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Introduction. Chlamydia trachomatis (CT), Neisseria gonorrhoeae (NG), and Trichomonas vaginalis (TV) are curable sexually
transmitted infections (STIs) that can cause adverse maternal and birth outcomes. Most countries do not conduct routine testing
during antenatal care. We present data on the acceptability and feasibility of testing and treating pregnant women for STIs in an
antenatal clinic in Gaborone, Botswana. Materials and Methods. We offered CT, NG, and TV testing using self-collected vaginal
swabs to eligible pregnant women. Participants received same-day test results. Those who tested positive were given treatment.
Results. Among the 225womenwhowere eligible and recruited, 200 (89%) agreed to participate.Themedian age of our study sample
was 30 years; most were unmarried (77%), with a median gestational age of 27 weeks and a 23% HIV prevalence. All participants
received their results with at least 72% (𝑛 = 143) on the same day. Thirty participants (15%) tested positive for an STI, all were
treated, and 24 (80%) were treated on the same day. Conclusion. The acceptability of STI testing was high, and the intervention was
feasible.This study provides support for continued research into STI prevalence, cost-effectiveness, and the association of STIs with
adverse maternal and infant outcomes.

1. Introduction

The global prevalence of curable sexually transmitted infec-
tions (STIs), including Chlamydia trachomatis, Neisseria
gonorrhoeae, and Trichomonas vaginalis, remains high, and
a more robust commitment to prevention, identification,

and treatment is needed [1]. Untreated STIs have been
associated with adverse maternal and birth outcomes [1,
2]. Recent research has identified Chlamydia trachomatis,
Neisseria gonorrhoeae, and Trichomonas vaginalis as possible
causes of preterm labor and birth [3–7]. Further, mother-to-
child transmission of HIV may also be associated with other
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concurrent STIs [8]. One study of HIV-infected women in
Tanzania found that coinfection with Neisseria gonorrhoeae
was associated with a 5.5-fold increased risk of intrauterine
HIV transmission [9].

Despite the adverse impact of STIs on pregnancy and
birth outcomes, improvements in STI detection with molec-
ular testing, and availability of one-dose oral treatment
regimens, few countries have guidelines that recommend
routine STI testing and treatment for pregnant women [10–
16].

In many low- and middle-income countries, including
Botswana, diagnosis of STIs is primarily through a “syn-
dromic approach.” That approach utilizes an algorithm to
classify symptoms and clinical signs into STI syndromes and
patients are treated with standardized drug regimens [17,
18]. However, Chlamydia trachomatis, Neisseria gonorrhoeae,
and Trichomonas vaginalis are often asymptomatic. Previous
research has estimated that only 5–30% of women with
chlamydial, gonococcal, or trichomonal infections develop
symptoms [19–22]. Thus, the syndromic approach lacks
sensitivity, missing a large proportion of infections, and lacks
specificity, causing pregnant women to be potentially unnec-
essarily exposed to antibiotics [23, 24]. Finally, as a result
of the predominance of the syndromic approach, little is
known about the global prevalence ofChlamydia trachomatis,
Neisseria gonorrhoeae, and Trichomonas vaginalis infections
among pregnant women.

From July to October 2015, we offered testing and
treatment for Chlamydia trachomatis, Neisseria gonorrhoeae,
and Trichomonas vaginalis in the antenatal care clinic at
Princess Marina Hospital in Gaborone, Botswana. Here, we
present data on the acceptability and feasibility of testing and
treatment among pregnant women.

2. Materials and Methods

We conducted a prospective cohort study to determine STI
prevalence, treatment uptake, and cure rates among pregnant
women receiving outpatient antenatal care at PrincessMarina
Hospital in Gaborone, Botswana. We offered STI diagnosis
using a GeneXpert� system (Cepheid, Sunnyvale, CA) to
eligible women receiving care at the clinic during the inter-
vention period. Women were eligible if they were 18 years
or older, had a gestational age of less than 35 weeks, were
mentally competent to understand the informed consent, and
were willing to return to the clinic for follow-up care. The
gestational age cut-off and follow-up criteria were selected
to help ensure that women testing positive for an STI could
return for a test of cure after four weeks and prior to delivery.

Princess Marina, located in Botswana’s capital city, is the
main government referral hospital for southern Botswana;
approximately 85% of all births in Gaborone occur there
[25]. After several weeks of shadowing the providers and
integrating the study staff into the vitals room of the clinic,
the intervention period began on July 9, 2015, and continued
through March 2016.

2.1. Description of Intervention. At the start of each clinic day,
during the general morning announcements, clinic nurses

discussed the availability of STI testing for women meeting
the eligibility criteria described above. The announcement
included information about the importance of STI diagnosis
and treatment during pregnancy. After vitals were collected
and recorded by study staff, women were preliminarily
screened for eligibility via review of their obstetric records.
If eligible, they were provided with additional informa-
tion about Chlamydia trachomatis, Neisseria gonorrhoeae,
and Trichomonas vaginalis during pregnancy. Women were
informed about the global frequency of those infections,
their asymptomatic nature, the possible consequences to
pregnant women and infants, and the recommended treat-
ments. Women were also informed about the requirements
of participation (e.g., they will be asked to provide basic
demographic, behavioral, and health history information),
the testing procedure via a self-collected vaginal sample, the
expected 90-minute wait time, and the need for retest to
evaluate the cure rate after four weeks if the results were
positive. The procedure for collecting a vaginal sample was
explained verbally with the help of Figure 1. Eligible women
were also told that if they test positive, they would be advised
to inform their partners.

Those consenting were enrolled, instructed on how to
self-collect a vaginal swab specimen, and asked to provide
demographic, behavioral, and health history information.
We collected information on the patients’ age, marital sta-
tus, education level, current gestational age by last normal
menstrual period (LNMP) and by ultrasound scan, birth
history, HIV status, and prior syphilis diagnosis from the
patient obstetric record. We also collected information about
prior STI diagnoses and current symptoms that could be
associated with an STI via interviews conducted by study staff
in Setswana.

The specimens were tested by trained study staff for
Chlamydia trachomatis, Neisseria gonorrhoeae, and Tri-
chomonas vaginalis infections using a GeneXpert system
(Cepheid, Sunnyvale, CA). Xpert provides 90-minute detec-
tion and differentiation of Chlamydia trachomatis and Neis-
seria gonorrhoeae and 59 minutes for Trichomonas vaginalis.
Performance evaluations have found that the sensitivity for
the Xpert Chlamydia trachomatis test in females using a vagi-
nal sample is 98.7% (95%CI: 93.1–100),Neisseria gonorrhoeae
is 100.0% (95% CI: 87.3–100), and Trichomonas vaginalis is
100% (95% CI: 75.3–100.0) [26–28]. The specificity for the
Xpert Chlamydia trachomatis test in females using a vaginal
sample is 99.4% (95% CI: 98.9–99.7),Neisseria gonorrhoeae is
99.9% (95% CI: 99.6–100), and Trichomonas vaginalis is 100%
(95% CI: 78.1–100.0) [26–28]. All specimens were tested on-
site in the antenatal clinic vitals room.

Women were contacted about their results on the same
day as testing, either in person or by telephone. If they tested
positive, same-day treatment was provided before the women
left the clinic. Women who tested positive were given stat
doses of directly observed therapy: 1 g of oral azithromycin
for chlamydial infection; a 250mg intramuscular injection
of ceftriaxone in the buttocks and 1 g oral azithromycin
for gonococcal infection (one person was not treated with
azithromycin); and 2 g of oral metronidazole for trichomonas
infection.
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Source: Cepheid Xpert Assay training materials

(4) Insert the swab into your vagina
about two inches inside the
opening of the vagina

(3) Hold the swab in your hand,
placing your thumb and forefinger
in the middle of the swab shaft
across the scoreline

(5) Gently rotate the swab for 10–30
seconds and ensure the swab touches

moisture is absorbed by the swab
the walls of the vagina so that

Withdraw the swab

(7) Identifying the scoreline, break
the swab shaft against the side of
the tube and discard the top portion
of the swab shaft

(8) Recap the transport tube and 
tighten the cap securely
Label the transport tube with the
sample identification information,
including date of the collection, as
required
Return the tube as instructed by
your doctor, nurse, or care provider

(6) Unscrew the cap from the 
transport tube
Immediately place the collection
swab into the transport tube

(2) Open the collection swab
wrapper by peeling and open the top
of the wrapper
Remove the swab, taking care
not to touch the tip or lay it down

(1) Open the package that contains the
pink-capped Xpert swab transport 
reagent tube and individually
wrapped collection swab, set the
tube aside before beginning to collect
sample, and discard the larger swab

Self-collected vaginal sample for patients

Figure 1

Those who tested positive were advised to inform their
partner(s) and given the option of bringing their partner(s)
with them to the antenatal clinic for treatment or giving
their partner(s) a contact sheet with instructions to receive
treatment at a clinic of their choosing. Additionally, for those
who tested positive, a test of cure to ensure clearance of the
infection was provided during their standard clinic follow-up
appointment, which typically occurs after four weeks. Testing
and treatment were free of charge.

The institutional review boards at the University of
Botswana, the BotswanaMinistry of Health, Health Research
Development Committee, and Princess Marina Hospital
approved the study protocol.TheUniversity ofCalifornia, Los
Angeles, approved analyses using deidentified data.

3. Results and Discussion

3.1. Acceptability of Intervention. Over the course of 12 weeks
of intervention availability, we assessed 728 pregnant women
for eligibility. Two hundred and seventy-three (38%) met
eligibility criteria andwere offered the option of participation.
The main reasons for ineligibility were having a gestational
age >34 weeks (𝑛 = 371, 82%) and not planning to receive
additional care at Princess Marina (𝑛 = 62, 14%).

Among the 273 eligible women, 83% (𝑛 = 225) were
offered participation in the intervention. We were unable to
approach 100% of the eligible women largely due to study
staff capacity. Occasionally, the clinic experienced a lack

of running water or electricity, which temporarily caused
enrollment to halt.

Among the 225 women who were eligible and offered
participation, 200 (89%) accepted. Reasons for nonaccep-
tance of the intervention were lack of time (𝑛 = 10, 40%)
and not wanting additional testing (𝑛 = 2, 8%). Two
(8%) gave no reason and four (16%) said that they would
return later to test and did not. Figure 2 illustrates eligibility
and acceptability over the course of the first 12 weeks of
enrollment. Week 1 included two pilot days and weeks 3,
11, and 12 had low numbers of participants because they
contained fewer than four days of implementation each week.
The clinic volume was highest onMondays and Tuesdays and
lowest on Thursdays and Fridays. Additionally, during week
9 the clinic experienced water shortages and we were unable
to enroll new patients.

Table 1 shows the characteristics of women who partic-
ipated in the intervention. There were no differences in the
demographic and reproductive health data collected for the
women who chose not to participate (data not shown).

3.2. Feasibility. Among all women who were eligible and
consented to participate in the intervention, 100% were
successfully tested for Chlamydia trachomatis, Neisseria gon-
orrhoeae, and Trichomonas vaginalis and given their results.
One samplewas retested because the temperature of theXpert
machine was above the threshold. Most (𝑛 = 143, 72%) were
given their results in person before leaving the clinic on the
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Figure 2: Number of patients eligible, recruited, and enrolled by
week in the Chlamydia trachomatis, Neisseria gonorrhoeae, and
Trichomonas vaginalis study in Gaborone, Botswana, 2015.

day of testing. However, some (𝑛 = 57, 29%) were contacted
by telephone, on the same day, after leaving the clinic because
they had completed their clinic visit (the average wait time in
clinic is 45 minutes) and could not wait for their STI results
(90-minute total testing time).

The prevalence of Chlamydia trachomatis, Neisseria gon-
orrhoeae, or Trichomonas vaginalis in this sample was 15%
(𝑛 = 30), with Chlamydia trachomatis at 10% (𝑛 = 20),
Trichomonas vaginalis at 5% (𝑛 = 10), and Neisseria
gonorrhoeae at 1.5% (𝑛 = 3). Among the 30 women who
tested positive for an STI, six (20%) received their results over
the phone and needed to return to the clinic for treatment.
All women who tested positive for an STI (100%) were
successfully treated, most immediately (80%).

4. Discussion

We implemented an STI testing intervention for pregnant
women in the antenatal clinic of Princess Marina Hospital
in Gaborone, Botswana. We found that acceptability of
the intervention was high, and, as measured by the large
proportion of patients who received their results on the same
day as testing and the number of positives that were treated,
the intervention was also feasible. All enrolled women were
able to provide an adequate, self-collected vaginal sample and
receive results either in person or by phone.

The results from this study are comparable to other
acceptability and feasibility studies, including a recent inter-
vention in Peru where uptake of self-collected vaginal swabs
for Chlamydia trachomatis testing among pregnant women
was 94% (600/640) [29]. Further, one study from two family
planning clinics in France found the rate of Xpert assay
success to be 98.3% on the first attempt using endocervical
swab specimens, and the mean time of results was 2.5 hours
(range: 1–5 hours) [30].

There are limitations to our study. Women were recruited
from a single site, Princess Marina Hospital antenatal clinic,
which provides routine antenatal care and also serves as a

Table 1: Characteristics of study participants enrolled in the
Chlamydia trachomatis, Neisseria gonorrhoeae, and Trichomonas
vaginalis study in Gaborone, Botswana, 2015 (𝑛 = 200).

𝑛 %
Total 200 100
Age, median (IQR) 30 (26–35)
18–24 years 36 18
25–29 years 58 29
30–34 years 58 29
>35 years 48 24

Marital status
Single 152 76
Married 46 23
Widowed 0 0
Divorced 0 0
Missing 2 1

Education
None/primary 5 3
Junior secondary 52 26
Senior secondary 65 33
Tertiary 74 37
Missing 4 2

Gestational age weeks (LNMP), median (range) 27 (5–35)
HIV status
Positive 45 23
Negative 153 77
Unknown 2 1

Prior pregnancies, median (range) 2 (1–11)
Previous births, median (range) 1 (0–7)
Prior STI diagnosis during this pregnancy
No 163 82
Yes 27 14
Unknown 6 3
Missing 4 2

Positive for an STI 30 15
Positive for Chlamydia trachomatis 20 10
Positive for Neisseria gonorrhoeae 3 1.5
Positive for Trichomonas vaginalis 10 5
Dual STIs 3 1.5
Triple STIs 0 0

Notes: LNMP stands for last normal menstrual period; IQR stands for
interquartile range. Percentages may not add up to 100 due to rounding.

referral clinic for women with high-risk pregnancies. While
nearly a quarter of our sample reported that their appoint-
ment was a routine check-up, the remainder were referred for
high-risk conditions. The most common referral condition
was high blood pressure. Thus, the results are not necessarily
generalizable to other antenatal settings, including local
clinics. Further, because the Princess Marina antenatal clinic
is a referral center, most women had a gestational age greater
than 34 weeks and were ineligible for our study. In order to
increase efficiency, future studies should consider expanding
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enrollment to antenatal clinics attended by women earlier in
their pregnancies.

Additionally, the small sample size included in this study
is not powered to detect precise estimates of Chlamydia
trachomatis, Neisseria gonorrhoeae, or Trichomonas vaginalis.
However, it is encouraging to note that the prevalences of
Chlamydia trachomatis and Neisseria gonorrhoeae in our
sample are similar to those identified by Romoren et al., who
found in a study of 703 antenatal care attendees in Gaborone,
Botswana, between October 2000 and February 2001, that
8% and 3% were positive for Chlamydia trachomatis and
Neisseria gonorrhoeae, respectively [31, 32]. Further, the HIV
prevalence of 23% in our sample is similar to a 2013 national
survey of antenatal care attendees, which found a 20.5%
prevalence of HIV among 143,037 women tested during an
antenatal care visit [33]. Although our population is not
representative of all pregnant women in Botswana, the results
of this intervention provide evidence of uptake and feasibility
using a busy, high-volume antenatal clinic in Gaborone.

Further, the intervention was run by a team of trained,
dedicated study staff and was not fully integrated into the
clinic using clinic staff. The study team assisted with vitals
collection, providing informed consent, explaining the sam-
ple collection procedure, interviewing patients in Setswana,
performing sample processing, running the GeneXpert sys-
tem, and calling over one-quarter of the participants to give
them their results. Calling patients with results and ensuring
that some return for treatment were time-consuming. In
order to facilitate same-day results and treatment, it may be
necessary to decrease the already rapid testing period of 90
minutes. Further, it is clear that busy clinics would require
staff dedicated to STI testing in order to ensure sustainability.

Despite those limitations, it is important to note that our
intervention was able to identify and treat infections that
likely would have beenmissed using the syndromic approach.
For example, Romoren et al. estimated that the syndromic
approach’s sensitivity is only 49% for identifying Chlamy-
dia trachomatis and the probability that these diagnosed
women are prescribed treatment for Chlamydia trachomatis
in Botswana is 85% [23, 34]. Thus, testing and treating STIs
in pregnant women will identify more cases; however, more
evidence is needed to demonstrate that routine STI testing
during pregnancy is cost-effective.

5. Conclusion

We implemented an STI test and treat intervention for
Chlamydia trachomatis, Neisseria gonorrhoeae, and Tri-
chomonas vaginalis in the antenatal care clinic at Princess
Marina Hospital in Gaborone. The acceptability of the STI
testing was high, and the intervention also proved feasible.
This study provides support for continued research into STI
prevalence and correlates, partner notification and treatment,
cost-effectiveness, and the association of STIs with adverse
maternal and infant outcomes. Finally, the resultsmay inform
policy, guidelines, and decisions tomake STI testing routinely
available to pregnant women in Botswana and other low- and
middle-income countries.
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trachomatis seropositivity is associated both with stillbirth and
preterm delivery,” APMIS, vol. 108, no. 9, pp. 584–588, 2000.

[6] M. F. Cotch, J. G. Pastorek II, R. P. Nugent et al., “Trichomonas
vaginalis associatedwith lowbirthweight and pretermdelivery,”
Sexually Transmitted Diseases, vol. 24, no. 6, pp. 353–360, 1997.

[7] G. I. J. G. Rours, R. R. de Krijger, A. Ott et al., “Chlamydia tra-
chomatis and placental inflammation in early preterm delivery,”
European Journal of Epidemiology, vol. 26, no. 5, pp. 421–428,
2011.

[8] L. F. Johnson and D. A. Lewis, “The effect of genital tract
infections on HIV-1 shedding in the genital tract: a systematic
review and meta-analysis,” Sexually Transmitted Diseases, vol.
35, no. 11, pp. 946–959, 2008.

[9] W. Fawzi, G. Msamanga, B. Renjifo et al., “Predictors of
intrauterine and intrapartum transmission of HIV-1 among
Tanzanian women,” AIDS, vol. 15, no. 9, pp. 1157–1165, 2001.

[10] C. C. Bristow, “Syndromic diagnostic approaches togenitouri-
nary tract infections,” in Molecular Microbiology: Diagnostic
Principles and Practice, American Society for Microbiology
Press, 3rd edition, 2015.



6 BioMed Research International

[11] Public Health Agency of Canada, Report on Sexually Transmit-
ted Infections in Canada: 2010, Public Health Agency of Canada,
2012.

[12] D. S. LaMontagne, K. A. Fenton, S. Randall, S. Anderson,
and P. Carter, “Establishing the National Chlamydia Screening
Programme in England: results from the first full year of
screening,” Sexually Transmitted Infections, vol. 80, no. 5, pp.
335–341, 2004.

[13] U.S. Preventive Services Task Force, “Screening for chlamydial
infection: U.S. preventive services task force recommendation
statement,” Annals of Internal Medicine, vol. 147, no. 2, pp. 128–
134, 2007.

[14] N. Low, “Publication of report on chlamydia control activities
in Europe,” Euro Surveillance, vol. 13, no. 28, 2008.

[15] T. M. Weissenbacher, M. S. Kupka, F. Kainer, K. Friese, and I.
Mylonas, “Screening for Chlamydia trachomatis in pregnancy:
a retrospective analysis in a German urban area,” Archives of
Gynecology and Obstetrics, vol. 283, no. 6, pp. 1343–1347, 2011.

[16] K. A.Workowski and S. Berman, “Sexually transmitted diseases
treatment guidelines, 2010,” MMWR Recommendations and
Reports, vol. 59, no. RR12, pp. 1–110, 2010.

[17] World Health Organization, Global Strategy for the Prevention
and Control of Sexually Transmitted Infections: 2006–2015, 2007,
http://www.who.int/hiv/pub/toolkits/stis strategy[1]en.pdf.

[18] P. Mayaud and D.Mabey, “Approaches to the control of sexually
transmitted infections in developing countries: old problems
and modern challenges,” Sexually Transmitted Infections, vol.
80, no. 3, pp. 174–182, 2004.

[19] Centers for Disease Control and Prevention, “Trichomoniasis-
CDCFact Sheet,” 2015, http://www.cdc.gov/std/trichomonas/
stdfact-trichomoniasis.htm.

[20] T. A. Farley, D. A. Cohen, and W. Elkins, “Asymptomatic
sexually transmitted diseases: the case for screening,” Preventive
Medicine, vol. 36, no. 4, pp. 502–509, 2003.

[21] E. L. Korenromp, M. K. Sudaryo, S. J. De Vlas et al., “What
proportion of episodes of gonorrhoea and chlamydia becomes
symptomatic?” International Journal of STD and AIDS, vol. 13,
no. 2, pp. 91–101, 2002.

[22] R. Platt, P. A. Rice, and W. M. McCormack, “Risk of acquiring
gonorrhea and prevalence of abnormal adnexal findings among
women recently exposed to gonorrhea,” The Journal of the
American Medical Association, vol. 250, no. 23, pp. 3205–3209,
1983.

[23] M. Romoren, M. Rahman, J. Sundby, and P. Hjortdahl,
“Chlamydia and gonorrhoea in pregnancy: effectiveness of
diagnosis and treatment in Botswana,” Sexually Transmitted
Infections, vol. 80, no. 5, pp. 395–400, 2004.

[24] M. Romoren, M. Velauthapillai, M. Rahman, J. Sundby, E.
Klouman, and P.Hjortdahl, “Trichomoniasis and bacterial vagi-
nosis in pregnancy: inadequately managed with the syndromic
approach,”Bulletin of theWorldHealthOrganization, vol. 85, no.
4, pp. 297–304, 2007.

[25] J. Y. Chen, A. C. Ogwu, P. Svab et al., “Antiretroviral treatment
initiation among HIV-infected pregnant women with low
CD4+ cell counts in Gaborone, Botswana,” Journal of Acquired
Immune Deficiency Syndromes, vol. 54, no. 1, pp. 102–106, 2010.

[26] C. A. Gaydos, B. Van Der Pol, M. Jett-Goheen et al., “Perfor-
mance of the cepheidCT/NGXpert rapid PCR test for detection
ofChlamydia trachomatis andNeisseria gonorrhoeae,” Journal of
Clinical Microbiology, vol. 51, no. 6, pp. 1666–1672, 2013.

[27] C. A. Gaydos, “Review of use of a new rapid real-time PCR,
the Cepheid GeneXpert� (Xpert) CT/NG assay, for Chlamydia
trachomatis andNeisseria gonorrhoeae: results for patients while
in a clinical setting,”Expert Review ofMolecularDiagnostics, vol.
14, no. 2, pp. 135–137, 2014.

[28] S. G. Badman, L. M. Causer, R. Guy et al., “Rapid laboratory
assessment of a new [Gx] GeneXpert molecular point-of-care
test for detection ofTrichomonas vaginalis,” in Proceedings of the
Australasian Sexual Health Conference, Sydney, Australia, 2014.
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