
participation was not tracked, as that can be challenging to accu-
rately account with this combination of recruitment approaches
in community settings. Four focus groups with a total of 34 partic-
ipants (21 women and 12 men) were conducted. One group was
mixed gender (4 women and 6 men), one all male (n=6), and
two all female (n=5 and n = 13). Participants were asked if they
preferred to participate in a single- or Mixed-gender group and
were assigned to focus groups accordingly. Three focus groups
were conducted in a clinic, and one at a school. While most of
the participants were fluent in English, a subset of more-recent
immigrants to the United States were fluent only in Somali. To
enable this subset to participate in the research, one focus group
(one of the two all-female groups) was conducted in Somali. The
other three were conducted in English. The groups took an average
of 60 min to conduct.

2.2. Data collection

A semi-structured focus group guide was developed with input
from the research team, which comprised of researchers, primary
care providers, and bilingual Somali health professionals (one com-
munity health worker, and one nurse). The guide included ques-
tions about participants’ experiences with immunization in
general and their experience with the HPV vaccination in particular
(see Table 1). The focus group facilitators were both female bilin-
gual Somali health professionals, one being a community health
worker (SM) and the other a nurse (NA), and they were the only
members of the research team present during the focus groups.
Both were experienced in conducting focus groups. Both provided
brief field notes and participated in a focus group debrief with the
lead qualitative analyst (RP). Due to the anticipated low level of
knowledge about the HPV vaccination, the facilitators allowed time
to pause and offer brief information about the HPV vaccination,
and its role in cervical cancer prevention, part way though the
focus group. This was done to support richer conversation on the
views of the vaccine. Participants were asked to provide written
informed consent for their participation and were compensated
$50 for their time.

2.3. Data analysis

The focus groups were audio recorded and then transcribed ver-
batim. One focus group was also translated by a professional trans-
lation service. The transcripts were not returned to participants.
The qualitative data were analyzed using NVivo 11 [41]; two mem-
bers of the research team double-coded the data to ensure consis-
tency. The coders met to discuss and review the emerging themes.
Differences in coding were resolved through reviewing the data
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Table 1
Focus Group Guide.
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1. What was your experience of getting immunizations when you were younger?

2. What do you think when a doctor or medical providers recommends an immunizations?
3. How were the decisions made about which immunizations to get when you were a child?
4. One of the immunizations you would have been offered when you were younger was the HPV immunization. What do you know about the HPV immunization?

5. Who do you think should or shouldn’t get the HPV immunization?

We are now going to share some brief information with you about the HPV vaccine, and what it is for (share key facts about cervical cancer prevention, immunization

guidelines, and cervical cancer rates).

6. What are your thoughts about the information you have just heard about the HPV vaccine?
7. Now you are over 18 years of age, you can get a free HPV immunization until you are 26 years of age. What would help you make a decision about if you were to get

the immunization or not?
8. How would you like to receive information about HPV?

9. The Somali community has one of the lowest rates of HPV immunization in Minnesota. What might we do to help share information about HPV in the community?

and developing a consensus on the emergent themes. The research
team used the social constructivist approach to identify themes
and subthemes in the data, which allows for themes to emerge
from the data, while acknowledging knowledge from the broader
context of from clinical practice and the literature [42,43]. Discus-
sions with members of the research team on the emerging analysis
further validated the rigor of the qualitative analysis, through
reviewing the emerging themes, including with bilingual Somali
research team members. Study participants were not involved in
the analytical process. Data saturation was not a goal of the analy-
sis, rather the analysis focused on exploring a depth and breadth of
experience among these participants.

2.4. Human subjects

The study was approved by the University of Minnesota Institu-
tional Review Board.

2.5. Participants

Participants’ mean age was 19.9 years. Twenty percent of par-
ticipants were born in the United States. Half of the sample had
received an HPV vaccination in the past; of those, 57% had com-
pleted the series. (Note that these participants would have been
required to have a three-dose series when they were younger, as
the guidelines for the two-dose series became effective only in
2016). Fifty-three percent of participants identified a primary care
doctor whom they regularly saw. Demographic data for the study
population is presented in Table 2.

3. Findings

Four main themes emerged from the focus group data: (1) the
general experience of immunization, (2) experience with the HPV
vaccination, (3) key factors that influence immunization, and (4)
opportunities to improve low HPV vaccination rates. We present
here a description of the participants, followed by a discussion of
these main themes and their associated subthemes.

3.1. General experience of immunization

3.1.1. Experience of childhood vaccinations

Participants were asked to describe their experiences with
childhood vaccinations. These experiences ranged from fear and
hate to acceptance. Some participants recalled looking forward to
getting shots because they were helpful in preventing some dis-
eases. Most participants described always receiving the shots rec-
ommended for them as children. Some participants shared that
they feared the shots would make them sick, while others
described experiencing swelling, itchiness, or both after receiving

recommended childhood vaccinations. Some described experienc-
ing pain when multiple shots were administered at one time. Many
participants were familiar with flu and MMR vaccinations; most of
the reported negative experiences related to the flu shot.

For me, if I take the flu shot - it makes me sick. (Female Focus
Group 1)

3.1.2. Limited knowledge

Many participants were unsure which vaccinations they had
received during their childhood. Many had very limited knowledge
about any of these common childhood vaccinations. Participants
frequently confused vaccinations with shots or injections of medi-
cation they might have received when they were unwell. Some
participants thought that shots should be given only to people
who have the disease that the injection is intended to treat, not
understanding that vaccinations are given for prevention purposes.

I recognize the names, but - I understand, I heard some of them,
but I don’t know what they mean. (Male Focus Group)

3.1.3. Skepticism

Many participants expressed skepticism about the value of vac-
cination in general. Some felt that the idea that the serum con-
tained part of the dead virus they were supposed to be protected
from seemed counterintuitive and that receiving such a shot would
be more likely to cause them to become unwell. Others simply
didn’t believe in the effectiveness of vaccination and felt that they
were being told that vaccinations were good for them when their
own feeling was that this was not the case.

I believe that ... it doesn’t do nothing. It’s just people just want to
put titles and labels to things and tell you what’s good for you, and
it’s not. (Mixed Focus Group, Male)

4. HPV immunization

Participants were asked to share their experiences with the HPV
vaccination series and, in particular, their experience of recom-
mendations to obtain the HPV vaccine. Some female participants
had received the vaccination, although some were not sure what
it was for. Some had started but not finished the series, although
did not specifically share why they had not completed the series.
Some shared that they had found the shot to be very painful. Many
participants did not know what HPV was, and those that did know
had minimal knowledge. Many comparisons were made between
HPV and HIV. Some participants confused the two and were
relieved to hear that HPV was less serious than HIV if treated. Some
commented that the similarity between the acronyms added to
their confusion. Some knew that the vaccine was offered during
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Table 2
Focus Group Participant Demographics.
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Group 1 (n=10)

Group 2 (n=6) Group 3 (n=5) Group4 (n=13) Total(n=34) Sig.

Gender
Female 4 (40%)
Male 6 (60%)
Age (Mean, SD) 19.2 (1.48)
Born in the USA
Yes 5 (50.0%)
No 5 (50.0%)
Years in USA (Mean, SD) 8.80 (5.45)
Ethnic Background
African American/Black 1 (10.0%)
Somali 8 (80.0%)
Other (1 Oromo) 1 (10.0%)
Education
Some primary or secondary school 1 (10.0%)
High School Grad or GED 2 (20.0%)
Some college or technical school 7 (70.0%)
College graduate 0 (0%)
Ever received a HPV vaccine?
Yes 4 (40.0%)
No 6 (60.0%)
If yes, how many shots have you received?
One 2 (50.0%)
Two 2 (50.0%)
Three 0 (%)
Do you plan to get an HPV vaccine in the next three months?
No 3 (30.0%)
Yes 0 (0%)
Maybe 7 (70.0%)
Do you have a doctor you see regularly?
No 4 (44.4%)
Yes 5 (55.6%)

0 (0.0%) 5 (100%) 13 (100%) 22 (64.7%) <0.001
6 (100%) 0 (0.0%) 0 (0.0%) 12 (35.3%)

20.2 (1.72) 20.4 (1.67) 202 (1.2 19.9 (1.46) 0.389
0 (0%) 2 (40.0%) 0 (0%) 7 (20.6%) 0.009
6 (100%) 3 (60.0%) 13 (100%) 27 (79.4%)

13.3 (4.68) 13.7 (5.03) 2.95 (0.76)° 8.10 (5.93) <0.001
0 (0%) 1 (20.0%) 1(7.7%) 3 (8.8%) 0.798
6 (100.0%) 4 (80.0%) 12 (92.3%) 30 (88.2%)

0 (0%) 0 (0%) 0 (0%) 0 (0%)

1(16.7%) 0 (0%) 4(33.3%) 6 (18.2%) 0.005
1 (16.7%) 1 (20.0%) 8 (66.7%) 12 (36.4%)

4 (66.7%) 3 (60.0%) 0 (0%) 14 (42.4%)

0 (0%) 1 (20.0%) 0 (0%) 1(3.0%)

2 (50.0%) 4 (80.0%) 5 (45.5%) 15 (50.0%) 0.578
2 (50.0%) 1 (20.0%) 6 (54.5%) 15 (50.0%)

0 (%) 1 (25.0%) 0(%) 3 (21.4%) 0.210
0 (%) 0(%) 1(20.0%) 3 (21.4%)

1 (100%) 3 (75.0%) 4 (80.0%) 8 (57.1%)

2 (33.3%) 3 (60.0%) 2 (16.7%) 10 (30.3%) 0.121
0 (0%) 0 (0%) 4(33.3%) 4(12.1%)

4 (66.7%) 2 (40.0%) 6 (50.0%) 19 (57.6%)

5 (83.3%) 3 (60.0%) 3 (25.0%) 15 (46.9%) 0.126
1(16.7%) 2 (40.0%) 9 (75.0%) 17 (53.1%)

¢ For years in the USA, group 4 is significantly different from groups 2 and 3. It is not sig. different from group 1.

the early teenage years, while others thought it was mainly offered
to pregnant women.

“To me, this is the first-time hearing about both the disease and its
immunization. So that is a new information.” (Female Focus Group

1)

Participants were very interested in knowing more about HPV
and asked many questions, including what HPV was, where it came
from, how it differed from HIV, and how it could be contracted. As
the discussion generated some shared understanding about HPV,
some participants stated that cervical cancer was not a disease
they had in their community and therefore the HPV vaccine was
not relevant to them. Others talked about the need for increased
openness and discussion about sex in their community, including
talking about what it means to be sexually active prior to and after
marriage.

Somali people, when we get married, we don’t check our partners
out. We don't tell 'em, “Hey, go to the hospital. Check yourself. Give
me a clean bill of health.” (Female Focus Group 2)

5. Key influencing factors

Participants described three key factors that influenced their
experience with vaccinations: culture, the value of autonomy and
independence, and clinical care.

5.1. Culture
Participants shared how their experience of their culture influ-

enced their views about HPV vaccination. When HPV was under-
stood as disease that can be sexually transmitted, many

participants deemed it irrelevant to them, stating that the Somali
community was mostly Muslim and did not engage in sexual
activity before marriage. Some felt that the vaccination was ben-
eficial only for those who were sexually active. The all-female
focus groups included participants who described how Somali
teens were not immune to societal pressures to engage in sexual
activity. Some described a need for more conversations about safe
sex and prevention of STDs and pregnancy, particularly in the
female focus groups. The Mixed-gender focus group had a lively
discussion, with some male participants suggesting to the female
participants that the best prevention approach for women was
abstinence, a view that did not emerge in the female or male only
groups.

Keep your legs closed, guys. (Mixed Focus Group, Male)

The role of religion was described as influential, including the
idea that some diseases, such as cervical cancer, were perceived
as not affecting Muslims. Participants discussed a prevalent view
in the Somali community that being Muslim would protect them
from getting some diseases, including cervical cancer and HPV.

“Also, if they hear about these diseases, they’ll tell you: we are
Muslims and these diseases don’t happen to us.” (Female Focus
Group 1)

Some participants felt that their culture influenced the way
they were offered vaccines, with some describing feelings of
stigma in coming to the United States from a “third world” country
in Africa. Some said that they felt as if they were the only ones
required to get a multitude of shots when they were young
because they came from Africa and were thought of as unhealthy
or capable of spreading diseases.
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It’s like, ‘Oh, you came to America, so you have to take the shot
because you never know when you're bringing stuff from Africa,
so you have to give the shot. (Female Focus Group 1)

5.2. Value of autonomy and independence

A major theme that arose in the focus groups was the impor-
tance of autonomy and independence as young adults making their
own decisions about health and vaccinations. Many participants
felt some resentment about having been in situations where they
had been required to receive vaccinations, such as when required
by immigration authorities or schools.

So it’s like schools require it. Like some schools you're not allowed
to go to if you don’t have your shots completed. (Mixed-Gender
Focus Group)

Participants were concerned that their parents, at the time they
had been making decisions about vaccinations for them as chil-
dren, had not been able to obtain all the information they needed
from the doctor because they had to communicate through an
interpreter. Some participants stated that their parents may not
have had enough information to make the decision well, and
may have followed doctors’ recommendations due to a lack of
knowledge. Some felt that their parents may have acted out of
ignorance as new immigrants with limited knowledge and an incli-
nation to defer to the doctor’s authority.

So the parents, I feel like, would inject their children to whatever
the doctor said. (Female Focus Group 1)

I think our parents didn’t know any better, so it was whatever the
doctor said. It was the doctor’s always right, so you got the shots.
(Female Focus Group 1)

Participants often described seeing themselves as able to make
better decisions than their parents had, as they felt that they were
better educated, better informed, and better positioned to disagree
with doctors. Some also felt that their parents might have been
influenced by their reliance on interpreters, and that the inter-
preters may not have always accurately shared what the doctor
was saying or may have encouraged immunization without being
well informed about it.

5.3. Clinical care

Participants recalled feeling that their parents usually followed
recommendations from physicians, and therefore doctors were
seen as having significant influence on the choice to receive
vaccinations.

All the doctors would say is, “Oh, it’s good for you. It’s this and
that.” And they just like hear that good part and they just be like,
“Oh, okay. You take it. You have to take it.” And as growing up,
it was just like you have to take the shots and you wouldn’t know
what the shots were for, but you just knew you had to take it.
(Mixed-Gender Focus Group)

Participants described feelings of distrust, lack of explanation,
and feeling forced by doctors to receive vaccinations. Many said
that they felt doctors had an agenda, and not necessarily one that
was in their best interest. Some felt that doctors treated them dif-
ferently because of their African ethnicity. Participants felt that
doctors aggressively promoted vaccinations and presented them
as if they were mandatory. One participant explained how her
mother sidestepped going to the hospital for checkups to avoid
the doctor’s consistent “suggestion” that her daughter get a
particular shot. Another participant described taking on the

responsibility for bringing her siblings to medical appointments
so she could ask more questions.

I take my siblings to their doctor’s appointment. I'm more likely to
be like, “Why are we doing this? Is there alternative?” Compared to
my parents, where it was just like, well, if the doctor said it, hurray,
we're doing it. (Mixed-Gender Focus Group, Female)

Participants stated that as young adults they did not like being
told what to do, and would rather receive full explanations and be
given the option to decide for themselves. Some participants felt
that doctors did not actually explain to them the purpose of the
shots they were receiving, but rather brushed over the topic by
saying that the shots were good for patients and that children
would get sick if they did not receive the shots. Participants said
that this lack of explanation made them feel rushed and also made
them worry that the doctor had skimmed over the details or used
uncommon terminology as a way to ‘“get one over” on the
participants.

6. Opportunities to improve HPV immunization rates

Participants expressed a variety of ideas about the most effec-
tive methods to engage the Somali community and increase HPV
immunization rates. Many mentioned advertisements in the form
of flyers and pamphlets in both English and Somali. Reputable
internet sites were another suggested avenue for obtaining infor-
mation. Yet another prominent idea was to infuse information
about HPV into the curriculum of school health classes and health
fairs. Participants also wanted to learn what HPV is, how to prevent
it, and what symptoms to look out for.

“Oh, yeah. And use every platform as possible, wherever there’s
health fair, bring good awareness there. Just like this ...make this
talk happen. And use fliers, newspapers, even TV commercials,
everything. Use every platform as possible.” (Mixed-Gender Focus
Group)

Both young men and young women also expressed a need for
parents and guardians in the Somali community to learn more
about HPV in order to make better-informed decisions for their
children. Participants said that if given the choice to receive a vac-
cination, they would consult family members before making a
decision, demonstrating the importance of parental input to them
even as young adults, despite their previous comments about par-
ental ignorance. Participants suggested using community events
and forums in community centers to provide information about
HPV and HPV vaccination. Many felt that face-to-face outreach
would be the most valuable. These interactions could be between
a medical provider and patients; however, participants stressed
the value of having someone from within their community, such
as a Somali health care provider, involved in the communication
effort. Participants’ opinions differed as to the age and circum-
stances in which HPV vaccination should be introduced. Some said
that the appropriate time was when a person became sexually
active, others said at age 18 years, and many said that the appro-
priate time was when the patient could understand the informa-
tion they were given and be properly informed about the
vaccination.

7. Discussion

Addressing HPV vaccination is a topic of particular urgency in
the Somali immigrant community, especially given the low rates
of HPV vaccination [2] and high rates of cervical cancer within
this community [3]. With immunization rates so low during
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adolescence, there is an opportunity to target the young adult
“catch-up* age group between 18 and 26 years of age. We have
previously suggested that this age group may be more open to
HPV immunization, as prior research in the Somali community
identified a trend of younger people being more open than older
community members to cancer prevention messages [27]. How-
ever, this initial research in the catch-up age group appears to
identify the same reluctance and skepticism about vaccination that
has been previously reported in studies of Somali parents, and that
likely contributed to a recent measles outbreak in Minnesota [17-
21]. Overall, the young adults in this study described quite nega-
tive experiences with vaccinations in general, including very lim-
ited knowledge about common vaccinations and suspicion
concerning the effectiveness or value of immunization. These neg-
ative experiences and general skepticism about immunization also
applied to the HPV vaccine.

Somali parents have been previously reported to have low
levels of knowledge about the HPV vaccination [23], including
some confusion between HPV and HIV due to the similarity of
the acronyms [21,25], as well as concerns about the relevance of
HPV vaccination to their community due to a perception of low risk
[22]. In the current study, young Somali adults held similar views
and also reported low knowledge, confusion between HPV and HIV,
and a perception that HPV vaccination was not relevant to them as
Muslims. However, some members of this sample, particularly par-
ticipants in the two all-female focus groups, talked about changing
attitudes to sex in their age group and a need for more access to sex
education, even if that was controversial within the community.

Despite the similarities in findings between the current study
involving Somali young people and prior research involving Somali
parents, a clear theme emerged from our data regarding the impor-
tance and value of autonomy for this group of young people. Some
clearly reacted negatively to situations where vaccinations had
been required, feeling that the intervention had been forced upon
them. Another perception was that vaccination requirements dur-
ing immigration processes stemmed from negative stereotyping of
people from African countries. These negative perceptions may be
exacerbated by confusion between HIV and HPV. Additionally, this
particular cohort of young people expressed low levels of trust in
health care providers, perhaps at even higher levels than have been
reported in studies of their parents’ generation [21,22].

These findings indicate that current CDC recommendations to
providers that emphasize the use of an authoritative approach to
vaccine advocacy [35] may not resonate well with Somali young
adults in the catch-up age group. Authoritative approaches may
reinforce suspicions about providers having hidden agendas and
may remind young people of earlier occasions when they received
vaccinations without being given a choice, which may have caused
resentment. These findings support the literature that suggests a
need to improve relationships and communication between provi-
ders and patients in order to identify shared values and improve
immunization rates [29,36]. This may be of particular importance
for Somali young adults.

The values of autonomy and independence were also evident
when focus group participants shared their views about how their
parents had approached vaccinations. Although the views they
expressed were consistent with those expressed in prior studies
by members of their parents’ generation, these young people
sought to clearly distinguish themselves from their parents in their
approach to HPV. They stated that they felt better informed, edu-
cated, and skilled than their parents in dealing with health care
providers and in considering recommendations for vaccination.
They stated the belief that their parents, as new immigrants, had
been naive and unquestioning in accepting vaccinations, even
though this belief contradicts the literature showing vaccination
reluctance in Somali parents [23,22]. This suggests a disconnect

between what young adults perceive about their parent’s views
on vaccinations, and what parents themselves might believe as
demonstrated in the literature.

The sensitivity to the perceived views of their parents signals a
need for particular care and sensitivity in addressing HPV vaccina-
tion for this catch-up group that reinforces the value they place on
autonomy. This may be challenging to achieve, however, as many
of our focus group participants also described continuing to con-
sult with their parents about vaccinations as young adults. How-
ever, it has been established that mothers who do not participate
cervical cancer screening, may be particularly likely to have daugh-
ters who do not have HPV vaccination [44], indicating that there is
value in addressing parent and child screening and vaccination
concurrently. Finding a balance between engaging young adults
both independently and in ways that allow for family involvement
may be important for addressing HPV prevention in this Somali
young adult population. Many of these barriers have been reflected
in the general literature outlining barriers, including the concerns
about discussing sex, trust in vaccines and lack of information
[45]. This suggests that while there may need to be culturally
specific tailoring to address HPV vaccination [45], there are is also
the potential to learn from commonalities across cultural groups
and contexts.

Across the analysis there were very limited difference in
responses between female and male participants, although our
sample size limits our ability to fully consider differences based
on gender. The one area where there was a clear difference was in
the way sexual health was discussed. Male participants, particularly
in a mixed gender setting, shared their views that abstinance would
protect females from HPV. However, female participants talked
about valuing and wishing for more general, helpful sex education
information. This included fostering an openness in their commu-
nity to talk more openly about sex. This suggests that there may
need to be futher consideration of how to address different attitudes
to HPV vaccination based on gender within the community.

Despite all these challenges, focus group participants expressed
high levels of interest in obtaining more information about HPV, as
well as a clear preference for obtaining it from members of their
own community. Participants’ interest in being able to access a
website that would provide comprehensive information about
HPV and HPV vaccination points to a potentially valuable role for
technology in the dissemination of information to this age group.
Popular social media platforms could also act as a tool to spread
HPV information to young people. However, participants also
expressed a need for face-to-face gatherings in which these health
issues could be addressed and in having health care professionals
present to answer questions. However, the general literature sug-
gests that educational interventions have had limited success to
improving HPV vaccination [46-48], although there is limited liter-
ature on the impact of education interventions tailored to address
specific cultural barriers [46]. This highlights the need to consider
educational approaches alongside other barriers, such as improv-
ing trust in providers and addressing family based decision making
dynamics.

7.1. Limitations

This study has several limitations. It is a qualitative study that
represents only a small subset of members of the Somali commu-
nity in Minnesota. The sample had higher vaccination completion
rates (57%) than those for Somali adolescent patients at the clinic
we recruited from (10%). This suggests that the sample may have
been subject to self-selection bias, in that participants who were
prepared to take part in the project may have been more willing
to share their views on HPV immunization, and more open to vac-
cination, than those who chose not to participate. Additionally, the
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Somali immigrant community is diverse, and a larger sample might
present greater diversity of views and allow for subanalysis of dif-
ferences by gender, age, and other key demographic variables.

8. Conclusion

An important opportunity exists to address low HPV immuniza-
tion rates in the Somali American community by offering targeted
vaccination to young adults. This age group is very interested in
learning more about HPV and the HPV vaccine, but shares the same
skepticism and lack of knowledge about HPV as their parents.
Future interventions should focus on increasing opportunities for
HPV vaccination in ways that respect the clear need for autonomy
in this age group. Further research is needed to better understand
how providers can best communicate with Somali young adults in
ways that build trust and address common barriers.
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