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Young women’s perspectives on a user-
friendly self-sampling intervention to improve
the diagnosis of sexually transmitted
infections in underserved communities
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Abstract

Introduction Young women are disproportionately affected by sexually transmitted infections (STls), especially in
the KwaZulu-Natal province of South Africa thus the need for availability and accessibility to STI healthcare services.
The main objective of this study was to collaborate with young women, using a nominal group technique (NGT), to
identify barriers to existing STl healthcare services to ultimately identify strategies to inform attributes for a discrete
choice experiment (DCE) towards developing a user-friendly self-sampling intervention for STl diagnosis in young
women. The NGT was underpinned by the theoretical domains framework to identify and analyse factors that
influence healthcare seeking behaviour.

Methods Eight young women, aged 18-24 years, were purposively selected from primary healthcare clinics

in underserved communities. An NGT was conducted comprising the following steps: silent generation where
individuals considered and recorded their responses to a question; round-robin sharing, recording and discussion of
individual responses; followed by ranking of contributions. Thematic analysis was used to analyse data.

Results The following barriers to accessing STl healthcare services were identified: the clinics were too far from
home; young women feared judgement by clinic staff; young women feared being told to inform their partners; clinic
hours clashed with school hours and other personal commitments; and young women did not know enough about
the signs and symptoms of STls. The following strategies to improve access to STI healthcare services were suggested:
campaigns to promote self-sampling; self-sampling kits should be available free of charge; an online system to assess
symptoms and register to receive self-sampling kits via delivery or collection to accommodate people with disabilities.

Conclusion The strategies identified informed the attributes for the DCE which is aimed towards the development of
a user-friendly self-sampling intervention for STl diagnosis in young women in KwaZulu-Natal.
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Background

Sexually transmitted infections (STIs) remain a pub-
lic health concern, globally [1, 2], with approximately
1 million infections acquired daily [3, 4]. Global sta-
tistics indicate that the highest burden of disease is
concentrated in low-and-middle-income countries
[3], and approximately 40% of the global STI burden
is concentrated in sub-Saharan Africa [5, 6]. STIs are
prevalent among young people [7], particularly among
adolescent girls and young women residing in sub-
Saharan Africa [8, 9]. In this region and globally, South
Africa constitutes the highest number of STIs [10],
and within South Africa, the KwaZulu-Natal province
is more heavily burdened by STIs than the rest of the
country [11]. Young women in this province are dis-
proportionately affected by STIs [12, 13]. These find-
ings are concerning when considering the long-term
health complications of STIs which include infertility,
increased risk of acquiring human immunodeficiency
virus, and development of cervical cancer [14, 15].
This affects young women’s rights to pleasurable and
safe sexual experiences, and ultimately their sexual
wellbeing.

The high prevalence of STIs among young women
can be attributed to various factors, including urban-
ization and globalization. Globalization and urban-
ization have played a critical role in the spread of
infectious diseases across the globe [16, 17], includ-
ing a spread from rural to urban areas [16, 18]. These
two phenomena are often related to the migration of
persons in search for a better life, which may promote
risky sexual behaviour [19-21]. Overpopulation, which
is also a typical characteristic of globalization and
urbanization, often leads to unequal and limited acces-
sibility to basic healthcare services which negatively
contributes to the spread of unknown and untreated
infections [22, 23]. These phenomena are no different
in South African metropolitan cities such as Durban,
in eThekwini Metropolitan Municipality, the study
location.

While globalization and urbanization may contrib-
ute to the spread of infectious diseases, STI healthcare
management and treatment approaches play a crucial
role in the fight against such infections. Syndromic
management is the method commonly employed to
diagnose, manage, and treat STIs across the globe
[24, 25] as well as in South Africa [26, 27]. Using this
approach, STIs are diagnosed based on verbal reports
and physical examinations, and the most common
causative agent is then treated [28, 29]. Although the
syndromic approach is useful when infected individu-
als seek medical care, it is limited when screening
for asymptomatic infections [25, 29, 30]. However,
self-sampling can facilitate a paradigm shift from a
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syndromic clinic-based approach towards a more
patient-centred approach which enables the diagnosis
and treatment of specific STIs.

Self-sampling have not only proven it’s potential for
a more patient-centred approach, but is also proven
acceptability and comfortability [31-34]. As such, to
promote accurate STI diagnosis, self-sampling inter-
ventions should be tailored to user needs and pref-
erences. There is limited research on the service
provision of such interventions from a user perspec-
tive. Considering prevailing STIs among young people
on the backdrop of existing clinic-based interventions,
a different approach, involving the end-users, to inves-
tigate and implement innovative interventions such
as self-sampling is warranted. Participatory research
involves end-users in a collaborative process towards
the development of new approaches [35, 36]. Young
people have a crucial role in the fight for health
equity on various health challenges [37], including
STI healthcare. In line with participatory research, a
nominal group technique (NGT) was conducted, to
identify key self-sampling strategies in collaboration
with young women from underserved communities in
eThekwini Metropolitan district. The NGT outcomes
would inform the design of a preference weighed dis-
crete choice experiment (DCE), which is a quantita-
tive research method used to solicit the preferences of
individuals for a service provided [38], particularly the
use of self-sampling interventions in this study. The
study investigated comprehensive health services for
diagnostics and treatment, defining underserved com-
munities as those facing barriers to necessary health-
care due to factors including socioeconomic status and
geographic location.

Methods

Young women aged 18-24 years were invited from
underserved urban communities to participate in NGT
which aimed to develop user-friendly, self-sampling
intervention for STI diagnosis for women. The young
women were from eThekwini District Municipality,
in KwaZulu-Natal province, South Africa. Ultimately,
one in-person NGT was conducted with eight young
women.

Participant recruitment

Since the study aimed to investigate young women’s
perspectives on self-sampling, young women were
purposively sampled from family planning and youth
clinics in primary healthcare clinics. The study was
explained to prospective research participants, and
interested young women were screened for eligibility
before participation. The following eligibility criteria
were used to select participants:
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Inclusion criteria

+ Young women aged 18—24 years old.

+ Young women residing in underserved urban
communities.

«+ Sexually active young women.

Exclusion criteria

« Women who were deemed unsuitable due to their
mental capacity to comprehend the study.

All eligible young women were then invited to the NGT
which was held at a venue outside of the public health
clinic on a day different from that of recruitment. Writ-
ten informed consent was obtained before study partici-
pation. All identifiers were removed from the collected
data before analysis.

Study design

The NGT is a qualitative exploratory research method
that combines the concept of idea generation with prob-
lem solving in a group setting [38, 39]. This technique
uses structured small group discussions comprising 8—12
participants [40]. It has been used to identify priorities in
healthcare and research [41, 42], and to identify key attri-
butes for a DCEs [43]. The NGT approach generates a
wide range of ideas and obtains consensus by promoting
participation from all individuals, including those who
often withhold their ideas out of fear [38, 41]. As such,
compared to traditional focus groups, there is a smaller
risk of confident participants dominating the knowledge
creation process. Ultimately, multiple responses to the
research question are generated. Finally, all participants
then rank all contributions according to their perceived
priority. A NGT consists of three main stages, including
silent generation during which participants consider a
question and pen their responses; round-robin sharing,
recording and discussing individual responses; followed
by ranking of contributions. In this study a NGT was used
to identify barriers to accessing current STI healthcare
services, and to identify key attributes for a successful
STI self-sampling intervention. The NGT was grounded
in the Theoretical Domains Framework to identify and
analyse the factors influencing healthcare-seeking behav-
iour [44]. This was done to inform the design of a pref-
erence weighed DCE, which is a quantitative research
method used to solicit the preferences of individuals for
a service provided [45]. The strategies developed in the
current study will be utilised to collaboratively identify
key attributes of a preferred user-friendly self-sampling
intervention. This would be done by conducting a DCE
at a later stage to understand young women’s preferences
for a self-sampling intervention to diagnose STIs among
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young women in underserved communities in KwaZulu-
Natal, South Africa.

Procedure

A NGT was conducted on February 17, 2023, and data
was collected on this day only. It was performed in four
consecutive phases. Phase 1 focused on identifying bar-
riers to accessing current STI management and treat-
ment services. Phase 2 focused on determining the key
features of an efficient delivery method for self-sampling
STI diagnostics. Phase 3 focused on presenting ideas to
all participants. Phase 4 comprised of ranking the contri-
butions of all study participants.

The research questions for the NGT were as follows:

Question 1 What are the barriers that prevent or limit
young women from accessing current STI healthcare
management services?

Question 2 What would be the key strategies to deliver
self-sampling for STI diagnosis among young women to
mitigate the barriers to access?

The participants were divided into two groups with four
participants each. A question was posed to the partici-
pants and time was allotted for silent generation for indi-
vidual group members to formulate responses, thereafter
each group wrote their responses on a flip chart. A repre-
sentative from each group presented their contributions
to the rest of the participants through round-robin shar-
ing. The NGT was facilitated by the principal investigator
and a researcher who was responsible for taking notes.
The facilitators recorded group responses and a discus-
sion of the responses was done where clarification was
required. All transcribed responses were checked against
what was written on the flip charts for accuracy during
the NGT. After this, the participants ranked all contribu-
tions according to individual importance.

Data processing and analysis

Results were analysed separately for each question. After
the participant groups submitted their response to the
2 NGT questions, a short break was taken. Two coders
(ZNJ] and an outsourced coder LM) independently coded
the participant responses for each question, according
to themes that emerged. This helped to limit researcher
bias dues to preconceived ideas or other perspectives.
Following this, participants ranked the identified themes
based on their individual perspectives regarding impor-
tance. Each young woman assigned a ranking on a scale
of 1-7, with “1” representing the lowest priority and “7”
the highest priority, for both questions. For question one,
the total importance score for each barrier was calculated
by summing the individual rankings provided by partici-
pants. Similarly, for question two, the total importance
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score for each key strategy was determined by adding the
rankings from all participants. The barriers and strategies
were then prioritized numerically based on these total
scores. The highest total ranking indicated the highest
priority, while the lowest total ranking represented the
least priority. This approach was chosen for its simplic-
ity and effectiveness in capturing collective prioritization
while aligning with methods used in similar studies pub-
lished in this field.

Confidentiality and anonymity in the NGT process

Given the structured group discussion nature of the
NGT, participants contributed and ranked themes
openly, which inherently precluded complete anonym-
ity during the process. Participants were informed about
this limitation before data collection began and given the
option to decline participation if they had concerns about
this aspect of the method. To mitigate potential discom-
fort, discussions were facilitated in a setting designed to
promote mutual respect, trust, and inclusivity. Confiden-
tiality was ensured by securely storing participant infor-
mation, anonymizing data during analysis, and removing
all identifiers from the final results.

Results

Sample description

Twelve young women were initially recruited and con-
firmed for attendance. However, on the day of the
scheduled NGT, none of the young women came. Some
reported unavailability on the morning of the scheduled
NGT and some were unreachable on their cell phones
that day. As such, the scheduled NGT workshop was can-
celled. Consequently, this meant participant recruitment
had to be redone and the NGT workshop rescheduled.
On the second attempt, a total of fifteen young women
confirmed their attendance and only eight women pre-
sented on the day of the workshop. However, since the
minimum number of participants required for an effec-
tive NGT is eight, the session continued, and data col-
lection was carried out as planned. Of the eight young
women, four were from Umlazi township and the other
four were from Cato Manor. The average participant age
was 21 years. Seven participants were undergraduate
students at local universities, and one participant was a
postgraduate student.

Barriers to accessing STl healthcare services

Participants identified ten barriers to accessing current
STI healthcare services. The barriers in order from least
to most important as ranked by the participants were:
clinics are far away from home which received an over-
all ranking score of 31; afraid of clinic staff judging and
shouting at the partner received overall ranking score
of 41; afraid of being asked to inform a partner received
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overall ranking score of 42; clinic hours clashed with
school hours and other personal commitments received a
overall ranking score of 42; participants did not know the
symptoms of STIs received overall ranking score of 48;
participants were unwilling to seek medical care because
of denial received overall ranking score of 50; partici-
pants were afraid of being judged by nurses or clinic staff
for being sexually active received overall ranking score of
52; participants mentioned that ST healthcare services
were an invasion of their privacy received overall rank-
ing score of 54; fear of exposure of condition to parents,
family and friends received overall ranking score of 54;
and the most important barrier was the stigma associated
with STIs which was ranked 55 overall (Fig. 1).

Overview of barriers as presented by the participants
was as follows:

Proximity to healthcare facility

Participants reported that their primary healthcare clin-
ics (PHCs) were far from their place of residence and so
it prevented them from seeking medical attention for STI
related issues. One young woman commented: “The clinic
is too far and I need money for a taxi to get there so going
is a challenge for me” Another stated, “I have to walk a
long distance because the clinic is too far from my house”

Sexual partner-related issues

In order to prevent the spread of infection, individuals
who test positive for STIs are asked to inform their sexual
partners and bring them to the clinic so they can also get
treated. The young women expressed fear of informing
their partners to get treatment. They also reported being
afraid that if they test positive and inform their partners
to get treatment, the clinic staff would shout at their
partners. One young woman stated, ‘I fear the nurses
will shout at my partner when he comes for treatment at
the clinic” And another said, “I have fear of my partner’s
judgement.”

Health facility working hours

A notable number of young women aged 18-24 years
are still in school where they have to attend classes from
Monday to Friday which is when their local PHCs are
open. As such, they are often unable to get the medical
attention they require because of this conflict. A young
woman commented, “Going to the clinic is a big challenge
because it is during school hours and I cannot afford to
miss classes” Another also said, “I don’t have time, I have
to be at school and work”

Lack of knowledge on STis and neglect

The young women indicated that they were unfamiliar
with the signs and symptoms of an STI making it diffi-
cult for them to determine whether they need medical
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Fig. 1 Ranking of barriers to accessing healthcare for STls as identified by young women in underserved urban settings

attention. A young woman remarked, “The truth is that
1 am ignorant about the symptoms of infection” Another
stated, “I fail to identify my symptoms.” Another also said,
“Not enough awareness of the symptoms because I don’t
have enough exposure.”

The young women also reported that even if they were
able to identify their symptoms and associate them with
an STI, they are not willing to accept being infected. By
not accepting their infection status, they neglect seeking
the medical care they require. One young woman said,
“Sometimes it's just denial. I never think it’s something
serious unless it's severe” Another commented, “It’s hard to
accept that I am infected”

Health care providers attitude towards unmarried persons
sexual behaviour

The young women expressed anxiety about disclosing
their sexual activity due to concerns about potential judg-
ment from healthcare workers. Specifically, they feared
being judged for engaging in sexual activity at a young
age. One commented, “As young adults we are expected
to be celibate or abstain from any sexual activity so going
there to be treated for an STI you would get judged.

Discomfort with STl assessment and diagnosis procedures

For some of the participants, seeking medical care for
STIs is viewed as an invasion of privacy and so it deters
them from doing so. A young women said, “I am rela-
tively a person who does not like being touched. It makes
me uncomfortable knowing that I have to be naked during

the genital examination. I fear being tested and checked
by someone I do not know.” Another remarked, “I see the
genital examination as an invasion of my private parts”
Another young woman added, “It’s a very sensitive topic
to speak about and introverts like myself have trouble

talking about it”

Fear of breach of confidentiality by health care providers

There was a fear of parents and other families discovering
the engagement in sexual activity because the clinic staff
knew their parents and relatives. As such, this prevents
them from seeking medical attention for STT related ill-
nesses. Among the young women, one remarked, “Most
nurses at my local clinic know my parents so they may
disclose my condition” And another one added, “Most
healthcare workers at my local clinic are either family
members or know my mom, so it’s very hard to seek that
kind of help fearing they will disclose my status to her”

Stigma associated with STIs

Stigma was ranked as a major barrier to accessing STI
healthcare from local PHCs. A young woman stated,
“There is a stigma that accompanies STIs and even nurses
judge you.” Another one added, “Since they expect us to be
celibate, they judge us when we have STIs because of the
stigma.”
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Table 1 Suggested strategies for self-sampling in young women
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Suggested strategies Ranking (1=low prior- Score Per- Rank-
ity; 7 =high priority) centage ing
of votes
1 2 3 45 6 7 56 100%
Run campaigns to promote self-sampling and normalise testing - - - - - - 8 5 100% 1
Self-sampling kits are to be made available free of charge at local pharmacies, mobile clinics, - - - - - 1755 98% 2
schools, and universities
Online system for assessing symptoms and registering to receive or collect self-sampling kitsto - - - - - 2 6 54 96% 3
accommodate people with disabilities
Designated kit collection and drop off location at local clinics and collection of results once - - - - 2 2 4 5 89% 4
available - avoid contact with clinic staff
Results are to be communicated via email and or SMS -1 - 2 - 5 48 86% 5

Strategies for self-sampling interventions for STI diagnosis
in young women

Young women identified six strategies that might pro-
mote the delivery of self-sampling interventions to diag-
nose STIs in similar populations. The suggested strategies
are presented in descending order in Table 1 from high
to low priority. The following strategies were suggested:
run campaigns to promote self-sampling and handing
out self-sampling kits at schools and universities; self-
sampling kits should be available free of charge at local
pharmacies, mobile clinics, schools, and universities;
there should be an online system for assessing symptoms
and registering for the delivery or collection of self-sam-
pling kits; people with disabilities should be accommo-
dated; there should be designated kit collection and drop
off locations at local clinics so that young women do not
have to interact with clinic staff; STI results should be
communicated via email or SMS; and lastly regular cam-
paigns should encourage and normalize testing of asymp-
tomatic individuals. However, upon further analysis, the
two strategies on campaigns to promote self-sampling
and campaigns to promote and normalize STI testing
were combined into one.

Since participants were separated into two groups for
the NGT, feedback and responses to all the questions are
presented as feedback from the entire group and not as
individuals.

Sensitization on self-sampling and self-sampling kits and
normalising STl testing

This strategy was ranked as the most important. The
young women emphasized the usefulness of campaigns
in different places to promote awareness about STIs. This
strategy would also facilitate the distribution of self-sam-
pling kits across the community.

Campaigns of STIs at schools and communities can
hand out self-sampling kits with condoms. Have self-
sampling kits distributed like how they would dis-
tribute condoms at clinics and schools? Universities

should set out public roll-out days to distribute self-
collection kits to all students.

Due to the stigma associated with STIs, many young
people are uncomfortable seeking medical attention for
sexual reproductive health related challenges. The par-
ticipants attributed this stigma to ignorance in the com-
munity about STIs. Participants suggested that regular
campaigns should be run in communities to bring aware-
ness and educate communities about ST1Is.

STI awareness and self-sampling for STI diagnosis to
be normalized in the community. For it to be some-
thing that is done every month and not just because
you experience symptoms.

Availability and accessibility of self-sampling kits

Participant suggested that self-sampling kits should be
given to individuals for free and in places easily accessible
to young women. This is to inhibit discrimination and
enable people from different backgrounds to have easy
access to STI healthcare services.

“Use mobile clinics to hand out kits. Mobile clinics
help maintain anonymity because they have no sig-
nage so there is no judgement so it would be more
comfortable this way. Nobody can see and judge me.
Free access to kits is provided from the nearest phar-
macy. Make self-sample kits readily accessible like
the first aid kits and condoms”

Online system for symptom assessment and registration for
self-sampling kit

One of the main barriers identified in this study was that
young women were afraid of being judged by the clinic
staff for being sexually active. They were also afraid that
family members will find out if they have an STI because
neighbours and relatives might work at the local clinics
and might spread the news to parents. To mitigate this
challenge, the participants suggested an online system
for registering and requesting a self-sampling kit to be
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delivered to a location of their choosing. Additionally, the
online system should screen patients for signs and symp-
toms of infection. An online system would help to main-
tain confidentiality and would allow young women with
disabilities to access the service privately.

Comment 1: “Using electronic methods to commu-
nicate would maintain confidentiality. It would also
allow sample collection to be done at home and then
sent to the clinic for testing”

Comment 2: “Online system to assess symptoms
and register to receive or collect self-sampling kits
to preserve confidentiality and anonymity and also
to accommodate special groups such as people with
disabilities”

Designated kit collection and drop off and result collection
Young women were afraid of being judged by the clinic
staff for being sexually active and afraid of being spotted
by their peers while accessing STI healthcare services. As
such, they suggested having a designated collection and
drop-off location for self-sampling kits.

Being able to access the self-sampling kit without
having to speak to anyone or disclose how you con-
tracted the STI

Results communicated via email or SMS

There was a concern about interacting with healthcare
providers due to fear confidentiality being breached. Par-
ticipants suggested that electronic communication of
results would help to maintain confidentiality.

Receive results via SMS or email. Electronic commu-
nication of results would maintain confidentiality.

Discussion
A NGT was conducted with young women to identify
barriers that hinder access to existing STT healthcare ser-
vices in underserved communities and identify key strat-
egies for self-sampling interventions for STI diagnosis.
The study findings provide valuable insights into the pri-
orities and preferences of young women in the selected
communities to access STI healthcare services. Further-
more, the identified strategies serve as the attributes of
STI self-sampling interventions to inform the design of
a DCE towards developing a user-friendly self-sampling
intervention for the selected participant demographic.
All eight young women collectively identified and
ranked ten distinct barriers to accessing STI healthcare
services. The overall ranking score assigned to each bar-
rier revealed a nuanced understanding of the challenges
faced by young women when accessing these services.
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The most important barrier was the stigma associated
with STIs, indicating its profound influence on health-
care seeking behaviours. This finding is in line with exist-
ing literature which highlights the significant impact of
stigma on individuals’ decisions to access STI healthcare
services [46]. The stigma associated with STIs hinders
their willingness to seek medical care and thus compro-
mises their overall reproductive health [47, 48].

In terms of the other barriers, participants also
reported being afraid of being asked to inform their part-
ners, were afraid of judgmental clinic staff, and were not
willing to seek medical attention because of denial of
infection. Participants also had limited knowledge of the
signs and symptoms of STIs, and clinic hours conflicted
with school hours. The limited knowledge to identify
the signs and symptoms of infection reflects the impor-
tance of education and awareness campaigns tailored
to this population. These barriers are consistent with
the barriers reported in previous studies. Avuvika et al.
[49] reported that women did not seek medical care for
STIs because they were asymptomatic, they were afraid
of being judged, and they were afraid of testing positive.
Similarly, another reported that young women could
not identify symptoms of STIs and were afraid of being
judged [50]. In the same study not having integrated STI
healthcare services and lack of confidentiality were also
highlighted as inhibitors to young women from accessing
STI healthcare services [50].

The NGT results about the strategies highlighted vari-
ous strategies that would promote the uptake of self-
sampling interventions to diagnose STIs among young
women and thus eliminate the outlined barriers. Strategy
prioritization was determined through the ranking scores
of individual participants based on their preferences.
The idea of running campaigns to promote self-sampling
and distribute self-sampling kits was ranked as the most
important. This highlights the potential of integrating
STI healthcare into routine healthcare education efforts
which is in keeping with recommendations in previous
research. Jayapalan [51] recommended STT health educa-
tion as a strategy to improve healthcare seeking behav-
iour. In another study, health education was associated
with improved healthcare seeking behaviour [52]. Over-
all, as a strategy, STI health education has the potential
to improve healthcare seeking behaviour whilst simul-
taneously addressing cultural issues and practices that
prevent adults from talking to young people about sexual
intercourse and providing suitable guidance. The provi-
sion of self-sampling kits free of charge at local pharma-
cies, mobile clinics, schools, and universities was ranked
as equally significant. This is an important strategy con-
sidering that the cost of accessing healthcare is a sig-
nificant barrier to healthcare access [53, 54]. Although
cost has been identified as a barrier to access, research
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indicates that reducing or eliminating costs does not
necessarily lead to increased utilization of healthcare
services [53]. In contrast, a study by Lim et al. [55, 56]
reported an improvement in healthcare seeking behav-
iour when access to healthcare was available for free.

Other strategies included participants emphasizing
the importance of maintaining confidentiality by incor-
porating online systems that eliminate interaction with
healthcare workers. Such a strategy is not surprising con-
sidering the previously highlighted barrier to accessing
healthcare due to judgement by healthcare workers. In
addition to maintaining confidentiality, participants high-
lighted that the use of such systems would also accom-
modate individuals with disabilities. The use of various
electronic (eHealth) platforms including SMS, email, and
online systems to access healthcare services is well docu-
mented and has proven useful in places where access to
basic services is limited [57]. Several studies have fur-
ther demonstrated the usefulness of eHealth solutions
in improving access even for people living with disabili-
ties [58]. Additionally, Nourimand et al. [59] reported
eHealth services as having the potential to improve STI
healthcare and prevent infection, especially in young
people. As such, suggesting an e-Health approach to
effectively deliver a user-friendly self-sampling interven-
tion has the potential to improve access to and provision
of STT healthcare services for young women.

While the study yielded valuable evidence in terms of
barriers and attribute identification, participant recruit-
ment was initially challenging with several participant
no shows and cancellations. The challenge in recruiting
more than one group of more than eight participants
suggests substantial barriers in engaging young women
for various reasons. Research on participatory research
highlights scepticism towards researchers as a key deter-
rent for young people’s lack of research participation [60].
This scepticism has been attributed to fear of judgement
and concerns about confidentiality [60, 61]. Young peo-
ple may not realise the significance of their participation
and so do not see the need to participate [60]. Unequal
power relationships between adult researchers and young
people has also been highlighted as a hinderance to par-
ticipation [61]. The drive towards participatory research
is part of a broader shift towards collaborative research
that includes the affected individuals to bridge the gap
between knowledge creation and real-world actionable
research. The participation challenges encountered in
this study undermine such efforts and ultimately limits
the voice of young people in research. As such, flexible
recruitment strategies to build trust and safe spaces for
young women to feel valued and be comfortable to par-
ticipate are essential. Furthermore, this call for advocacy
work to go beyond calls for participation and address the
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specific challenges which prevent young women from
participating.

The study addressed a significant public health concern
of STIs among young women in underserved urban com-
munities. By exploring barriers to accessing STI health-
care services and identifying strategies for self-sampling
interventions, the study aimed to contribute towards
developing attributes towards the development of a user-
friendly self-sampling intervention to diagnose STI in
young women using a DCE.

Utilizing the NGT approach promotes active partici-
pation from all participants and ensures that multiple
perspectives and ideas are considered. This enabled a
comprehensive exploration of barriers and strategies,
providing rich and in-depth findings. The strategies sug-
gested by the participants, such as making self-sampling
kits readily available, using online systems for registra-
tion and symptom screening, and running campaigns
have the potential to inform the development and imple-
mentation of effective interventions tailored to the needs
and preferences of young women in underserved urban
communities.

Limitations

Due to participant recruitment and NGT scheduling
challenges, the study ended up with a group of young
women at a similar stage in their lives in that they were
all undertaking higher education studies. One young
woman was employed, particularly the postgraduate stu-
dent, and possibly more mature than her peers who are
still doing undergraduate studies. In some cases, young
women of the same age may still be in high school and so
the findings may not be representative of that population.
Therefore, the results may not truly reflect the sentiments
of young women of school going age. The participants
were purposively sampled from family planning and
youth clinics and did not consider women who may not
be able to visit the clinics for various reasons. This may
have introduced selection bias because women who do
not visit these clinics or who face additional barriers to
accessing healthcare services may have different perspec-
tives and experiences concerning the questions posed
during the NGT. In addition, study findings are based on
self-reported responses from young women who partici-
pated in the NGT session. As such, it is possible that par-
ticipants provided responses they perceived as expected
rather than their true opinions.

Replicating the study in different settings and popula-
tions to validate the findings and assess the generaliz-
ability of the results is recommended. Investigating the
feasibility, acceptability, and effectiveness of using tech-
nology-based interventions in increasing testing rates
and reaching young women in underserved populations
may prove useful. Evaluating the costs and benefits of the
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suggested strategies to inform resource allocation deci-
sions and guide policymaking is also recommended.

Conclusion

In this study, there was a collaboration with young
women to identify barriers that prevent them from
accessing STI healthcare services. The collaboration also
identified strategies to deliver self-sampling interventions
for STI diagnosis that may lead to the development of
user-friendly STI healthcare services for young women
in underserved communities. Designing a self-sampling
intervention tailored to user preferences, and aimed at
improving access to STI healthcare services, based on the
identified strategies would be useful. A similar NGT was
conducted among healthcare workers to answer the same
questions in this NGT and develop attributes of a user-
friendly self-sampling intervention for STI diagnosis in
young women (submitted to a reputable journal). There-
fore, as a next step, synthesising the findings from both
NGTs to conduct a DCE to determine a user-friendly
self-sampling intervention for STI diagnosis in young
women in underserved urban communities in e€Thekwini
District Municipality is suggested. Understanding user
preferences for an intervention, through a DCE, holds a
great promise for a more tailored approach to STT health-
care which would likely improve engagement and ulti-
mately healthcare outcomes. While the NGT contributes
towards the DCE, local healthcare providers and policy-
makers can use the current study findings as evidence to
design accessible, non-stigmatising, and responsive inter-
ventions to improve young people’s engagement with STI
healthcare services.
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