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Abstract
Background: Human papillomavirus (HPV) vaccination is effective in the prevention of vaccine-type genital warts and cancers
among men who have sex with men (MSM).
Objective: The primary objective of this randomized controlled trial (RCT) is to evaluate the efficacies of 2 web- and theory–based
interventions with and without brief motivational interviewing (MI) over the phone to increase the completion of HPV vaccination
among unvaccinated participants within a 24-month follow-up period compared with the control group.
Methods: A 3-arm parallel-group RCT was conducted between July 2017 and December 2019. Five telephone surveys were
conducted at baseline and at 3, 6, 9, and 24 months by blinded interviewers. Participants were Hong Kong Chinese–speaking
MSM aged between 18 and 45 years with regular internet access who were recruited from outreaching at venues, web-based
recruitment, and peer referral. Those who had ever received HPV vaccination were excluded. A total of 624 participants were
randomized into either the online tutorial (OT) only group (n=208), the OT plus MI group (OT-MI; n=208), or the control group
(n=208). In total, 459 (459/624, 73.6%) completed the follow-up evaluation at 24 months. Participants in the OT group received
a fully automated OT developed based on the health belief model. On top of the same OT, the OT-MI group received brief MI
over the phone. Reminders were sent to the participants of the OT and OT-MI groups after 1, 2, 4, 6, and 8 months. Participants
in the control group received web-based health communication messages unrelated to HPV or HPV vaccination. The research
team validated the self-reported HPV vaccination uptake. Intention-to-treat analysis was used for outcome analyses. Logistic
regression models and multivariable linear regression models were used to test the between-group differences in primary and
secondary outcomes. Baron and Kenny’s methods were used to test the mediation hypothesis.
Results: The participants in the OT-MI group reported a significantly higher validated completion of HPV vaccination at 24
months than the control group (36/208, 17.3% vs 15/208, 7.2%; P=.006). However, the difference in HPV vaccination completion
between the OT and the control groups (24/208, 11.5% vs 15/208, 7.2%; P=.17), or between OT-MI and OT groups (P=.13), was
not statistically significant. The association between randomization status (OT-MI group vs control group) and HPV vaccination
completion became statistically nonsignificant after controlling for changes in the perceived susceptibility to HPV (24 months
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vs baseline), whereas perceived susceptibility remained strongly associated with HPV vaccination uptake in the model (P<.001).
Changes in perceived susceptibility fully mediated the intervention effect.
Conclusions: Theory-based OT with brief MI over the phone was effective in increasing HPV vaccination completion among
Chinese MSM. Perceived susceptibility is an active theoretical component that causes behavioral changes.
Trial Registration: ClinicalTrials.gov NCT03286907; https://clinicaltrials.gov/ct2/show/NCT03286907
(J Med Internet Res 2021;23(2):e21465) doi: 10.2196/21465
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Introduction
Men who have sex with men (MSM) are at a high risk of
contracting human papillomavirus (HPV) and its related diseases
(eg, genital warts and penile or anal cancers) [1]. Meta-analyses
have reported that the overall prevalence of genital HPV
infection was very high among MSM both internationally
(63.9% in HIV-negative MSM and 92.6% in HIV-infected
MSM) [2] and in China (66.3% among MSM in general) [3].
This prevalence was much higher than in MSM than that in the
general male population (eg, 12.4% in Europe and 16.9% in
China) [4-6]. In addition to the high prevalence of genital warts
[7], the anal cancer risk of MSM is 32 to 52 times higher than
that in the general population [8]. The HPV-related cancer risk
was the highest among HIV-infected MSM, which accounted
for 9.9% of the MSM population in China in 2016 [9]. Although
there is a lack of data about the prevalence or incidence of
HPV-related diseases among MSM in Hong Kong, such
prevalence may be much higher among MSM than that among
the general male population (genital warts prevalence 0.94%
and incidence 292.2 per 100,000 person-years) [10].
HPV vaccination is highly effective in the prevention of
vaccine-type genital warts and cancers among MSM [11,12].
A study also showed that people who are already infected with
one or more HPV types can still receive protection from other
HPV types with the vaccines [13]. In addition, HPV vaccination
could also prevent the development or recurrence of subsequent
HPV-related diseases (eg, anal intraepithelial neoplasia) among
people with a history of HPV infection [14-16]. Modeling work
found that HPV vaccination for MSM could have a substantial
impact on HPV-related disease incidence in this population and
is cost-effective [17]. As a result, the US Centers for Disease
Control and Prevention (CDC) recommends MSM who are in
the age range of 45 years or below to receive HPV vaccination
[13,18]. Free national HPV vaccination programs for MSM
aged up to 45 years attending sexual health and HIV clinics
rolled out in England and Scotland in 2018 and 2017,
respectively [19,20]. The Victorian Government of Australia
funded a free time-limited HPV vaccination catch-up program
for MSM aged up to 26 years in 2017 [21]. The recommended
course for MSM is 3 doses administered within 1 year; however,
a 24-month period is clinically acceptable (second and third
doses administered at least one month and 3 months after the
first and second doses, respectively) [22]. However, in Hong
Kong, no free or subsidized HPV vaccination program targeted
MSM or other male populations. Two types of HPV vaccines
(4-valent and 9-valent) are provided to males aged 9 years or
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more at the cost of HK $2500 to HK $4000 (US $321 to US
$514) for a 3-dose course by private physicians in Hong Kong
[23].
The uptake of free HPV vaccination provided by national
programs was 37.6% among MSM in the United States [24],
42.6% in Australia [21], 49.1% in England [25], and 63.7% in
Scotland [20]. HPV vaccination uptake among the male
population is very low in Hong Kong [26], and previous studies
have reported zero uptake among MSM [27,28]. About 30% of
MSM in Hong Kong intended to take up HPV vaccination at
the market rate [27,28]. Our literature search identified 4 studies
that promoted HPV vaccination among MSM [29-32]. In a pilot
intervention study conducted in the United States, young MSM
were recruited via a popular web-based dating app and linked
to a mobile health (mHealth) tool providing information and
fostering access to HPV vaccination [31]. Of the 42 MSM who
engaged with the mHealth tool, 11 (26%) received HPV
vaccination [31]. Another web-based intervention was developed
to provide information related to HPV prevalence among MSM
in the United States, the effectiveness of the HPV vaccination,
how to address potential barriers of receiving HPV vaccination,
vaccine costs, and health insurance. A pilot randomized
controlled trial (RCT) showed that such intervention was
effective in increasing self-reported HPV vaccination initiation
(receipt of 1 or more doses) compared with providing simple
information about the vaccines (34/76, 45% vs 19/74, 26%;
P=.02). However, the intervention did not increase HPV
vaccination completion (receipt of 3 required doses: 8/76, 11%
vs 2/74, 3%; P=.07). An ongoing RCT is comparing the efficacy
of the same web-based intervention plus 2 different types of
reminders (interactive vs noninteractive) versus the provision
of simple HPV vaccination information among MSM in the
United States [30]. In addition, an RCT tested the efficacy of
texting-based intervention in the promotion of HPV vaccination
among young MSM in the United States [32]. Participants who
were assigned to the intervention group received daily SMS
text messages for the first 3 weeks related to HPV vaccination,
whereas those in the control group received SMS text messages
related to other sexual health topics [32]. The intervention was
effective in promoting HPV vaccination initiation (19.4% vs
6.6%) [32]. To our knowledge, no HPV vaccination promotion
targeting MSM was conducted outside the United States.
A meta-analysis showed that theory-based interventions were
more effective than nontheory-based interventions [33]. Our
formative studies showed that some constructs of the health
belief model (HBM) were significantly associated with the
willingness to take up HPV vaccination at the market rate among
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local MSM [27,28]. These constructs included perceived
susceptibility (risk of HPV, genital warts, and penile or anal
cancer), perceived severity (chance of HPV infection causing
genital warts and penile or anal cancers), perceived benefit of
HPV vaccination (efficacy in preventing genital warts and penile
or anal cancers), perceived barriers (high cost, potential side
effects, and embarrassment), and cue to action (recommended
by doctor or peers to take up the vaccines). Such findings were
considered while developing the web-based interventions used
in this study. Video was produced to promote HPV vaccination,
as the audio-visual approach has been used effectively in health
promotion programs. The authors also conducted brief
motivational interviewing (MI) over the phone to promote in
one of the intervention groups. MI is a client-centered,
nondirective, goal-oriented counseling technique, which helps
clients explore and resolve any ambivalence that might have to
change [34]. The US CDC lists MI among its best evidence
intervention [35]. A systematic review indicated that MI was
acceptable to MSM and feasible to deliver over the phone [36].
A telephonic delivery of MI is useful in changing HIV or

Wang et al
sexually transmitted infection (STI)–related behaviors among
MSM [37].
The primary objective of the RCT is to evaluate the relative
efficacies of 2 theory- and web-based interventions with and
without brief MI over the phone in increasing the completion
of HPV vaccination (receipt of 3 required doses) within a
24-month follow-up period among unvaccinated Hong Kong
Chinese MSM compared with the control group. The secondary
objective is to evaluate the relative efficacies of the interventions
in changing constructs related to the HBM over the follow-up
period.

Methods
Study Design
A 3-arm parallel RCT was conducted between July 2017 and
December 2019. This study was registered at ClinicalTrial.gov
(number NCT03286907). The consort flowchart is shown in
Figure 1.

Figure 1. CONSORT (Consolidated Standards of Reporting Trials) flow diagram of the study.
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Participants
Participants were (1) Hong Kong Chinese–speaking men aged
between 18 and 45 years; (2) self-reported oral or anal
intercourse with at least one man in the past 6 months; (3)
having regular internet access; and (4) willing to complete
telephonic follow-up evaluations. Those who had ever received
HPV vaccination were excluded. We also excluded MSM aged
over 45 years because HPV vaccination was not approved for
use in this age group [18].

Recruitment Procedures
Participants were recruited through multiple sources. Recently,
the Hong Kong government geographically located all venues
frequently visited by local MSM, including 12 gay bars and 16
gay saunas [38]. Upon approval of the owners, trained and
experienced fieldworkers approached prospective MSM
participants in these venues at different time slots during
weekdays and weekends. These fieldworkers briefed prospective
participants about the study details and gave them an information
sheet. The research team also conducted a web-based outreach
by periodically posting information about the study as discussion
topics on 2 gay websites with the highest traffic in Hong Kong.
If prospective participants were interested in this study, they
could contact the interviewers through private messaging or
other means (eg, WhatsApp, telephone, and email). Recruitment
was supplemented by peer referrals. Participants were
guaranteed anonymity during the study and had the right to
discontinue participation in the study at any time. Their refusal
or withdrawal from the study would not affect their access to
any future services. Verbal instead of written informed consent
was obtained so as to maintaining anonymity, but the
fieldworkers signed a form pledging that the participants had
been fully informed about the study. Multiple forms of contact
information were obtained to make an appointment to conduct
a baseline telephonic interview. Upon appointment, trained
telephone interviewers confirmed the eligibility and consent of
the participants to participate in the study and conducted
telephone interviews, which took about 10 min to complete.
The follow-up surveys at 3, 6, and 9 months only recorded HPV
vaccination uptake (number of doses, price, venue, date, and
side effects). Participants who presented at 24 months were
asked about HPV vaccination history and perceptions based on
the HBM. Up to 5 calls were made at different timeslots during
weekdays or weekends before considering a case as
loss-to-follow-up. Upon completion of each of the 5 surveys,
an HK $50 (US $6.3) supermarket or café coupon was mailed
to participants as compensation for their time. Telephone
numbers and addresses were cross-checked to avoid repetition.
Ethics approval was obtained from the Survey and Behavioral
Research Ethics Committee of the Chinese University of Hong
Kong (ref no.: 13141651) and the Joint Chinese University of
Hong Kong – New Territories East Cluster Clinical Research
Ethics Committee (ref no.: 2015.687-T).
Among 1235 prospective participants who were approached,
none had received HPV vaccination. A total of 724 MSM were
eligible for participation after screening, 100 refused to
participate in the study for time and/or other logistical reasons,
and 624 completed the baseline survey. The response rate was
https://www.jmir.org/2021/2/e21465
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86.2%. The number of participants who completed the follow-up
surveys was 504 (504/624, 80.8%) at 3 months, 472 (472/624,
75.6%) at 6 months, 439 (439/624, 70.4%) at 9 months, and
459 (459/624, 73.6%) at 24 months, respectively.

Development of Intervention Materials
A panel comprising 3 MSM volunteers, 2 epidemiologists, 1
health psychologist, 1 health communication expert, 2
experienced nongovernmental organization (NGO) workers,
and 1 video producer was formed. A literature review and a
discussion group that involved 5 MSM were conducted to inform
the design of the web-based health communication messages.
The web-based tutorial video was produced by a professional
team, reviewed by 3 other MSM, and finalized by the panel.

MI Training and Ongoing Supervision
Fieldworkers received 2 full days (14 hours in total) of basic
MI training by an experienced trainer who is a member of the
MI Network of Trainers. In addition, fieldworkers were trained
to deliver the intervention using role-plays over the phone to
increase their confidence. The role-plays and protocol-specific
practice were conducted twice a week for 4 weeks and
maintained by coaching sessions once every 2 weeks by the
same trainer. Fieldworkers were not deployed in the fieldwork
unless they had achieved a beginner level of competence. In
addition, fieldworkers also received a 4-hour training workshop
about background knowledge of local MSM, HPV-related
diseases, and HPV vaccination. Meetings for problem solving
and improvements were held 2 weeks after the commencement
of fieldwork and monthly afterward. Fieldworkers sought
support from the trainer via phone calls during the project
period.

The Baseline Survey and Random Allocation Process
After completing the baseline telephone survey, the participants
were randomized 1:1:1 to either the control group, the OT group,
or the OT-MI group. Computer-generated random allocation
codes were produced and sealed in opaque envelopes by a
research staff member with no involvement in recruitment or
baseline survey. One envelope was drawn and opened by the
interviewers. They then informed the participant which group
they were assigned to. Block randomization with a block size
of 12 was used.

Intervention for the OT Group
A unique login identity and a link to access a web-based
self-administered tutorial were sent to participants in the OT
group. Next, the participants were requested to visit this website
and performed the self-administered tutorial within 3 days. Up
to 5 reminders (in the one-week period) were sent to those who
did not log in within 3 days via email or social media channels.
The first part of the online tutorial (OT) was a 5-min web-based
video. The carefully designed contents were based on
theory-based factors associated with the acceptability of HPV
vaccination among local MSM [27,28] and guided by the HBM
[39]. In the video, a peer MSM discussed the high risk of having
penile or anal cancers among MSM, severe consequences of
genital warts, penile or anal cancers, promising efficacy, and
long protection duration of HPV vaccination in the prevention
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of genital warts and penile or anal cancers. Flashes of scary
images of genital warts on penis/anal and penile and anal cancers
were shown in the video to increase perceived severity. The
peer MSM also emphasized that HPV vaccination is a worthy
long-term investment for their health and demonstrated the
procedures for receiving HPV vaccination in collaborative
private clinics, which portrayed caring, guaranteed privacy, and
a nonjudgmental environment. To ensure a complete exposure,
the video was formatted in such a way that the participants could
not fast-forward or skip any part of it.
The second part of the OT was a self-administered exercise.
The participants answered some web-based multiple choice
questions (eg, knowledge of HPV and HPV vaccination) and
performed a short exercise to modify related cognitions (eg,
“Please list three potential benefits you will gain after taking
up HPV vaccination”). Model answers were displayed for
incorrect entries, and the participants were requested to re-enter
the correct items to complete the exercise. The entire tutorial
takes about 20 min to complete.

Intervention for the OT-MI Group
On top of the same OT received by the OT group, participants
in the OT-MI group received MI via telephone. The interviewer
made an appointment with the participants to perform a 15-min
MI session over the phone after completing the baseline survey.

Reminders for the OT and the OT-MI Groups
Reminders were sent via WeChat, WhatsApp, or emails to the
participants of OT and OT-MI groups at 1, 2, 4, 6, and 8 months.

Intervention for the Control Group
Participants in the control group received a link to access
web-based health communication messages about the prevalence
of some common mental health problems among MSM and the
introduction of stress reduction exercises, which was totally
unrelated to HPV or HPV vaccination. They did not receive
any reminders.

HPV Vaccination Uptake
If desired, then the interviewers would facilitate them to make
an appointment to take up HPV vaccination in a collaborative
private clinic at the market rate (HK $3800 [US $490] for 3
doses). No subsidy was provided. The authors did not limit
participants’ choice to take up HPV vaccination at other places.

Measures
Background Characteristics and Potential Confounders
Information collected included sociodemographic data (age,
current marital status, educational level, current employment
status, personal monthly income), sexual orientation, utilization
of HIV or STI prevention services, history of HIV and other
STIs, lifestyles (smoking and drinking), and sexual behaviors
in the past 6 months. Queried sexual behaviors included anal
intercourse with regular and nonregular sex partners, condomless
anal intercourse (CAI) with men, multiple male sex partnerships,
use of sexual potency drugs, and engagement in sexualized drug
use. Regular male sex partners (RP) were defined as lovers
and/or stable boyfriends, whereas nonregular partners (NRP)
were defined as causal sex partners and/or male sex workers.
https://www.jmir.org/2021/2/e21465
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In this study, sexualized drug use was defined as the use of any
of the following psychoactive substances before or during sexual
intercourse, including ketamine, methamphetamine, cocaine,
cannabis, ecstasy, Dormicum/Halcion/Erimin 5/nonprescription
hypnotic drugs, heroin, cough suppressant (not for curing
cough), amyl nitrite (popper), GHB/GBL (γ-hydroxybutyrate),
5-methoxy-N, N-diisopropyltryptamine (Foxy), and mephedrone
[40,41].

Primary Outcome
The primary outcome of the study was the validated completion
of HPV vaccination within a 24-month follow-up period. To
validate HPV vaccination uptake, the participants were requested
to send the research team an image of their receipt hiding
personal identification after they had received each dose of HPV
vaccines. Supplemental information, including the location and
cost of HPV vaccination uptake, was also collected.

Secondary Outcomes
Six scales assessed perceptions based on the HBM at baseline
and 24 months. They were (1) the 4-item Perceived
Susceptibility Scale; (2) the 2-item Perceived Severity Scale;
(3) the 5-item Perceived Benefit Scale; (4) the 6-item Perceived
Barrier Scale; (5) the 2-item Cue to Action Scale; and (6) the
3-item perceived self-efficacy scale. Cronbach α values for
these 6 scales were acceptable (.72-.79). Single factors were
identified for these scales in exploratory factor analysis, which
explained 52.0%-71.0% of the total variance.

Postvaccination Experiences
Vaccinated participants were asked whether they had side effects
of the vaccines (eg, pain, headache, fatigue, fever, nausea) and
the severity of those side effects.

Process Evaluation
At the end of the OT, participants were requested to answer 3
simple questions about some details of the video to verify their
exposure. A similar approach was used by some other published
studies [37]. The computer program recorded the starting and
ending times of the OT. The fieldworkers recorded the starting
and ending times of the MI for verification.
The process evaluation of health promotion was conducted at
the third month. Participants in OT and OT-MI groups were
asked (1) whether the content of the web-based video was clear;
(2) whether the OT was attractive for you; and (3) whether the
OT had increased their understanding of the benefit of HPV
vaccination and willingness to take up HPV vaccination.
Participants in the OT-MI group were asked some additional
questions about their satisfaction with the MI session.
At 24 months, the participants were asked whether they had
been exposed to any health communication messages promoting
HPV vaccination during the project period. Those with such
exposure were asked about some details, such as time, sources,
contents, and the framing of such messages (ie, whether they
supported or were against HPV vaccination).

Sample Size Planning
Even without any intervention, about 30% intended to take up
the HPV vaccine [27,28]. The meta-analysis showed that
J Med Internet Res 2021 | vol. 23 | iss. 2 | e21465 | p. 5
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43%-62% of those with a behavioral intention would translate
it into action. In this study, the authors assumed that 12% of the
participants in the OT group would complete HPV vaccination
within the 24-month follow-up period. The authors expected
that 2% of the participants in the control group would do so in
the absence of any intervention. A sample size of 144 per group
would allow us to detect a 10% (14/144) difference in the HPV
vaccination uptake between the OT and control groups, and a
15% (22/144) difference between the OT-MI and OT groups
(α=.0125; considering multiple comparisons, power of .8). With
an expected loss-to-follow-up rate of 30% at 24 months, a
sample size of approximately 208 per group is required (total
n=624).

Statistical Analysis
Intention-to-treat (ITT) analysis was used for the outcome
analyses. Missing data were handled by the imputation strategy
of last-observation-carried-forward, a standard method in the
ITT analysis [42]. The chi-square test (for categorical variables)
and one-way ANOVA (for continuous variables) were used to
inspect the between-group balances of baseline characteristics.
Logistic regression models (for primary outcome) and
multivariable linear regression models (for secondary outcomes)
were used to test the between-group differences in primary and
secondary outcomes, after controlling for any background
variables, showed P<.20 in between-group comparisons.
Adjusted odds ratios (AORs) and adjusted standardized
coefficients (β) were also obtained.
Baron and Kenny’s method was used to test the hypothesis that
changes in the studied HBM constructs, which were used to
design intervention that would mediate the between-group
difference in the primary outcome [43]. Variables were
constructed to assess changes in the HBM constructs (24
months-baseline). The mediation hypothesis was tested by first
inspecting the association between changes in HBM constructs
and randomization status. Logistic regression models were then
fit using the validated uptake of 3 doses of HPV vaccination as
the dependent variable and adjusted for significant baseline

https://www.jmir.org/2021/2/e21465

XSL• FO
RenderX

Wang et al
characteristics measured at baseline. Model 1 included
randomization status as an independent variable, Model 2
included the changes in HBM constructs as the independent
variables, and Model 3 included variables of both Models 1 and
2. If the association between randomization status and HPV
vaccination uptake became statistically nonsignificant after
adjusting for the changes in HBM constructs, the changes in
HBM constructs were observed to fully mediate the association
between randomization status and the dependent variable. Partial
mediation occurred when the strength of association between
randomization status and the dependent variable was reduced
when remaining statistically significant changes in HBM
constructs were controlled. SPSS version 16.0 was used, and P
values <.05 were considered statistically significant.

Results
Descriptive Statistics
At baseline, the majority of the participants were single
(510/624, 81.7%), full-time employed (492/624, 78.8%), had
attended college or above (529/624, 84.8%), and identified
themselves as gay (557/624, 89.3%). About one-third were aged
between 18 and 26 years (202/624, 32.4%), and 50.2% (313/624)
reported a monthly income of HK $20,000 (US $2580) or above.
Regarding service utilization, 55.4% (346/624) and 48.1%
(300/624) used HIV testing and other HIV or STI preventive
services in the past 6 months. In the past 6 months, 80.4%
(502/624) and 51.4% (321/324) had anal intercourse with RP
and NRP, 35.3% (220/624) reported CAI with any men, 6.6%
(41/624) used sexual potency drugs before or during anal
intercourse, and 6.3% (39/624) reported sexualized drug use.
The level of knowledge and perceptions related to HPV or HPV
vaccination are shown in Table 1. Apart from anal intercourse
with RP (P=.03) and the score of the perceived barrier scale
(P=.03), no significant between-group difference was found
(P=.24 to P=.96). Therefore, anal intercourse with RP and the
score of the Perceived Barrier Scale were controlled in the
subsequent analysis of primary and secondary outcomes.
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Table 1. Characteristics of participants at baseline.
Characteristics

Control group (n=208)

OTa group (n=208)

OT-MIb group
(n=208)

P value (comparing difference
among control/OT/OT-MI groups)

Sociodemographic data, n (%)
Age group (year)

.57

18-26

65 (31.3)

73 (35.1)

64 (30.8)

27-36

101 (48.6)

91 (43.8)

91 (43.8)

37-45

42 (20.2)

44 (21.2)

53 (25.5)

Current marital status

.24

Currently single

171 (82.2)

162 (77.9)

177 (85.1)

Cohabited/married with a man 35 (16.8)

45 (40.5)

31 (14.9)

Cohabited/married with a
woman

1 (0.5)

0 (0.0)

2 (1.0)

Educational level

.71

Secondary or below

29 (13.9)

31 (14.9)

35 (16.8)

University or above

179 (86.1)

177 (85.1)

173 (83.2)

Current employment status

.82

Full-time

166 (79.8)

165 (79.3)

161 (77.4)

Part-time/unemployed/retired/students

42 (20.2)

43 (20.7)

47 (22.6)

Personal monthly income (HK $; US $)

.38

<HK $10,000 (US $1290)

32 (15.4)

36 (17.3)

33 (15.9)

HK $10,000-$19,999 (US
$1290-$2580)

74 (35.6)

71 (34.1)

62 (29.8)

HK $20,000-$39,999 (US
$2580-$5161)

79 (38.0)

67 (32.2)

77 (37.0)

≥HK $40,000 (US $5161)

21 (10.1)

34 (16.3)

35 (16.8)

Refuse to disclose

2 (1.0)

0 (0.0)

1 (0.5)

Sexual orientation

.31

Gay

179 (86.1)

189 (90.9)

189 (90.9)

Bisexual

28 (13.5)

19 (9.1)

19 (9.1)

Heterosexual

1 (0.5)

0 (0.0)

0 (0.0)

HIV or STIc-related service use in the past 6 months, n (%)
HIV testing

.55

No

93 (44.7)

98 (47.1)

87 (41.8)

Yes

115 (55.3)

110 (52.9)

121 (58.2)

Other HIV or STI preventive servicesd

.55

No

102 (49.0)

109 (52.4)

113 (54.3)

Yes

106 (51.0)

99 (47.6)

95 (45.7)

Sexual behaviors in the past six months , n (%)
Had anal intercourse with RPe

.03

No
Yes
Had anal intercourse with NRP
No
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31 (14.9)

39 (18.8)

52 (25.0)

177 (85.1)

169 (81.3)

156 (75.0)

f

.93
103 (49.5)

101 (48.6)

99 (47.6)
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Characteristics

Yes
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Control group (n=208)

OTa group (n=208)

OT-MIb group
(n=208)

105 (50.5)

107 (51.4)

109 (52.4)

CAIg with men

P value (comparing difference
among control/OT/OT-MI groups)

.74

No

133 (63.9)

139 (66.8)

132 (63.5)

Yes

75 (36.1)

69 (33.2)

76 (36.5)

Multiple male sex partnerships

.88

No

90 (43.3)

92 (44.2)

95 (45.7)

Yes

118 (56.7)

116 (55.8)

113 (54.3)

Sexualized drug use

.56

No

193 (92.8)

198 (95.2)

194 (93.3)

Yes

15 (7.2)

10 (4.8)

14 (6.7)

Use of sexual potency drugs

.66

No

193 (92.8)

197 (94.7)

193 (92.8)

Yes

15 (7.2)

11 (5.3)

15 (7.2)

History of HIV or STI, n (%)
Self-reported HIV serostatus

.96

Negative

183 (88.0)

185 (88.9)

184 (88.5)

Positive

11 (5.3)

7 (3.4)

8 (3.8)

Refuse to disclose

3 (1.4)

4 (1.9)

5 (2.4)

12 (5.8)

11 (5.3)

Had never tested for HIV anti- 11 (5.3)
body
History of other STIs

.61

No

170 (81.7)

170 (81.7)

163 (26.1)

Yes

38 (18.3)

38 (18.3)

45 (21.6)

Lifestyles, n (%)
Current smokers

.88

No

165 (79.3)

162 (77.9)

166 (79.8)

Yes

43 (20.7)

46 (22.1)

42 (20.2)

Drinking in the past year

.32

No

39 (18.8)

28 (13.5)

36 (17.3)

Yes

169 (81.2)

180 (86.5)

172 (82.7)

Knowledge related to HPVh or HPV vaccination, n (%)
Both males and females could be affected by HPV
i

.06

156 (75.0)

174 (83.7)

163 (78.4)

No

9 (4.3)

11 (5.3)

15 (7.2)

Do not know

43 (20.7)

23 (11.1)

30 (14.4)

Yes

HPV infection could cause STI
i

.63
129 (62.0)

144 (69.2)

135 (64.9)

No

20 (9.6)

18 (8.7)

19 (9.1)

Do not know

59 (28.4)

46 (22.1)

54 (26.0)

Yes

HPV infection could cause cancers among males
Yesi
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89 (42.8)

.07
114 (54.8)

99 (47.6)
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Control group (n=208)

OTa group (n=208)

OT-MIb group
(n=208)

No

34 (16.3)

37 (17.8)

37 (17.8)

Do not know

85 (40.9)

57 (27.4)

72 (34.6)

Characteristics

HPV could be totally cured by available treatment

P value (comparing difference
among control/OT/OT-MI groups)

.16

Yes

31 (14.9)

28 (13.5)

35 (16.8)

Noi

110 (52.9)

132 (63.5)

112 (53.8)

Do not know

67 (32.2)

48 (23.1)

61 (29.1)

Availability of effective HPV vaccination for males in Hong Kong

.03

Yesi

113 (54.3)

131 (63.0)

110 (52.9)

No

18 (8.7)

28 (13.5)

26 (12.5)

Do not know

77 (37.0)

49 (23.6)

72 (34.6)

Number of shots required to prevent HPV infection in males

.31

3

56 (26.9)

69 (33.2)

68 (32.7)

Other answers/Do not know

152 (73.1)

139 (66.8)

140 (67.3)

Number of correct responses

.26

0

33 (15.9)

19 (9.1)

27 (13.0)

1-2

45 (21.6)

40 (19.2)

46 (22.1)

3-4

100 (48.1)

104 (50.0)

95 (47.9)

5-6

30 (14.4)

45 (21.6)

40 (19.2)

Perceptions related to HPV or HPV vaccination based on the HBMj
Perceived susceptibility to HPV (high/very high)
Perceived risk of contracting
HPV in lifetime, n (%)

42 (20.2)

52 (25.0)

49 (23.6)

.49

Perceived risk of contracting
genital warts in lifetime, n
(%)

39 (18.8)

51 (24.5)

47 (22.6)

.35

Perceived risk of having penile or anal cancers in lifetime, n (%)

20 (9.6)

25 (12.0)

21 (10.1)

.70

53 (25.5)

55 (26.4)

.51

10.9 (3.3)

10.4 (3.5)

.38

119 (57.2)

119 (57.2)

128 (61.5)

.59

Harms of penile or anal can- 135 (64.9)
cers on physical health, n (%)

153 (73.6)

137 (65.9)

.12

Perceived severity scale,

7.7 (1.7)

7.5 (1.8)

.59

147 (70.7)

.03

Perceived HPV infection rate 63 (30.3)
among MSMk in Hong Kong,
n (%)
Perceived susceptibility scale, 10.8 (3.0)
mean (SD)i
Perceived severity of HPV-related diseases (high/very high)
Harms of genital warts on
physical health, n (%)

7.6 (1.9)

mean (SD)l
Perceived benefit of HPV vaccination (agree/strongly agree)
HPV vaccination is highly ef- 143 (68.8)
fective in preventing HPV infection, n (%)
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OTa group (n=208)

OT-MIb group
(n=208)

P value (comparing difference
among control/OT/OT-MI groups)

HPV vaccination is highly ef- 142 (68.3)
fective in preventing genital
warts, n (%)

151 (72.6)

138 (66.3)

.37

HPV vaccination is highly ef- 129 (62.0)
fective in preventing penile/anal cancers, n (%)

138 (66.3)

123 (59.1)

.31

HPV vaccination can protect
you for a long time, n (%)

104 (50.0)

113 (54.3)

105 (50.5)

.63

You will feel at ease after receiving HPV vaccination, n
(%)

142 (68.3)

127 (61.1)

139 (66.8)

.26

Perceived benefit scale, mean 18.9 (3.1)

18.9 (2.9)

18.6 (2.9)

.58

Characteristics

Control group (n=208)

(SD)m
Perceived barriers of receiving HPV vaccination (agree/strongly agree)
It is not worthy spending HK 64 (30.8)
$2000-$3000 (US $257.97$386.96) to receive HPV vaccination, n (%)

44 (21.1)

38 (18.3)

.01

The procedures to receive
HPV vaccination is troublesome, n (%)

33 (15.9)

30 (13.3)

17 (8.2)

.05

You would have severe side
effects after receiving HPV
vaccination, n (%)

20 (9.6)

15 (7.2)

17 (8.2)

.67

You feel embarrassed to re25 (12.0)
ceive HPV vaccination, n (%)

20 (9.6)

18 (8.7)

.50

Others would think you are
33 (15.9)
having high-risk behaviors if
you receive HPV vaccination,
n (%)

25 (12.0)

25 (12.0)

.41

You would be stigmatized by 18 (8.7)
service providers when you
receive HPV vaccination, n
(%)

15 (7.2)

13 (6.3)

.64

Perceived barrier scale, mean 13.5 (5.2)

12.6 (4.0)

12.4 (4.2)

.03

(SD)n
Perceived cue to action related to HPV vaccination (agree/strongly agree)
Medical professionals would
suggest you to receive HPV
vaccination, n (%)

3 (1.4)

6 (2.9)

7 (3.4)

.43

MSM peers would suggest
you to receive HPV vaccination, n (%)

8 (3.8)

15 (7.2)

5 (2.4)

.06

Cue to action scale, mean

2.7 (1.3)

2.9 (1.5)

2.8 (1.4)

.56

(SD)o
Perceived self-efficacy related to HPV vaccination (agree/strongly agree)
Whether to receive HPV vac- 172 (82.7)
cination is completely under
your control, n (%)

169 (81.3)

183 (88.0)

.14

You are confident to receive
HPV vaccination in the next
year if you want, n (%)

139 (66.8)

147 (70.7)

.70
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Control group (n=208)

OTa group (n=208)

OT-MIb group
(n=208)

P value (comparing difference
among control/OT/OT-MI groups)

Receiving HPV vaccination
in the next year is easy for
you if you want, n (%)

154 (74.0)

145 (69.7)

153 (73.6)

.56

Perceived self-efficacy scale,

12.6 (2.4)

12.4 (2.6)

12.6 (2.4)

.61

Characteristics

mean (SD)
a

Wang et al

p

OT: online tutorial.

b

MI: motivational interviewing.

c

STI: sexually transmitted infection.

d

Including receiving condoms, peer education, leaflets of HIV-related information, and seminars or workshops related to HIV.

e

RP: regular male sex partners.

f

NRP: nonregular partners.

g

CAI: condomless anal intercourse.

h

HPV: human papillomavirus.

i

Perceived susceptibility scale, 3 items, Cronbach α=.79, one factor was identified by exploratory factor analysis, which explained 61.5% of the total
variance.
j

HBM: health belief model.

k

MSM: men who have sex with men.

l

Perceived severity scale, 2 items, Cronbach α=.64.

m

Perceived benefit scale, 5 items, Cronbach α=.75, one factor was identified by exploratory factor analysis, explaining 52.0% of the total variance.

n

Perceived barrier scale, 6 items, Cronbach α=.86, one factor was identified by exploratory factor analysis, explaining 71.0% of the total variance.

o

Cue to action scale, 2 items, Cronbach α=.62.

p

Perceived self-efficacy scale: 3 items, Cronbach α=.78, one factor was identified by exploratory factor analysis, explaining 69.2% of total variance.

The loss-to-follow-up rates in the control, OT, and OT-MI
groups at 24 months were 24.5% (51/208), 31.3% (65/208), and
23.6% (49/208), respectively. Significant differences in the
current marital status, educational level, anal intercourse with
NRP, CAI with men, multiple male sex partnerships, sexualized
drug use, and the use of sexual potency drugs were found in at
least one group while comparing those who were followed up
and those who were lost to follow-up at 24 months (Multimedia
Appendix 1).

Between-Group Difference in Primary Outcome
All 75 participants who self-reported having had completed
HPV vaccination at 24 months were able to provide receipts
for verification. Participants in the OT-MI group reported
significantly higher HPV vaccination completion rates at 24
months than that by the control group (36/208, 17.3% vs 15/208,
7.2%; AOR 1.57, 95% CI 1.14-2.17; P=.006). However, the
difference in HPV vaccination completion between the OT and
the control groups (24/208, 11.5% vs 15/208, 7.2%; AOR 1.61,
95% CI 0.82-3.18; P=.17), or between OT-MI and OT groups
(36/208, 17.3% vs 24/208, 11.5%, AOR 1.55, 95% CI 0.89-2.72;
P=.13), was not statistically significant.
The location for receiving HPV vaccination included the
collaborative private clinic (54/75, 72%), other private clinics
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in Hong Kong (19/75, 25%), university health care center (1/75,
1%), and clinics in Australia (1/75, 1%). Except for one
participant who received free HPV vaccination in Australia,
other participants self-paid HK $1600 to HK $9000 (US
$206-US $1161; median: HK $3800 or US $490) to receive the
vaccination. The majority of the vaccinated participants
completed the entire course within 12 months (55/75; 73%),
whereas 20 (20/75, 27%) completed it within 24 months.

Between-Group and Within-Group Differences in
Secondary Outcomes
Compared with the participants in the control group, participants
in the OT-MI (adjusted β: –.21; P<.001) and OT (adjusted β:
–.10; P=.02) groups reported lower perceived barriers to taking
up HPV vaccination at 24 months. The comparison of 24-month
and baseline data revealed statistical increase in perceived
severity (in all 3 groups, P<.001) and perceived barriers (in the
control group and the OT group, P<.001 and P=.001,
respectively). A statistically significant decrease in perceived
benefit was found in the control group (P=.04), whereas a
decrease in perceived self-efficacy was found in both the control
(P=.05) and the OT-MI groups (P=.002; Table 2 and Multimedia
Appendix 1).
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Table 2. Between-group comparisons of secondary outcomes.
OTb group vs control group

OT-MIc group vs control
group

OT-MI group vs OT group

Adjusted βd

P value

Adjusted β

P value

Adjusted β

P value

Baseline

.01

.91

–.07

.19

–.06

.22

24 months

–.01

.88

.05

.26

.06

.23

24 months-Baseline

–.01

.79

.12

.02

.11

.02

Baseline

.04

.37

.01

.82

–.04

.38

24 months

.01

.80

.03

.62

.02

.68

24 months-Baseline

–.03

.52

.02

.75

.06

.24

Baseline

–.02

.70

–.06

.20

–.05

.30

24 months

–.001

.98

.03

.53

.02

.69

24 months-Baseline

.02

.75

.09

.09

.07

.19

Baseline

–.10

.05

–.12

.02

–.03

.60

24 months

–.11

.01

–.21

<.001

–.10

.02

24 months-Baseline

–.12

.01

–.21

<.001

–.11

.02

Baseline

.06

.26

.02

.68

–.04

.48

24 months

–.004

.93

.01

.78

.01

.87

24 months-Baseline

–.05

.34

–.003

.95

.03

.49

Baseline

–.08

.10

–.05

.29

.03

.55

24 months

–.06

.22

–.09

.08

–.04

.45

24 months-Baseline

.02

.66

–.03

.53

–.06

.23

Secondary outcomes (perceptions based on the
HBMa)

Perceived susceptibility scale

Perceived severity scale

Perceived benefit scale

Perceived barrier scale

Cue to action scale

Perceived self-efficacy scale

a

HBM: health belief model.

b

OT: online tutorial.

c

MI: motivational interviewing.

d

Standardized coefficients adjusted for anal intercourse with regular male sex partners and score of Perceived Barrier Scale measured at baseline.

Testing the Mediation Hypotheses
Adjusted for potential confounders assessed at baseline, the
within-group changes in the scores of the Perceived
Susceptibility Scale and Perceived Barrier Scale were
significantly associated with the intervention status (the OT-MI
group vs the control group, P=.02 and P<.001, respectively)
and HPV vaccination completion (P<.001, Table 3).
The association between the intervention status (OT-MI vs
control) and HPV vaccination completion became statistically
nonsignificant (AOR 1.42, 95% CI 0.99-2.03; P=.06) after
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controlling for the change in perceived susceptibility, whereas
the change in perceived susceptibility remained strongly
associated with the dependent variable in the model (AOR 1.23,
95% CI 1.12-1.35; P<.001). The results suggested that changes
in perceived susceptibility fully mediated the intervention effect.
The association between intervention status and HPV
vaccination completion was weakened (from P<.001 to P=.05)
when changes in perceived barriers were controlled in the model,
with the change in perceived barrier remaining statistically
significant in the model (P<.001). A partial mediation effect
was observed (Table 3).
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Table 3. Test for the independent effect of changes in Health Belief Model scale scores (24 months vs baseline) on the association between intervention
status (online tutorial- motivational interviewing group vs control group) and human papillomavirus vaccination completion during the follow-up period
(n=416).
Baseline

SE

AORa,b (95% CI)

P value

Intervention status (OTc-MId group vs control
group)

0.47

0.17

1.61 (1.14-2.26)

.006

Change in score of the perceived susceptibility
scale

0.22

0.05

1.25 (1.14-1.38)

<.001

Intervention status (OT-MI group vs control
group)

0.35

0.18

1.42 (0.99-2.03)

.06

Change in score of the perceived susceptibility
scale

0.21

0.05

1.23 (1.12-1.35)

<.001

Change in score of the perceived barrier scale

–0.18

0.04

0.84 (0.77-0.91)

<.001

Intervention status (OT-MI group vs control
group)

0.37

0.18

1.44 (1.01-2.06)

.05

Change in score of the perceived barrier scale

–0.16

0.04

0.85 (0.79-0.92)

<.001

Model and variables
1

2A

3A

2B

3B

a

AOR: adjusted odds ratios

b

Odds ratios adjusted for potential confounders measured at baseline (sociodemographic data, HIV and sexually transmitted disease [STI]–related
service utilization, history of HIV and STI, sexual behaviors, lifestyles, and knowledge related to human papillomavirus [HPV]/HPV vaccination).
c

OT: online tutorial.

d

MI: motivational interviewing.

Postvaccination Experiences
The majority of the vaccinated participants reported no side
effects (65/75, 87%). The reported side effects included pain at
the injection site (4/75, 5%), fever (3/75, 4%), numbness in
arms (2/75, 3%), nausea (2/75, 3%), fatigue (1/75, 1%), and
headache (1/75, 1%). Most of these side effects were mild (8/10;
80%).

Process Evaluation of Web-based Intervention
Promoting HPV Vaccination
As recorded by the computer program, all participants in the
OT and the OT-MI groups completed the OT. The time spent
on the tutorial ranged from 15 to 28 min. The duration of MI
ranged from 11 to 19 min.
Among those in the OT and OT-MI groups who participated in
the process evaluation at 3 months, 84.1% (281/334) and 46.1%
(154/334) believed that the content of the web-based health
promotion video was clear and attractive. Moreover, 77.2%
(258/334) and 47.0% (157/334) indicated that the OT has
increased their understanding of HPV vaccination and
willingness to take up HPV vaccination. Among those in the
OT-MI group, 86.8% (159/182) were satisfied with the MI
session, and 60.9% (111/182) believed that the MI session
reduced their barriers toward getting HPV vaccination.
Among participants who completed the survey at 24 months
6.5% (30/459) had been exposed to other health communication
https://www.jmir.org/2021/2/e21465
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messages that supported HPV vaccination during the project
period, whereas 3.1% (14/459) had been exposed to other health
communication messages that were against HPV vaccination
during the same period. The most common resource of these
health communication messages was pamphlets, followed by
communication with peers and web-based communication.

Discussion
Principal Findings
Compared with the control group, the OT plus MI over the
phone brought a significant increase in HPV vaccination
completion among MSM over a 24-month follow-up period
(36/208, 17.3% vs 15/208, 7.2%; P=.006). However, the
hypothesis that using OT alone would show superior results as
compared with the control group (24/208, 11.5% vs 15/208,
7.2%; P=.17) and adding MI to the OT would be more
efficacious (36/208, 17.3% vs 24/208, 11.5%; P=.13) were not
supported by the results.
The net increase in HPV vaccination uptake observed in this
study (OT-MI group vs control group, 10.1%) was slightly
higher than that of the other web-based interventions targeting
MSM in the United States (8%) [29]. Unlike in the United
States, where the cost of HPV vaccination can be fully covered
by multiple sources of private and public financing [44], users
self-paid for HPV vaccination at the market price without any
subsidy in this study. Given the high HPV-related disease burden
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among Chinese MSM, instead of waiting for the free HPV
vaccination program to become available, there is an urgent
need for promoting self-paid HPV vaccination among MSM in
Hong Kong. For the first time, health workers in Hong Kong
were provided with an evidence-based intervention for
promoting HPV vaccination among MSM. The authors’
intervention had some strengths. First, no additional funding is
required to pay for HPV vaccination in this intervention. Second,
the OT required minimum resources for maintenance. With
simple training, health workers can easily perform brief MI.
Therefore, governmental and NGOs can integrate this
intervention into their existing HIV or STI prevention services
and scale it up with little extra cost. The research team
successfully embedded the intervention into HIV testing and
counseling services run by a local NGO [45]. MSM using the
service completes the OT on a tablet while they are waiting for
their testing results. The NGO also enhanced posttest counseling
to include brief MI promoting HPV vaccination for the users.
Given that the HPV vaccination uptake in the control group was
higher than expected, and the difference between OT and control
groups was smaller than expected, we believe that the
nonsignificant findings may be attributed to an inadequate
sample size and a limited statistical power. The P values for the
comparison between the OT and control groups, and between
the OT-MI and OT groups were close to .10. Future studies
with larger sample sizes should be conducted. Therefore, the
authors recommend OT together with MI for HPV vaccination
promotion among MSM in Hong Kong until further evidence
is generated.
The intervention also caused between-group differences in
perceptions related to the HBM that were used to develop the
intervention. The mediation analysis results explained some
plausible mechanisms that might cause the observed behavioral
change. The behavioral change may be caused by an increase
in perceived susceptibility to HPV or HPV-related diseases.
This finding was consistent with studies that demonstrated a
strong association between risk perception and behavioral
change in different health topics [46,47]. In the absence of
intervention, perceived barriers to taking up HPV vaccination
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increased over time in the control group. Receiving OTs and
brief MI over the phone slowed down the increase in perceived
barriers. The between-group (OT-MI vs control) difference in
changes of perceived barriers partially mediated the intervention
effects. This study extended the applicability of HBM.
This study had the strength of its RCT design, long follow-up
duration, well-validated primary outcome, and was based on
theory and supported by the results of formative studies. The
intervention was well received based on the positive process
evaluation results. However, this study has some limitations.
First, the intervention was limited to MSM who had internet
access, but the majority of MSM in Hong Kong is expected to
have access to the internet as the smartphone ownership is above
96% [48]. It is justifiable that the penetration of smartphones
has been increasing sharply in many countries. Second,
probability sampling was not feasible for this study in the
absence of a sampling frame. Like most RCTs, the participants
were recruited by convenient sampling, and selection bias might
exist. The RCT design ensured a good internal validity.
However, caution should be exercised while generalizing the
results to other Chinese cities. Third, attrition bias might exist.
The dropouts in OT-MI group had a higher prevalence of sexual
risk behaviors than nondropouts, and they may have a higher
motivation to take up HPV vaccination. The HPV uptake rate
in the OT-MI group might be underestimated. Moreover, we
did not collect information about MSM who refused to
participate in the study. Furthermore, evaluating the MI sessions
by audiotaping was the gold standard to assess fidelity.
However, the authors were not able to do so, as the participants
were MSM, and the studied questions covered sensitive topics
such as their HIV and STI status and sexual behaviors.

Conclusions
The RCT findings showed that the theory-based OT, together
with brief MI over the phone, was effective in increasing the
completion of 3 required doses of HPV vaccination among
MSM in Hong Kong, China. At present, local NGOs have
integrated interventions in their HIV testing and counseling
services for MSM. Local and international dissemination and
implementation research are greatly warranted.

Acknowledgments
The research team would like to thank all the participants who participated in the study. Importantly, sincere thanks are extended
to all those who had helped in the entire data collection period. The study was supported by the Health and Medical Research
Fund, Food and Health Bureau, Hong Kong Special Administrative Region (Project Ref: #13141651).

Authors' Contributions
ZW and JL contributed equally as corresponding authors.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Comparing baseline characteristics between participants being followed up and those who were lost-to-follow-up at Month 24
and descriptive statistics of primary and secondary outcomes at baseline and Month 24 follow-up.
[DOCX File , 25 KB-Multimedia Appendix 1]

https://www.jmir.org/2021/2/e21465

XSL• FO
RenderX

J Med Internet Res 2021 | vol. 23 | iss. 2 | e21465 | p. 14
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH

Wang et al

References
1.

2.

3.

4.

5.

6.

7.

8.

9.

10.
11.

12.

13.
14.

15.

16.
17.

18.
19.
20.

World Health Organziation. Human papillomavirus vaccines: WHO position paper, May 2017. Available at. URL: http:/
/apps.who.int/iris/bitstream/handle/10665/255353/WER9219.
pdf;jsessionid=0F6E736DC1E29E420436DE39CD4551DD?sequence=1 [accessed 2021-01-08]
Machalek DA, Poynten M, Jin F, Fairley CK, Farnsworth A, Garland SM, et al. Anal human papillomavirus infection and
associated neoplastic lesions in men who have sex with men: a systematic review and meta-analysis. The Lancet Oncology
2012 May;13(5):487-500. [doi: 10.1016/s1470-2045(12)70080-3]
Chow EPF, Tucker JD, Wong FY, Nehl EJ, Wang Y, Zhuang X, et al. Disparities and risks of sexually transmissible
infections among men who have sex with men in China: a meta-analysis and data synthesis. PLoS One 2014 Feb
24;9(2):e89959 [FREE Full text] [doi: 10.1371/journal.pone.0089959] [Medline: 24587152]
Liu F, Hang D, Deng Q, Liu M, Xi L, He Z, et al. Concurrence of oral and genital human papillomavirus infection in healthy
men: a population-based cross-sectional study in rural China. Sci Rep 2015 Oct 27;5(1):15637 [FREE Full text] [doi:
10.1038/srep15637] [Medline: 26503510]
Hebnes JB, Olesen TB, Duun-Henriksen AK, Munk C, Norrild B, Kjaer SK. Prevalence of genital human papillomavirus
among men in Europe: systematic review and meta-analysis. J Sex Med 2014 Nov;11(11):2630-2644. [doi:
10.1111/jsm.12652] [Medline: 25088239]
Zhang X, Yu J, Li M, Sun X, Han Q, Li M, et al. Prevalence and related risk behaviors of HIV, syphilis, and anal HPV
infection among men who have sex with men from Beijing, China. AIDS Behav 2013 Mar 11;17(3):1129-1136. [doi:
10.1007/s10461-011-0085-x] [Medline: 22076229]
Jiang J, Cao N, Zhang J, Xia Q, Gong X, Xue H, et al. High prevalence of sexually transmitted diseases among men who
have sex with men in Jiangsu Province, China. Sex Transm Dis 2006 Feb;33(2):118-123. [doi:
10.1097/01.olq.0000199763.14766.2b] [Medline: 16432484]
D Souza G, Wentz A, Wiley D, Shah N, Barrington F, Darragh TM, et al. Anal Cancer Screening in Men Who Have Sex
With Men in the Multicenter AIDS Cohort Study. JAIDS Journal of Acquired Immune Deficiency Syndromes
2016;71(5):570-576. [doi: 10.1097/qai.0000000000000910]
Qin Q, Tang W, Ge L, Li D, Mahapatra T, Wang L, et al. Changing trend of HIV, Syphilis and Hepatitis C among Men
Who Have Sex with Men in China. Sci Rep 2016 Aug 18;6(1):31081 [FREE Full text] [doi: 10.1038/srep31081] [Medline:
27535092]
Lin C, Lau JT, Ho K, Lau M, Tsui H, Lo K. Incidence of genital warts among the Hong Kong general adult population.
BMC Infect Dis 2010 Sep 17;10(1):272 [FREE Full text] [doi: 10.1186/1471-2334-10-272] [Medline: 20849578]
Robinson CL, Advisory Committee on Immunization Practices (ACIP)‚ ACIP Child/Adolescent Immunization Work Group.
Advisory Committee on Immunization Practices Recommended Immunization Schedules for Persons Aged 0 Through 18
Years--United States, 2016. MMWR Morb Mortal Wkly Rep 2016 Feb 05;65(4):86-87 [FREE Full text] [doi:
10.15585/mmwr.mm6504a4] [Medline: 26845283]
De Vuyst H, Clifford GM, Nascimento MC, Madeleine MM, Franceschi S. Prevalence and type distribution of human
papillomavirus in carcinoma and intraepithelial neoplasia of the vulva, vagina and anus: a meta-analysis. Int J Cancer 2009
Apr 01;124(7):1626-1636 [FREE Full text] [doi: 10.1002/ijc.24116] [Medline: 19115209]
HPV vaccine recommendations. Centers for Disease Control and Prevention. URL: https://www.cdc.gov/vaccines/vpd/hpv/
hcp/recommendations.html [accessed 2021-01-08]
Joura EA, Garland SM, Paavonen J, Ferris DG, Perez G, Ault KA, FUTURE III Study Group. Effect of the human
papillomavirus (HPV) quadrivalent vaccine in a subgroup of women with cervical and vulvar disease: retrospective pooled
analysis of trial data. BMJ 2012 Mar 27;344(mar27 3):e1401-e1401 [FREE Full text] [doi: 10.1136/bmj.e1401] [Medline:
22454089]
Swedish KA, Factor SH, Goldstone SE. Prevention of recurrent high-grade anal neoplasia with quadrivalent human
papillomavirus vaccination of men who have sex with men: a nonconcurrent cohort study. Clin Infect Dis 2012 Apr
30;54(7):891-898. [doi: 10.1093/cid/cir1036] [Medline: 22291111]
Giuliano AR, Palefsky JM, Goldstone S, Moreira ED, Penny ME, Aranda C, et al. Efficacy of Quadrivalent HPV Vaccine
against HPV Infection and Disease in Males. N Engl J Med 2011 Feb 03;364(5):401-411. [doi: 10.1056/nejmoa0909537]
Lin A, Ong KJ, Hobbelen P, King E, Mesher D, Edmunds WJ, et al. Impact and Cost-effectiveness of Selective Human
Papillomavirus Vaccination of Men Who Have Sex With Men. Clin Infect Dis 2017 Mar 01;64(5):580-588 [FREE Full
text] [doi: 10.1093/cid/ciw845] [Medline: 28011615]
Evidence to Recommendations for HPV Vaccination of Adults, Ages 27 through 45 years. Centers for Disease Control and
Prevention. URL: https://www.cdc.gov/vaccines/acip/recs/grade/HPV-adults-etr.html [accessed 2021-01-08]
HPV vaccination for men who have sex with men (MSM) programme. Public Health England. URL: https://www.gov.uk/
government/collections/hpv-vaccination-for-men-who-have-sex-with-men-msm-programme [accessed 2021-01-08]
Pollock K, Wallace L, Wrigglesworth S, McMaster D, Steedman N. HPV vaccine uptake in men who have sex with men
in Scotland. Vaccine 2019 Sep 03;37(37):5513-5514. [doi: 10.1016/j.vaccine.2018.11.081] [Medline: 30545714]

https://www.jmir.org/2021/2/e21465

XSL• FO
RenderX

J Med Internet Res 2021 | vol. 23 | iss. 2 | e21465 | p. 15
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.
36.

37.

38.

39.
40.

McGrath L, Fairley CK, Cleere EF, Bradshaw CS, Chen MY, Chow EPF. 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. Sex Transm Infect 2018 Nov 08;95(3):181-186. [doi: 10.1136/sextrans-2018-053619]
Public Health England. HPV vaccination pilot for men who have sex with men (MSM) 2016. Public Health England. URL:
https://www.gov.uk/government/publications/hpv-vaccination-pilot-for-men-who-have-sex-with-men-msm [accessed
2021-01-08]
Consensus Statement on the use of Human Papillomavirus(HPV) Vaccine in prevention of cervical cancer. Centre for
Health Protection. 2016. URL: https://www.chp.gov.hk/files/pdf/
consensus_statement_on_the_use_of_hpv_vaccine_in_prevention_of_cervical_cancer.pdf [accessed 2021-01-08]
Loretan C, Chamberlain AT, Sanchez T, Zlotorzynska M, Jones J. Trends and Characteristics Associated With Human
Papillomavirus Vaccination Uptake Among Men Who Have Sex With Men in the United States, 2014–2017. Sexually
Transmitted Diseases 2019;46(7):465-473. [doi: 10.1097/olq.0000000000001008]
Checchi M, Mesher D, McCall M, Coukan F, Chau C, Mohammed H, et al. 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. Sex Transm Infect 2019 Dec 26;95(8):608-613. [doi: 10.1136/sextrans-2018-053923] [Medline: 31028226]
Wang Z, Wang J, Fang Y, Gross DL, Wong MC, Wong EL, et al. Parental acceptability of HPV vaccination for boys and
girls aged 9-13 years in China - A population-based study. Vaccine 2018 May 03;36(19):2657-2665. [doi:
10.1016/j.vaccine.2018.03.057] [Medline: 29606519]
Lau JTF, Wang Z, Kim JH, Lau M, Lai CHY, Mo PKH. 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 2013 Feb 22;8(2):e57204
[FREE Full text] [doi: 10.1371/journal.pone.0057204] [Medline: 23451188]
Wang Z, Mo PK, Lau JT, Lau M, Lai CH. Acceptability of HPV vaccines and perceptions related to genital warts and
penile/anal cancers among men who have sex with men in Hong Kong. Vaccine 2013 Sep 23;31(41):4675-4681. [doi:
10.1016/j.vaccine.2013.06.090] [Medline: 23845815]
Reiter PL, Katz ML, Bauermeister JA, Shoben AB, Paskett ED, McRee A. Increasing Human Papillomavirus Vaccination
Among Young Gay and Bisexual Men: A Randomized Pilot Trial of the Intervention. LGBT Health 2018 Jul;5(5):325-329.
[doi: 10.1089/lgbt.2018.0059]
Reiter PL, Gower AL, Kiss DE, Malone MA, Katz ML, Bauermeister JA, et al. A Web-Based Human Papillomavirus
Vaccination Intervention for Young Gay, Bisexual, and Other Men Who Have Sex With Men: Protocol for a Randomized
Controlled Trial. JMIR Res Protoc 2020 Feb 24;9(2):e16294 [FREE Full text] [doi: 10.2196/16294] [Medline: 32130192]
Fontenot HB, White BP, Rosenberger JG, Lacasse H, Rutirasiri C, Mayer KH, et al. Mobile App Strategy to Facilitate
Human Papillomavirus Vaccination Among Young Men Who Have Sex With Men: Pilot Intervention Study. J Med Internet
Res 2020 Nov 04;22(11):e22878 [FREE Full text] [doi: 10.2196/22878] [Medline: 33146621]
Gerend M, Madkins K, Crosby S, Korpak AK, Phillips GL, Bass M, et al. Evaluation of a Text Messaging-Based Human
Papillomavirus Vaccination Intervention for Young Sexual Minority Men: Results from a Pilot Randomized Controlled
Trial. Ann Behav Med 2020 Sep 11:2020. [doi: 10.1093/abm/kaaa056] [Medline: 32914838]
Michie S, Johnston M, Francis J, Hardeman W, Eccle M. From theory to intervention: mapping theoretically derived
behaviorual determinants to behaviour change techniques. Applied Psychology 2008;57:660-680. [doi:
10.1111/j.1464-0597.2008.00341.x]
Miller W, McLean SG, Duffin R, Lawal AO, Araujo JA, Shaw CA, et al. Diesel exhaust particulate increases the size and
complexity of lesions in atherosclerotic mice. Part Fibre Toxicol 2013 Dec 11;10:61 [FREE Full text] [doi:
10.1186/1743-8977-10-61] [Medline: 24330719]
Complete Listing of Risk Reduction Evidence-based Behavioral Interventions. Centers for Disease Control and Prevention.
2018. URL: https://www.cdc.gov/hiv/research/interventionresearch/compendium/rr/complete.html [accessed 2021-01-08]
Berg RC, Ross MW, Tikkanen R. The Effectiveness of MI4MSM: How Useful is Motivational Interviewing as an HIV
Risk Prevention Program for Men who have Sex with Men? A Systematic Review. AIDS Education and Prevention 2011
Dec;23(6):533-549. [doi: 10.1521/aeap.2011.23.6.533]
Wang Z, Lau JTF, Ip M, Ho SPY, Mo PKH, Latkin C, et al. A Randomized Controlled Trial Evaluating Efficacy of
Promoting a Home-Based HIV Self-Testing with Online Counseling on Increasing HIV Testing Among Men Who Have
Sex with Men. AIDS Behav 2018 Jan 22;22(1):190-201. [doi: 10.1007/s10461-017-1887-2] [Medline: 28831616]
Factsheet: PRiSM - HIV prevalence and risk behavioral survey of men who have sex with men in Hong Kong. Centre for
Health Protection. London: Centre for Health Protection, Department of Health; 2012 Aug. URL: https://www.aids.gov.hk/
english/surveillance/sur_report/prism2011e.pdf [accessed 2021-01-08]
Janz N, Becker M. The Health Belief Model: a decade later. Health Education Quarterly. URL: http://heb.sagepub.com/
content/11/41/41.short [accessed 2021-01-08]
Edmundson C, Heinsbroek E, Glass R, Hope V, Mohammed H, White M, et al. Sexualised drug use in the United Kingdom
(UK): A review of the literature. Int J Drug Policy 2018 May;55:131-148. [doi: 10.1016/j.drugpo.2018.02.002] [Medline:
29625796]

https://www.jmir.org/2021/2/e21465

XSL• FO
RenderX

Wang et al

J Med Internet Res 2021 | vol. 23 | iss. 2 | e21465 | p. 16
(page number not for citation purposes)

JOURNAL OF MEDICAL INTERNET RESEARCH
41.

42.

43.

44.
45.
46.
47.

48.

Wang et al

Wang Z, Yang X, Mo PKH, Fang Y, Ip TKM, Lau JTF. Influence of Social Media on Sexualized Drug Use and Chemsex
Among Chinese Men Who Have Sex With Men: Observational Prospective Cohort Study. J Med Internet Res 2020 Jul
24;22(7):e17894 [FREE Full text] [doi: 10.2196/17894] [Medline: 32706705]
Del Re AC, Maisel NC, Blodgett JC, Finney JW. Intention-to-treat analyses and missing data approaches in pharmacotherapy
trials for alcohol use disorders. BMJ Open 2013 Nov 12;3(11):e003464 [FREE Full text] [doi: 10.1136/bmjopen-2013-003464]
[Medline: 24227870]
Baron RM, Kenny DA. The moderator–mediator variable distinction in social psychological research: Conceptual, strategic,
and statistical considerations. Journal of Personality and Social Psychology 1986;51(6):1173-1182. [doi:
10.1037/0022-3514.51.6.1173]
The HPV Vaccine: Access and Use in the U.S. Henry J Kaiser Family Foundation. URL: http://files.kff.org/attachment/
fact-sheet-the-hpv-vaccine-access-and-use-in-the-u-s [accessed 2021-01-08]
An evidence-based knowledge transfer program promoting HPV vaccination among men who have sex with men in Hong
Kong (KPF18HLF22). Knowledge Transfer Initiatives. 2018. URL: https://tinyurl.com/1bk1j48p [accessed 2021-01-08]
Catania JA, Kegeles SM, Coates TJ. Towards an understanding of risk behavior: an AIDS risk reduction model (ARRM).
Health Educ Q 1990 Sep 04;17(1):53-72. [doi: 10.1177/109019819001700107] [Medline: 2318652]
Prata N, Morris L, Mazive E, Vahidnia F, Stehr M. Relationship between HIV risk perception and condom use: Evidence
from a population-based survey in Mozambique. Int Fam Plan Perspect 2006 Dec;32(4):192-200 [FREE Full text] [doi:
10.1363/3219206] [Medline: 17237016]
96% of Hongkongers use their smartphone to go online everyday. South China Morning Post. 2013 Aug 21. URL: http:/
/www.scmp.com/news/hong-kong/article/1298330/hong-kong-smartphone-use-doubles-two-years [accessed 2021-01-08]

Abbreviations
AOR: Adjusted odds ratios
CAI: condomless anal intercourse
CDC: Centers for Disease Control and Prevention
HBM: Health Belief Model
HPV: human papillomavirus
ITT: intention-to-treat
mHealth: mobile health
MI: motivational interviewing
MSM: men who have sex with men
NGO: nongovernmental organization
NRP: nonregular partners
OT: online tutorial
RCT: randomized controlled trial
RP: Regular male sex partners
STI: sexually transmitted infection

Edited by G Eysenbach; submitted 16.06.20; peer-reviewed by S Song, M Threats; comments to author 12.11.20; revised version
received 30.11.20; accepted 24.12.20; published 02.02.21
Please cite as:
Wang Z, Lau JTF, Ip TKM, Yu Y, Fong F, Fang Y, Mo PKH
Two Web-Based and Theory-Based Interventions With and Without Brief Motivational Interviewing in the Promotion of Human
Papillomavirus Vaccination Among Chinese Men Who Have Sex With Men: Randomized Controlled Trial
J Med Internet Res 2021;23(2):e21465
URL: https://www.jmir.org/2021/2/e21465
doi: 10.2196/21465
PMID: 33528372

©Zixin Wang, Joseph T F Lau, Tsun Kwan Mary Ip, Yebo Yu, Francois Fong, Yuan Fang, Phoenix K H Mo. Originally published
in the Journal of Medical Internet Research (http://www.jmir.org), 02.02.2021. This is an open-access article distributed under
the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted
use, distribution, and reproduction in any medium, provided the original work, first published in the Journal of Medical Internet
Research, is properly cited. The complete bibliographic information, a link to the original publication on http://www.jmir.org/,
as well as this copyright and license information must be included.
https://www.jmir.org/2021/2/e21465

XSL• FO
RenderX

J Med Internet Res 2021 | vol. 23 | iss. 2 | e21465 | p. 17
(page number not for citation purposes)

