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ABSTRACT
Objectives Despite strengthening HIV prevention with 
the introduction of pre- exposure prophylaxis (PrEP), STI 
services have remained relatively unchanged and the 
standard of care remains syndromic management. We 
used a discrete choice experiment to investigate service 
users’ preferences for the diagnosis and treatment of 
STIs in South Africa.
Methods Between 1 March 2021 and 20 April 2021, a 
cross- sectional online questionnaire hosted on REDCap 
was administered through access links sent to WhatsApp 
support groups for HIV PrEP users and attendees of two 
primary healthcare clinics and two mobile facilities in 
the Eastern Cape and Gauteng provinces aged between 
18 and 49 years. Participants either self- completed 
the questionnaire or received support from a research 
assistant. We used a conditional logit model for the 
initial analysis and latent class model (LCM) to establish 
class memberships, with results displayed as ORs and 
probabilities.
Results We enrolled 496 individuals; the majority 
were female (69%) and <30 years (74%). The LCM 
showed two distinct groups. The first group, comprising 
68% of the participants, showed a strong preference 
for self- sampling compared with no sampling (OR 2.16, 
95% CI 1.62 to 2.88). A clinic follow- up appointment 
for treatment was less preferable to same- day treatment 
(OR 0.78, 95% CI 0.63 to 0.95). Contact slip from index 
patient (OR 0.86, 95% CI 0.76 to 0.96) and healthcare 
professional (HCP)- initiated partner notification (OR 
0.63, 95% CI 0.55 to 0.73) were both less preferable 
than expedited partner treatment (EPT). The second 
group included 32% of participants with a lower 
preference for self- sampling compared with no sampling 
(OR 0.65, 95% CI 0.41 to 1.04). There was no treatment 
option that was significantly different from the others; 
however, there was a strong preference for HCP- initiated 
partner notification to EPT (OR 1.53, 95% CI 1.10 to 
2.12).
Conclusions Our results suggest that service users 
preferred STI testing prior to treatment, with the majority 
preferring self- taken samples and receiving aetiology- 
based treatment on the same day.

INTRODUCTION
STIs present a major global public health problem, 
especially in women. While STIs affect individ-
uals of all ages, adolescents and young people are 

disproportionately affected.1 High rates of STIs 
have been identified among young people in sub- 
Saharan Africa, with South African household 
studies reporting prevalence rates of any curable 
STI of 14% among those aged 15–24 years old,2 
and prevalence rates of Neisseria gonorrhoeae (NG) 
of 3.2% and 6.5% and of Chlamydia trachomatis 
(CT) of 11.7% and 15.6%.2 3 The prevalence and 
incidence of STI are also particularly high among 
young women receiving HIV pre- exposure prophy-
laxis (PrEP),1 4 with a meta- analysis reporting chla-
mydia and gonorrhoea prevalence of 15.1% and 
4.6% among women aged 15–24 years and 7% and 
2.5% in those aged 25–49 years, respectively, in 
South Africa.1

Although the scale- up of PrEP and the provision 
of an integrated approach to HIV prevention and 
sexual and reproductive health (SRH) provide an 
opportunity to improve STI control,5 STI diagnosis 
and management services in sub- Saharan Africa 
have remained relatively unchanged.

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ STI care in sub- Saharan Africa is based on the 
presence of symptoms, which is known as 
syndromic management.

 ⇒ Evidence is needed to inform transition from 
syndromic management to treating the actual 
cause of STI and integrating this approach 
within existing health services.

WHAT THIS STUDY ADDS
 ⇒ Our study showed that service users prefer to 
undergo STI testing prior to treatment, with 
the majority preferring self- taken samples and 
same- day treatment.

 ⇒ Service users also prefer to be given a choice for 
partner notification, with the majority preferring 
to take the medications to their partners.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE OR POLICY

 ⇒ This study provides evidence of services users’ 
preference for the diagnosis and treatment of 
STI within primary care clinics in South Africa.

 ⇒ The identified STI care strategies will need to be 
evaluated in implementation studies.

 on A
pril 23, 2024 by guest. P

rotected by copyright.
http://sti.bm

j.com
/

S
ex T

ransm
 Infect: first published as 10.1136/sextrans-2023-055816 on 2 N

ovem
ber 2023. D

ow
nloaded from

 

http://sti.bmj.com
http://orcid.org/0000-0003-2045-1717
http://orcid.org/0000-0002-9107-8473
http://dx.doi.org/10.1136/sextrans-2023-055816
http://dx.doi.org/10.1136/sextrans-2023-055816
http://dx.doi.org/10.1136/sextrans-2023-055816
http://crossmark.crossref.org/dialog/?doi=10.1136/sextrans-2023-055816&domain=pdf&date_stamp=2023-11-26
http://sti.bmj.com/


11Iwuji C, et al. Sex Transm Infect 2024;100:10–16. doi:10.1136/sextrans-2023-055816

Original research

The current standard of care in South Africa remains 
syndromic management in which individuals presenting with 
STI symptoms receive treatment based on national algorithms.6 
The drawback of this approach is that not all symptoms sugges-
tive of STIs are actually due to STIs. For example, in a South 
African STI surveillance study, the most common causes of 
vaginal discharge syndrome were bacterial vaginosis and candid-
iasis,7 while 19% of clinic presentations with vaginal discharge 
did not have any detectable STI or non- STI cause in another 
study.8 Furthermore, the majority of people with STIs are asymp-
tomatic, hence will remain undiagnosed and untreated using the 
syndromic approach.2 9 10

The WHO has identified better diagnosis, treatment and 
partner services for populations at high and ongoing risk of 
acquiring STIs as key strategies to achieving global targets to 
ending STI epidemics as public health concerns by 2030.5 The 
South African National Strategic Plan for HIV, tuberculosis and 
STIs (2017–2022) highlights the need to improve the detection 
and management of asymptomatic STIs with increased laboratory 
support and use of point- of- care (POC) testing,11 and national 
STI management guidelines make provision for the implemen-
tation of asymptomatic STI screening strategies for adolescent 
girls and young women accessing SRH services.6 However, the 
implementation of these approaches is limited.

Evidence is needed to inform the revitalisation of STI services 
in sub- Saharan Africa and the transition from syndromic STI 
care to an aetiology- based approach that takes advantage of 
the recent advances in STI diagnostics and effectively integrates 
these within existing health services.12 13

We aimed to ascertain health service users’ preferences for 
diagnosis and treatment of STIs, receipt of results, treatment 
and partner notification (PN) using discrete choice experi-
ments (DCEs). We hypothesised that service users would prefer 
an STI care model that is designed to identify the aetiology of 
their symptoms and provide same- day treatment at the shortest 
waiting time.

METHODS
Study setting
The Wits Reproductive Health and HIV Institute implements 
an HIV PrEP implementation science project in four clusters in 
South Africa. Two of the clusters were identified as sites for this 
study. The study included individuals receiving PrEP or other 
SRH services at the fixed and mobile units of urban and periurban 
primary healthcare clinics in Tshwane subdistrict in Gauteng 
Province and Nelson Mandela Bay in Eastern Cape Province of 
South Africa, respectively, using a combination of unassisted and 
research assistant- supported online surveys. These two districts 
have high prevalence of HIV and STIs.14–16

Study design
The study employed an analytic cross- sectional design with a 
DCE. We used a DCE to enable us to quantify the strength of 
the STI service preferences and trade- offs. The DCE is grounded 
in random utility theory (RUT), an economics- based theory 
which postulates that individuals make rational decisions and 
that goods are described by their characteristics.17 Further RUT 
postulates that individuals are likely to select a service based on 
maximum utility. Using DCE allows for potential service users 
to state their preferences given hypothetical scenarios, goods or 
services that are presented to them even when the options are 
not yet available.18 The responses given are then used to infer the 
value placed on each attribute.

Participants were required to complete a questionnaire in 
which they were asked to imagine that they were being offered 
different options for STI care during a clinic attendance prior 
to answering a series of questions (online supplemental table 
S1) in which they were required to choose service preferences 
offered by either clinic A or clinic B. The options were described 
according to a number of characteristics (known as ‘attributes’), 
such as how and when treatment for the STI is given, and within 
each attribute are levels.

The study is reported according to the International Society 
for Pharmacoeconomics and Outcomes Research Good Research 
Practices for Conjoint Analysis.19

DCE instrument design
Choice of attributes and levels
The DCE attributes relating to STI sample collection, diagnosis, 
receipt of results, receiving treatment and notification of partners 
and the levels within each attribute were informed by a review 
of relevant literature10 12 13 20 21 and discussion with experts. This 
informed the study matrix of attributes and levels as described in 
table 1 for each service delivery consideration (attributes). Attri-
butes were considered as the characteristics of a service delivery 
model for STI care and treatment. There were four attributes, and 
each had three to four ‘levels’ (table 1). The levels are the value 
of scenarios that each attribute can take on. The levels assigned 
represent both standard of care and alternatives listed in the liter-
ature and these were refined through multiple discussions with 
individuals who may represent the demographic of the partici-
pants, study team/collaborators, methodologists, experts in the 
field, and relevance to the research question and policy context.

There were a total of 108 possible combinations of 
the STI attributes and levels that were selected for the 
study (3×3×3×4), resulting in 5778 total combinations 
(108×107/2) across two scenarios (A or B). This number 
of combinations is too many to present to the participants; 
hence, the DCE instrument was designed using a D- efficient 
approach with 12 choice tasks (questions) using Ngene soft-
ware,22 ensuring that preferences for each of the attribute 
levels could be independently assessed. A questionnaire was 
also administered to collect STI risk factors and sociodemo-
graphic information (online supplemental table S1).

Procedures and data collection
The DCE questionnaire was administered between 1 March 
2021 and 20 April 2021. Piloting of the study recruitment and 
data collection processes was undertaken prior to study imple-
mentation and informed the final recruitment and data collec-
tion strategies. Participants aged 18–49 years old were recruited 
from study sites using the following approaches:

Direct link to the questionnaire received by the participants
Potential participants accessed or received a link to the online 
questionnaire through the clinic’s WhatsApp groups (support 
groups for PrEP users moderated by peer navigators). The online 
questionnaire was created on a Research Electronic Data Capture 
(REDCap) database hosted on the University of Witwatersrand 
website.23 A recorded voice message guided the participants 
through the study rationale and informed consent process, DCE 
attributes and levels with explanation and pictorial illustrations, 
and the questionnaire (online supplemental figure S1).

Recruitment at the healthcare facility
Individuals attending either the mobile or fixed clinic facilities at 
the study sites were recruited to the study by a research assistant, 
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who described the study rationale, obtained informed consent, 
explained the DCE attributes and levels, and then supported the 
participant to complete the study questionnaire.

Regardless of the approach used for participant recruitment, 
there were two methods of data collection: (1) online question-
naire completion without research assistant support, henceforth 
referred to as data collection (DC)1; and (2) online question-
naire completion with research assistant support, henceforth 
referred to as DC2.

All participants received the equivalent of US$14 in the local 
currency, provided as airtime vouchers.

Determining sample sizes in advance of conducting DCEs is 
difficult because the questionnaire design is usually not known 
at the study’s outset. However, as it has been suggested that a 
reasonable sample size is 300, we aimed to recruit at least 500 
participants with complete answers to allow us to examine 
the predictors of group membership in a planned latent class 
modelling.24

Statistical analysis
Descriptive characteristics of the study participants were tabu-
lated according to the data collection method used. The results 
are presented as ORs relative to the relevant base category and 
show the probabilities of uptake of any of the other categories. 
Reported SEs are adjusted in all instances to account for the 
potential clustering in participant responses.

We used the conditional logit (CLOGIT) model to analyse the 
DCE.25 Unlike in standard logistic regression, the results from 

CLOGIT models are ‘conditional’ on the information relating 
to all the choice options as this information is grouped before 
the analysis. In this sense, CLOGIT models are akin to matched 
case–control designs as they investigate the relationship between 
a choice (case), options that were not chosen (controls) and a set 
of predictive factors (attribute levels).

Although the CLOGIT model is recommended to be used for 
the initial analysis,26 it produces results for the ‘average’ indi-
vidual, meaning that no allowance is made for the possibility 
that different groups of people within the sample (eg, different 
age groups) might have varying preferences—this is known as 
‘preference heterogeneity’. Hence, we also analysed the results 
using a latent class model (LCM) as it simultaneously relaxes the 
independence of irrelevant alternatives assumption and allows 
potential preference heterogeneity to be examined.27 LCMs are 
recommended if groups of respondents with similar preferences 
are anticipated.

LCMs assume there are subgroups of individuals (classes) with 
similar preferences and that the likelihood of class membership 
can be related to observed variables. The potential predictors 
of class membership in this analysis were gender, age (as a cate-
gorical variable), current STI symptoms (yes, no), previous STI 
treatment (yes, no), facility location (urban, periurban, other), 
employment (not employed, part- time or full- time employment, 
student) and method of data collection (no research assistant 
support, research assistant support provided). To determine the 
optimal number of classes to include in the LCM, we estimated 
models with two to five classes and the number of classes in 

Table 1 Discrete choice experiments attributes and levels

Attributes Levels Description

How the STI testing 
sample is taken

No sample is taken; care is based only on 
presenting symptoms.

No samples are taken; you are given treatment just based on whether you have symptoms or not.

You self- sample at the clinic. There are different types of samples: urine for men and vaginal swab for women. After being provided with 
instructions, you could take the sample yourself at a private place at the clinic.

By a healthcare professional at the clinic. The provider takes a sample when examining you.

How and when you 
are told if you have 
an STI

The same day after a 2- hour wait at the 
clinic by a healthcare professional.

This may be the shortest time you will spend in the clinic in total because diagnosis is based on symptoms only; 
no samples are taken, so the provider will not know whether you really have an infection or not and will also 
not know which infection/s you have.

The same day after a 4- hour wait at the 
clinic by a healthcare professional.

You will spend a longer time in the clinic because samples will be taken and tested at the clinic, so you will 
definitely know if you have an infection and what it is.

In 1–7 days’ time via a secure online 
website.

You may spend about 2 hours in the clinic because samples will be taken but it will not be tested at the clinic; 
rather, they will be sent away for testing, so your results will not be available on the same day. You will be 
given a secure code at the clinic and a website address to check your results privately. If you have an infection, 
you may still have to go back to the clinic for treatment.

In 1–7 days’ time via text message (SMS). You may spend about 2 hours in the clinic because samples will be taken but it will not be tested at the clinic; 
rather, they will be sent away for testing, so your results will not be available on the same day. You will receive 
a text message when your results are ready, which will either say ‘Your Results Are Ready – No Follow- up Visit 
Required’ or ‘Your Results Are Ready – Please present at your preferred clinic as soon as possible’. If you have 
an infection you will have to go back to the clinic for treatment.

How and when 
treatment for 
your STI is given if 
required

From a place near you, such as a local 
pharmacy.

Medication can be picked up from a local pharmacy.

At the clinic during a follow- up 
appointment.

If you receive an SMS requiring you to revisit the clinic or if the online system indicates you have an infection, 
you will be required to come back to the clinic to collect your treatment.

At the clinic the same day. If you are being treated according to your symptoms or not or if you are being tested and the test is being done 
at the clinic on the same day.

How your partner(s) 
is/are notified if you 
have an STI

You notify your partner using a notification 
slip.

We will give you a slip to take to your partner/s. The slip will inform your partner to attend the clinic for 
diagnosis and/or treatment.

Your partner(s) is/are notified directly by a 
healthcare professional.

If you prefer, the provider can contact your partner(s) and invite them to the clinic for testing and treatment, 
without mentioning you.

Expedited partner treatment. If you are being treated for an infection, you will be given treatment to give to your partner(s) for the same 
infection.

SMS, short messaging service.
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the final LCM was based on minimisation of Akaike’s informa-
tion criterion and the production of stable/meaningful SEs. The 
CLOGIT and LCM analyses were undertaken using Stata V.16 
and NLOGIT V.5 (Econometric Software, Plainview, New York), 
respectively.

RESULTS
Characteristics of participants
The online questionnaire link for DC1 (no assistance provided 
for questionnaire completion) was completed by 291 partici-
pants. Of the 213 individuals who received support to complete 
the online questionnaire (DC2), 205 provided consent and 
completed the full survey. In total, 496 individuals completed the 
questionnaire across the two data collection methods. About 367 
(74%) participants were <30 years old, with a median of 25 years 
(IQR 22–29), and there was no age difference between the two 
groups by method of data collection. The majority were female 
(69%), with no gender difference by method of data collection. 
There was evidence of high- risk sexual behaviour among the 
recruited participants, with 144 (29%) having previously been 

treated for STIs and 101 (20%) reporting current STI symptoms. 
Those in DC2 were more likely to have reported their employ-
ment status as students (p<0.001), less likely to have reported 
condomless sex in the last year (p<0.001) and more likely to be 
users of the clinic facilities selected for recruitment of partici-
pants (p<0.001) than those in DC1 (table 2).

STI care preferences
Preference of the ‘average’ individual
The CLOGIT model produced results showing the STI prefer-
ences of the ‘average’ individual (table 3). This showed a strong 
preference for self- sampling (OR 1.47, 95% CI 1.27 to 1.71), 
with no significant difference between healthcare professional 
(HCP) sampling and no sampling. There was a much lower pref-
erence for having to wait 4 hours in the clinic to get the results 
on the same day compared with a 2- hour wait (OR 0.82, 95% 
CI 0.73 to 0.92), with the latter being no different to getting 
the results in 1–7 days by either SMS (short messaging service) 
or secure online portal. There was a slightly lower preference 
for a clinic follow- up for treatment compared with same- day 

Table 2 Sociodemographics and sexual risk behaviour by data collection methods

Variables
Data collection 1 (self- completion)
n=291 (%)

Data collection 2 (completion with support)
n=205 (%) P value

Age (years), median (IQR) 26 (22–29) 24 (21–28) 0.134

  18–24 117 (40.2) 113 (55.1)   

  25–29 90 (30.9) 47 (22.9)   

  ≥30 68 (23.4) 45 (22.0)   

  Missing 16 (5.4) –   

Gender     0.145

  Male 92 (31.6) 57 (27.8)   

  Female 195 (67.0) 148 (72.2)   

  Missing 4 (1.4) –   

Employment status     <0.001

  Not employed 185 (63.6) 104 (50.7)   

  Employed 86 (29.6) 46 (22.4)   

  Student 17 (5.8) 55 (26.8)   

  Missing 3 (1.0) –   

Ever had sex under the influence of alcohol or drugs     0.993

  Yes 95 (32.6) 67 (32.7)   

  No 196 (67.4) 138 (67.3)   

Condomless sex in the last year     <0.001

  Yes 190 (65.3) 166 (81.0)   

  No 101 (34.7) 39 (19.0)   

Current STI symptoms     0.534

  Yes 62 (21.3) 39 (19.0)   

  No 229 (78.7) 166 (81.0)   

Previous STI treatment     0.923

  Yes 84 (28.9) 60 (29.3)   

  No 207 (71.1) 145 (70.7)   

Current sexual partners     0.174

  0 56 (19.2) 25 (8.6)   

  1 209 (71.8) 156 (76.1)   

  2–4 22 (7.6) 21 (10.2)   

  >4 4 (1.4) 3 (1.5)   

Clinic used for care     <0.001

  Tshwane: urban 63 (21.6) 131 (63.9)   

  Nelson Mandela Bay: periurban 67 (23.0) 73 (35.6)   

  Outside study clinics 161 (55.3) –   

  Missing 0 1 (0.4)   
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treatment (OR 0.91, 95% CI 0.81 to 1.01, p=0.077), with pref-
erence for the latter being no significantly different to treatment 
at a local pharmacy. There was a lower preference for PN by 
the index patient (OR 0.93, 95% CI 0.87 to 0.99) or provider- 
initiated (OR 0.83, 95% CI 0.77 to 0.89) compared with expe-
dited partner treatment (EPT).

Latent class model
The LCM identified two groups, with 68% and 32% of the 
participants likely to be in groups 1 and 2, respectively (table 4).

Group 1 had a strong preference for self- sampling compared 
with no sampling (OR 2.16, 95% CI 1.62 to 2.88, p<0.001), 
with no significant difference between HCP sampling and no 
sampling (syndromic management). There was a much lower 
preference for a 4- hour wait for results compared with a 2- hour 
wait (OR 0.63, 95% CI 0.51 to 0.77, p<0.001), with the latter 
not being significantly different to getting the results in 1–7 days 

by either SMS or secure online portal. There was a lower pref-
erence for a clinic follow- up appointment for treatment than 
same- day treatment (OR 0.78, 95% CI 0.63 to 0.95, p=0.012). 
There was a strong preference for receiving treatment from a 
local pharmacy compared with waiting 2 hours for same- day 
treatment (OR 1.16, 95% CI 1.04 to 1.29, p=0.006). There was 
a much lower preference for PN by the index patient (OR 0.86, 
95% CI 0.76 to 0.96, p=0.010) or HCP- initiated (OR 0.63, 95% 
CI 0.55 to 0.73, p<0.001) compared with EPT. We referred to 
group 1 members as those preferring a self- led service.

Group 2 had a lower preference for self- sampling compared 
with no sampling (OR 0.65, 95% CI 0.41 to 1.04, p=0.07), 
although the evidence for this was weak. There was no statis-
tically significant difference between HCP sampling and no 
sampling. There was a strong preference for waiting 4 hours 
for same- day results compared with 2 hours (OR 1.45, 95% CI 
1.05 to 2.00, p=0.023), with the latter not being significantly 
different to receiving results in 1–7 days by SMS/online. There 
was no statistical difference in preference for the three treat-
ment options. There was a strong preference for PN by an HCP 
compared with EPT (OR 1.53, 95% CI 1.10 to 2.12, p=0.011) 
and no significant difference between PN by the index patient 
and EPT. We refer to group 2 participants as those preferring an 
HCP- led service.

Participants were more likely to prefer a self- led to an HCP- 
led service if they were aged 25–49 years compared with 18–24 
years (p=0.001) and to receive care from a periurban rather 
than an urban facility (p=0.011). Employed individuals were 
more likely to prefer an HCP- led service to a self- led service 
(p=0.038). The other variables were not predictive of class 
memberships (online supplemental table S2).

CONCLUSIONS
We conducted a DCE to investigate service users’ preferences 
for the management of STIs in primary healthcare facilities 
providing HIV PrEP. Our results showed that the ‘average’ indi-
vidual prefers to self- sample, receive their results within 2 hours, 
may not want to come back to the clinic on a different day for 
treatment and would prefer EPT to other forms of PN.

Table 3 STI testing preferences of the ‘average’ individual

Variables OR (95% CI) P value

How STI samples should be taken

  No sampling 1

  HCP 0.99 (0.90 to 1.09) 0.845

  Self- sampling 1.47 (1.27 to 1.71) <0.001

How and when results are given

  Same day after 2 hours 1

  Same day after 4 hours 0.82 (0.73 to 0.92) 0.000

  1–7 days’ time via SMS/online 1.05 (0.95 to 1.16) 0.301

How and when treatment is given

  Same day in clinic 1

  Clinic follow- up on appointment 0.91 (0.81 to 1.01) 0.077

  Pharmacy near patient 1.06 (0.99 to 1.13) 0.110

How partners are notified of an STI

  Expedited partner treatment 1

  Contact slip from index patient 0.93 (0.87 to 0.99) 0.028

  HCP- initiated notification 0.83 (0.77 to 0.89) 0.000

HCP, healthcare professional; SMS, short messaging service.

Table 4 STI testing preferences: results from the latent class model

Variables

Group 1 (68%) (self- led) Group 2 (32%) (HCP- led)

P valueOR (95% CI) P value OR (95% CI)

How STI samples should be taken

  No sampling 1 1

  HCP 0.93 (0.79 to 1.09) 0.368 1.18 (0.88 to 1.57) 0.265

  Self- sampling 2.16 (1.62 to 2.88) <0.001 0.65 (0.41 to 1.04) 0.07

How and when results are given

  Same day after 2 hours 1 1

  Same day after 4 hours 0.63 (0.51 to 0.77) <0.001 1.45 (1.05 to 2.00) 0.023

  1–7 days’ time via SMS/online 1.03 (0.88 to 1.21) 0.689 1.07 (0.81 to 1.41) 0.640

How and when treatment is given

  Same day in clinic 1 1

  Clinic follow- up on appointment 0.78 (0.63 to 0.95) 0.012 1.27 (0.92 to 1.76) 0.149

  Pharmacy near patient 1.16 (1.04 to 1.29) 0.006 0.86 (0.72 to 1.04) 0.121

How partners are notified of an STI

  Expedited partner treatment 1 1

  Contact slip from index patient 0.86 (0.76 to 0.96) 0.010 1.10 (0.92 to 1.32) 0.285

  HCP- initiated notification 0.63 (0.55 to 0.73) <0.001 1.53 (1.10 to 2.12) 0.011

HCP, healthcare professional; SMS, short messaging service.
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However, the LCM revealed two groups of individuals with 
different STI service delivery preferences. About two- thirds 
of individuals, classified as preferring a self- led service, would 
prefer to self- sample, be informed of their results within 2 hours 
on the same day or 1–7 days later by SMS/online, receive treat-
ment from a pharmacy that is local to them and use EPT. These 
individuals were more likely to be older than 25 years and 
receive care from periurban healthcare facilities.

The remaining one- third of individuals, classified as preferring 
HCP- led service, showed a lower preference for self- sampling, 
with no difference between HCP sampling and no sampling. 
They would be willing to wait up to 4 hours in a clinic to get 
their results, may not mind returning to the clinic for treatment 
and would prefer the HCP- led PN if required. These individuals 
were more likely to be younger than 25 years, employed and 
receive their care from urban healthcare facilities.

The South African PrEP guidelines recommend either 
syndromic or aetiology- based STI care in individuals at high 
risk of HIV acquisition who require PrEP. However, aetiology- 
based STI care is not routinely available in the public health 
programme except as part of implementation research in certain 
facilities. The service currently available for STI care in health 
facilities differs from the preferences of service users based on 
our study results.

Our results demonstrate that service users want to be tested 
for the presence of an actual STI prior to being treated. Other 
studies in South Africa have demonstrated that the self- taken 
swab is acceptable and feasible.2 28 In one of the studies, nearly 
two- thirds of individuals preferred self- taken swabs and the 
remaining one- third either preferred HCP- taken swabs or 
expressed no preference.28 We observed that those older than 
25 years who receive their care from periurban clinics showed 
a preference for getting their results within 2 hours on the same 
day or by SMS in 1–7 days, with the latter choice being avail-
able to those who wanted an aetiology- based approach. There 
was a preference for same- day treatment or treatment from a 
local pharmacy, with a clinic follow- up being less preferred. This 
would suggest that an aetiology- based approach would be ideal 
for this group if results can be provided within 2 hours on the 
same day or substituted with the convenience of receiving treat-
ment from a local pharmacy.

About one- third of those who participated in the DCE indi-
cated they would prefer to wait for up to 4 hours if it meant 
that they received diagnostic testing for their STIs, with weak 
evidence of a preference to return to the clinic for treatment 
during a follow- up appointment. The likelihood of receiving 
same- day treatment would be high in this group as they were 
willing to wait 4 hours for aetiology- based diagnosis, which might 
be the reason for the lack of a statistical difference between the 
three treatment options presented. However, in a recent study in 
Zimbabwe, individuals 16–24 years old were unwilling to wait 
90 min for their results when the GeneXpert CT/NG was used as 
an STI POC diagnostic tool.29

The two groups of individuals in this study differed in how 
they would want their sexual partners to be notified if they were 
diagnosed with an STI. Two- thirds of individuals had a strong 
preference for EPT, while a third preferred an HCP- initiated 
notification. EPT has been shown to be acceptable to South 
African women of different age groups and their partners10 30 
and resulted in a decrease in STIs in a follow- up test among 
those who accepted EPT.10

This DCE suggests STI service users will prefer an aetiology- 
based STI management approach and models of STI care that 
allow them to obtain their results and treatment in a prompt 

and convenient manner. This would mean making available 
treatment options for aetiology- based STI care that include 
same- day clinic treatment as well as community treatment. 
The availability of POC STI technologies that provide results 
for CT, NG and Trichomonas vaginalis in 30 min12 13 puts 
this model of aetiology- based STI care within reach, poten-
tially allowing an episode of care to be completed within 
2 hours of the patient arriving in the clinic. Aetiology- based 
STI care has the advantage of detecting STIs in asympto-
matic individuals who would otherwise remain undiagnosed 
and untreated. It could also prevent overtreatment of people 
with genital symptoms with antibiotics for STIs which they 
do not have, hence contribute to reducing the burden of 
antimicrobial resistance through both good antibiotics stew-
ardship and reduction in STI burden.31

Our study has a few limitations. First, participants were 
presented with a hypothetical scenario in which they were asked 
to imagine they were having an STI test. It is possible that some 
participants could struggle to determine their preference for STI 
care (eg, self- testing, EPT) which they have never experienced; 
however, there is growing evidence that DCEs predict actual 
behaviour.32 33 It will be critical to evaluate these preferences in 
real- world implementation studies. Second, our study recruited 
individuals with access to mobile phones; hence, our results may 
not be generalisable to those individuals who may not easily 
access a mobile phone.

The strengths of the study include the recruitment through 
WhatsApp, social media, and periurban and urban settings 
through fixed and mobile clinics in the community, which 
meant we were able to reach individuals with varied sexual 
risk behaviours. Our sample size is fairly large for a DCE, 
of which the recommended sample size threshold is around 
300.24

The DCE suggests that service users prefer aetiology- based 
STI care but differ in how this should be made available. This 
highlights the need for a range of STI care options as one size 
does not fit all. Evaluation of these strategies in implementation 
effectiveness trials is warranted.
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