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Background: Expedited partner treatment (EPT) is effective for preventing
sexually transmitted infection recurrence, but concerns about intimate part-
ner violence and missed opportunities for human immunology virus (HIV)
testing have limited its use in African settings.
Methods:We conducted a pilot prospective evaluation of EPTamong ad-
olescent girls and young women (AGYW) accessing HIV preexposure pro-
phylaxis in an implementation project in Kisumu, Kenya. Those with
etiologic diagnosis of Chlamydia trachomatis and Neisseria gonorrhoeae
were treated and given the option of delivering sexually transmitted infec-
tion medication and HIV self-test kits to their current sexual partner(s).
At enrollment, we assessed their reasons for declining. Three months after
they delivered medication and kits to the partner(s), we assessed their rea-
sons for failing to deliver medication and kits to their partner and reported
partner's reactions.
Results: Between September 2018 and March 2020, 63 AGYWwere en-
rolled. The majority (59/63 [94%]) accepted EPT, and 50 (79%) of 63 part-
ner HIV self-testing (HIVST). Three quarters (46/59) of those accepting
EPT returned for the assessment visit with 41 (89%) of 46 successfully de-
livering medication to 54 partners, of whom 49 (91%) used it. Seventy per-
cent (35/50) who took partner HIVST kits returned for the assessment, with
80% (28/35) reporting providing kits to 40 partners, of whom 38 (95%)
used it. Reported barriers to EPTand partner HIVSTuptake among women
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who declined included anticipated fear that their partner could become
angry or violent and loss of relationship.
Conclusions: Both EPTand partner HIVSTwere acceptable despite noted
barriers among Kenyan AGYW with etiologic diagnosis of Chlamydia
trachomatis/Neisseria gonorrhoeae and their partners.

H uman immunology virus (HIV) preexposure prophylaxis
(PrEP) is an oral medication that is effective in preventing

HIVacquisition and is recommended by theWorld Health Organi-
zation for individuals with ongoing substantial risk.1 With adoles-
cent girls and young women (AGYW) in sub-Saharan Africa
(SSA) contributing up to two thirds of new HIV infections yearly,2

PrEP programs are making PrEP accessible to them through plat-
forms that they routinely access for sexual reproductive health ser-
vices.3,4 Following World Health Organization recommendations
and other PrEP guidelines for sexually transmitted infections (STIs)
screening at PrEP initiation and periodically during follow-up,5,6

PrEP programs have used etiologic diagnosis to screen for STIs
and have reported a high prevalence of curable STIs between
17% and 30% forChlamydia trachomatis (CT) and 8% forNeisseria
gonorrhea (GC) among AGYW in SSA.7–9

Outside PrEP programs, etiologic STI diagnostic services
are not readily available in most SSA, and syndromic STI diagno-
sis, a clinical approach that uses STI-associated syndromes to
make a diagnosis,10 is widely used. There is a need to move to eti-
ologic diagnosis because syndromic approach is less effective for
detecting vaginal STI syndromes as compared with urethral syn-
dromes and cannot detect asymptomatic cases.11–14 Studies among
women in SSA found syndromic approach to have missed about
88% of laboratory diagnosed STIs and identified only 10.4% of
women as having STIs compared with 32.2% identified through
laboratory tests.15,16

Effective partner strategies to help control STIs are lacking.
In many settings, STI partner treatment has focused on partner
notification—that is, informing partners through a referral note,
or other mechanisms, with mostly passive assumptions that part-
ners subsequently sought treatment. In many SSA countries, male
partners infrequently visit health facilities and studies in these
countries found that half of partners referred using partner notifi-
cation do not go for treatment,17 potentially increasing reinfection
rates in AGYW.18 An alternative partner treatment strategy is ex-
pedited partner treatment (EPT), presumptively treating the sex
partners of patients diagnosed with an STI by providing medica-
tion to the patient to deliver to the partner(s) without the health
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Expedited Partner Treatment and Partner HIV Self-Testing
care provider examining the partner(s).19 Expedited partner treat-
ment can lower the risk of STIs recurrence by about 29% compared
with standard partner management strategies.20 Concern with EPT
is the missed opportunity to test sexual partners for HIV because
of risk of coexisting STI with undiagnosed HIV.21 Coupling EPT
with HIV self-testing (HIVST) could overcome the HIV testingmissed
opportunities.

We conducted a pilot study to primarily evaluate the uptake
and barriers of EPT and partner HIVST and secondarily compare
rates of reinfection with gonorrhea and chlamydial infection in
AGYW whose partners accepted and used EPT and AGYW who
did not use EPT, declined, and/or their partners declined EPT.

METHODS

Study Setting, Population, and Design
This was a prospective cohort pilot study, nested within the

Prevention Options for Women Evaluation Research (POWER),
an implementation science project that evaluated delivery of HIV
PrEP to AGYW attending 2 family planning clinics in Kisumu,
Kenya (ClinicalTrials.gov NCT03490058). Eligibility criteria for
the POWER cohort were: 16 years to 25 years old, able and willing
to provide written informed consent, recently sexually active (hav-
ing had vaginal intercourse at least once in the previous 3 months)
and HIV uninfected on the date of enrollment. In the POWER
study, which was conducted between August 2017 and March
2020, AGYWwere offered PrEP and were followed up after 1 month
and then quarterly for up to 36 months. All AGYW had testing for
STIs at baseline and after every 6 months, specifically for CT and
GC using nucleic acid amplification testing from a urine specimen
using the APTIMA Combo 2 Assay (HOLOGIC/GEN-PROBE,
Inc. San Diego, CA). Those who tested positive were offered stan-
dard medication according to the Kenya National STI medication
guidelines.

This nested EPT and partner HIV self-test pilot study was
conducted between September 2018 and March 2020. All women
enrolled in POWER study who tested positive (within 2 months of
their test results) for either CTor GC or both at the 2 family plan-
ning clinics were eligible to participate. Women with a positive
STI result were invited to participate when being informed of the
results either via a phone call or when attending a scheduled POWER
study visit. Willing women gave written informed consent during
their POWER study visit or at their next visit after the phone invitation
and received counseling on the importance of partner treatment and
partner HIV testing in the context of STI diagnosis. Women who
initially declined were not offered EPT later.

Intervention
Women were given a partner treatment package (or pack-

ages, if multiple partners) that included Kenyan standard of care
STI medication plus an HIV self-testing (HIVST) kit (OraQuick
HIV Self-Test, OraSure Technologies, USA), with instructions
for use. Sexually transmitted infection medication consisted of a
single dose of oral cefixime 400 mg for GC and a single dose of
oral azithromycin 1000 mg for CT (or both drugs for women with
coinfection). All enrolled women who had more than 1 partner
were provided with additional medication and HIVST for each ex-
tra partner as per their choice, although we strongly encouraged
them to take medication for all partners where feasible. Sexually
transmitted infection medication was accompanied by a medica-
tion card that contained information about the drug, including
the dosage, side effects, instruction not to take the medication in
case they had an allergic reaction in the past, and a 24-hour emer-
gency contact in case they experienced any adverse drug event.
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Women were instructed to inform their partners that any positive
HIV test would need to be confirmed at an HIV testing center in
accordance with the Kenya national HIV testing algorithm.

Study Visit and Data Collection
For each positive STI episode, 2 visits were conducted: a

dispensing visit, the visit the participant had after the positive STI
results were made available and EPTwas offered, and an assessment
visit, the first visit after the dispensing visit. The assessment visit
was synchronized with the next visit in the parent POWER study.
Standardized questionnaires were administered by a research assis-
tant during the dispensing visit to collect information about the
women's willingness to take EPTand HIVST, reasons for declining
if applicable, and the characteristics of their relationship with their
partner(s). During the assessment visit, we again administered ques-
tionnaires to collect information onwhether they had given EPTand
HIVST to their partners, how their partners reacted and if the part-
ners took the medication and used the HIVST. The male partners
were not considered as participants and were not contacted to pro-
vide any information. Repeat STI test results, done more than a
month after the EPT intervention, were obtained from the AGYW
study visit in POWER where STI tests were done at baseline and
after every 6 months.

Assessment of Social Harm
Any responses at the assessment visit that indicated that the

partner had responded by becoming “angry,” “violent,” or “ended
our relationship” were flagged and followed up with the study
sites. After reviewing the sites' summary of each flagged situation,
those deemed to meet the criteria of an institution regulatory board's
(IRB) reportable social harm were reported, and the AGYW was
referred for counseling or to the gender based violent center in
one of the study sites.

Measures
Uptake was assessed by the proportion of women who ac-

cepted to take STI medication and partner HIVST kits to their
partners and by the proportion of partners who accepted to use
STI medication and partner HIVST kits. Barrier was assessed by
the proportion of response categories for declining EPT and
HIVST, reasons for not delivering, and reactions of the partners af-
ter receiving STI medication and HIVST kits. Effectiveness was
assessed by (1) comparing rates of reinfection with gonorrhea
and chlamydial infection between women enrolled in EPTwhose
partners accepted and used the STI medication and women en-
rolled in the POWER study who were not offered medication to
take to their partners prior to and during the implementation of this
pilot study and (2) comparing rates of reinfection with gonorrhea
and chlamydial infection within women enrolled in EPT between
those whose partners used the STI medication and those whose
partners did not.

Ethical Consideration
The study protocol, informed consent forms, and participant

educationmaterials were reviewed and approved by the IRBs/Ethics
Committee at the Kenya Medical Research Institute and University
of Washington.

Statistical Analysis
We calculated the proportions of women who accepted EPT

and partner HIVST and used log-Poisson generalized estimating
equations with robust standard errors and independence correlation
structure to assess factors related to EPTand partner HIVSTuptake.
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TABLE 1. Uptake of Expedited Partner Treatment and Partner HIV
Self-Test Kits Among AGYW With CT or GC and Their Partners

Women EPT and HIVST Uptake (N = 63) n (%)

EPT only 11 (17.5)
HIVST only 2 (3.2)
Both EPT and HIVST 48 (76.2)
Women EPT uptake, n = 63
Took STI medication for partner 59 (93.7)
Returned for assessment visit 46 (78.0)
Gave STI medication to partner 41 (89.1)
Men EPT uptake,* n = 60
Partners given medication 54 (90.0)
Partner took the medication 49 (90.7)
Women partner HIVST uptake, n = 63
Took HIV self-test kit for partner 50 (79.0)
Returned for assessment visit 35 (70.0)
Gave HIV self-test kit to partner 28 (80.0)
Men HIVSTuptake,* n = 50
Partners given HIV self-test kit 40 (80.0)
Partner took HIV self-test 38 (95.0)

*As reported by women who returned for assessment visit.

Omollo et al.
All women with an assessment visit were included in an analysis to
describe the proportion of women who delivered STI medication
and partner HIVST kits to their partners, the response categories
for their experience with delivery and the proportion of partners
who accepted and used the delivered STI medication and partner
HIVST kits. We calculated the number of reinfection with gonor-
rhea and chlamydial infection among women enrolled in EPT
whose partners used the STI medication, among women enrolled
TABLE 2. Factors Associated With Women Uptake of EPT and Partner HI

*RR (95% CI), P

Age, y
16–18 Reference
19–21 0.95 (0.75–1.20), 0.67
22–25 1.03 (0.82–1.29), 0.83

One
Multiple 0.88 (0.74–1.04), 0.15
Condom use
Always Reference
Sometimes 1.84 (0.78–4.36) 0.16
Never 1.65 (0.69–3.92), 0.26

Age of partner
Same age Reference
1–5 y younger 0.82 (0.61–1.09), 0.17
1–5 y older 0.89 (0.81–0.99), 0.03
6–10 y older 0.81 (0.62–1.06), 0.12
>10 y older 0.67 (0.47–0.94), 0.02

Duration of relationship
<6 mo Reference
6 to ≤12 mo 1.08 (0.79–1.47), 0.63
1 to 2 y 0.91 (0.63–1.30), 0.60
>2 y 1.03 (0.78–1.36), 0.82

Thinks partner has other partners
No Reference
Do not know 0.85 (0.74–0.98), 0.03
Yes 0.82 (0.72–0.93), 0.00

Age of partner and thought if partner had other partners which were significantly
*Adjusted RR.
†Unadjusted RR.
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in EPTwhose partners did not use EPT (woman declined, woman
did not deliver or partner refused) and among women enrolled in
POWER who were not offered EPT. We then calculated and com-
pared the unadjusted incidence rates of STI between the groups.
We used 2-sided P values and considered them significant if less
than 0.05. All analyses were done using Stata/SE 15.1.
RESULTS
Between September 2018 andMarch 2020, a total of 139 STI

episodes (126 CT, 28 GC, 15 both) were diagnosed in 124 AGYW
(14 women contributed 2 episodes, 1 woman contributed 3 episodes
while the rest contributed 1 episode each). Because of the logistical
challenges principally related to a laboratory closure resulting in very
long periods between sample collection and STI results, 52 women
were not assessed for eligibility to join this EPT and partner HIVST
pilot. Seventy-two women were screened, of whom 64 met the in-
clusion criteria and 63were enrolled; 1 woman declined to provide
consent and 8 had a gap in follow-up so that their time from STI
diagnosis to being approached for the study wasmore than 2months.
Of the 63 enrolled, 48 (76%) returned for the assessment visit and
provided information on 70 male partners.

Participant Characteristics
Among the 63 enrolled, the median age was 20 years (inter-

quartile range, 19–22 years), 52 (82.5%) were single, 23 (36.5%)
had more than 1 sex partner, and 53 (84.1%) had primary partners
whowere older than them. Condom use was low, with 34 (54.0%)
reporting inconsistent use and 24 (38.1%) reporting no use. Nearly
half (n = 30, 47.6%) thought that their primary partner had other
sex partners.
VST Among AGYW With CT or GC

EPT (n = 59/63) Partner HIVST (n = 50/63)
†RR (95% CI), P *RR (95% CI), P

Reference
0.80 (0.57–1.13), 0.21
0.81 (0.57–1.17), 0.26

Reference
0.85 (0.64–1.15), 0.15

Reference
0.93 (0.60–1.44), 0.74
1.01 (0.66–1.54), 0.96

Reference Reference
0.90 (0.66–1.23), 0.50 1.21 (0.59, 2.49 0.60
0.98 (0.87–1.11), 0.79 1.23 (0.59–2.57), 0.58
0.89 (0.69–1.14), 0.35 1.03 (0.44–2.41), 0.94
0.73 (0.51–1.04), 0.08 1.67 (0.81–3.43), 0.17

Reference
1.33 (0.91–1.94), 0.72
0.95 (0.66–1.36) 0.76
1.06 (0.76–1.49) 0.14

Reference Reference
0.85 (0.73–0.99), 0.03 1.05 (0.67–1.64), 0.83
0.83 (0.72–0.96), 0.01 1.03 (0.67–1.59), 0.88

associated with uptake of EPT (P < 0.05) were included in the adjusted model.
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Uptake of EPT and Partner HIVST

Of the 63 women enrolled, 59 (94%) accepted EPT (Table 1).
Of the 59, 22 (37%) hadmore than 1 partner, of which 11 (50%) took
medication for all the partners, whereas the rest took for only 1
partner. More than three quarters (46/59) who took medication
to their partners returned for the assessment visit and 41 (89%) re-
ported that they gave the medication to their partners. Among
these 46 women, a total of 60 male partners were expected to have
been given medication, and women reported that 54 (90%) of 60
received the medication and 49 (90%) of 54 used it. For partner
HIVST, of the 63 women enrolled, 50 (79%) accepted to take the
kit to their partners. Of the 50, 19 (38%) had more than 1 partner,
of which 11 (58%) 19 took a kit for all the partners while the re-
maining took a kit for only 1 partner. Seventy percent (35/50)
who took partner HIVST returned for the assessment visit, and
28 (80%) of 35 reported that they gave the kit to their partners.
For the 28 women, a total of 50 male partners were expected to
have been given the kit and women reported that 40 (80%) of 50
received the kits and 38 (95%) of 40 used them.
TABLE 3. Reasons for Declining and Experience With Delivering EPT and

Item

Reasons for declining to take EPT/partner HIVST†

Afraid he will get angry
Afraid he will get violent
Afraid he will think I have other sex partners
Afraid he will end our relationship
He is away, I will not see him
No longer having sex with partner
Partner gets routine HIV testing
Other‡,§

Reasons for not giving to partner¶

Afraid he would become angry
Afraid he would become violent
Afraid he would think I have other sex partners
Afraid he would end our relationship
He is away, I have not seen him
No longer having sex with partner
Other||,**
Partners reaction to receiving¶

He accepted it
He got angry
He got violent
He thought I had other sex partners
He ended our relationship
Other††,‡‡

Same questions were asked for both EPT and partner HIVST except for the
N, Unit of analysis is number of responses and not number of AGYWor pa
*Percentages may add up to more than 100% because women were allowed
†Assessed at enrollment.
‡Other—EPT: Going to use condoms, partner was treated in the facility (2), w

did not want him to be treated, angry at the partner, partner will not take.
§Other—HIVST: Partner is HIV positive (3), wanted to test together at HTS
¶Assessed at 3 months follow up.
||Other—EPT: Partner asked they go to the hospital (2), partner disappeared,
**Other—HIVST: Tested with the partner at HTS center (2), stopped dating

thinking about it, partner refused, angry at the partner, misplaced the kit.
††Other—EPT: Took time to take the drugs, asked if they will heal him, he did

test, he was happy, he asked what they treat.
‡‡Other—HIVST: Asked for another kit (4), thought she does not trust him

doubted if the result would be accurate, he initially refused.
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Factors Associated With Uptake of EPT and
Partner HIVST

In the adjusted model, knowledge that the partner had other
sexual partners (relative risk [RR], 0.83; 95% confidence interval
[95% CI], 0.72–0.96) and uncertainty about whether partner had
other sex partners (RR, 0.85; 95% CI, 0.73–0.99) were associated
with reduced uptake of EPT (Table 2).

Barriers to EPT and Partner HIVST
Responses (1 per STI episode per partner) given by women

for declining to take STI medication and HIVST to partners, not
giving STI medication and HIVST to partner and partners' reac-
tion after receiving STI medication and HIVST indicated barriers
to EPT and partner HIVST exist (Table 3). Of the 14 responses
given by the 4 AGYW that declined EPT, 2 (14%) indicated being
afraid that her partner would become angry or 1 (7%) thought her
partner might end the relationship. The most common reported re-
action of partners after receiving EPT was acceptance (49/54
[91%]) with a small proportion of AGYW reporting that their
Partner HIVST Among AGYWWith CT or GC

EPT HIVST

n (%)* n (%)*

2/14 (14) 1/25 (4)
0 2/25 (8)
0 0

1/14 (7) 1/25 (4)
3/14 (21) 2/25 (8)
2/14 (14) 1/25 (4)
N/A 16/25 (64)

8/14 (57) 5/25 (24)

0 0
0 0
0 0
0 0
0 0

1/6 (17) 2/10 (20)
5/6 (83) 10/10 (100)

49/54 (91) 36/40 (90)
6/54 (11) 2/40 (5)

0 0
1/54 (2) 2/40 (5)
2/54 (4) 0
7/54 (13) 14/40 (35)

question on HIV testing.
rtners like in Tables 1 and 2.
to give more than 1 response that applied.

anted to talk to partner first, does not believe that partner has the infection,

center, angry at the partner,

partner believed he did not have the infection, angry at the partner.
the partner (2), Partner disappeared, partner said he was HIV positive, still

not talk about it, he said does not like drugs, he asked if there is a repeat STI

(3), he preferred testing at the hospital (3), he was happy, he was afraid, he

021 769



TABLE 4. Incidence of Sexually Transmitted Infection Among AGYWWith CT or GC

Among Women Whose Partners Used EPT and Women in the
POWER Study Who Used Standard of Care

Among Women Enrolled in EPT Whose Partners Used
EPT and Women Whose Partners Did Not Use EPT

EPT Study* POWERStudy† Partner Used EPT Partner Did Not Use EPT

Organism n IR n IR IRR (95% CI) P n IR n IR IRR (95% CI) P

C. trachomatis 9 43.58 22 44.26 0.98 (0.40–2.23) 0.49 9 43.58 3 71.25 0.61 (0.15–3.51) 0.23
N. gonorrhoeae 0 0.00 2 7.71 0.00 (0.00–6.52) 0.15 0 0.00 1 23.31 0.00 (0.00–78.9) 0.08
Total 9 21.52 24 31.73 0.68 (0.28–1.51) 0.16 9 21.52 4 47.06 0.46 (0.13–2.03) 0.11

Comparison in STI incidence was made among only the Kisumu POWER AGYW.
*AGYWoffered EPT and partner received and used EPT.
†AGYW were not offered EPT.
IR, incidence rate per 100 woman years; IRR, incident rate ratio; n, number of new infections.

Omollo et al.
partner reacted angrily (6/54 [11%]) or ended the relationship (2/
54 [0.04%]). The most common reason for AGYW's refusal to ac-
cept to take the partner HIVST kits was the knowledge that the
partner routinely gets tested (16/25 [64%]). Only 2 (8%) of 25 re-
sponses by AGYWwho refused to take HIVST kits were because
of being afraid that her partner would become violent. Similar to
EPT, the most common reported response of partners after receiving
HIVST kits was acceptance (36/40 [90%]). A few partners (2/40
[5%]) got angry or raised suspicions of the participant having other
partners. There were a total of 10 AGYWwith 11 flags for possible
social harm situations (1 participant had a flag for 2 partners). Af-
ter reviewing the site's summary of each flagged situation, none
were deemed to meet the criteria of an IRB reportable social harm.
The AGYW were, however, followed up and given further
counseling.

Potential Effectiveness of EPT
Forty women who took EPT and reported partners medica-

tion had a follow-up STI test, of whom 9 (22.5%) had a reinfection
with CT and none with GC. Of 72 women who tested positive for
an STI and did not have the opportunity for EPT also had a
follow-up STI test, 22 (30.6%) had reinfection with CT and 2
(2.8%) with GC. The overall risk of reinfection with gonorrhea
and chlamydial infection was lower among women offered EPT
compared with women not offered EPT although this result was
not statistically significant (RR, 0.68; 95% CI, 0.28–1.51). Six
women were eligible for EPT but did not give STI medication to
their partners, of whom 4 (66.7%) had reinfection, 1 with GC and
3 with CT (Table 4). The overall risk of reinfection with gonorrhea
and chlamydial infection was lower among women whose partners
accepted EPT compared with women whose partners did not accept
EPT, although not statistically significant (RR, 0.46; 95% CI,
0.13–2.03).

DISCUSSION
Expedited partner treatment was acceptable with 94% of

women willing to deliver STI medication to their sexual partners
and 90% of these partners accepting medication. Uptake, distribu-
tion, and use of HIVSTwas high as well with 79% of the women
agreeing to take the HIVST to their partner, of whom 95% of their
partners used it. These pilot results suggest that partner-delivered
STI medication coupled with HIVST is a potential prevention in-
tervention for this population.

The uptake of EPTwas comparable to that reported in pre-
vious studies among pregnant women in Kenya and non-pregnant
women in South Africa that reported an uptake of 89% and 87%
respectively.22,23 Identified barriers to women accepting to take
770 Sexually T
EPT and partner HIVST to their partners in our study included
the anticipated fear of the partner getting angry, being accused
of having other partners, and losing the relationship; these would
not be unexpected given the sensitive questions (eg, are you having
another partner?) that an STI diagnosis can elicit. Similar barriers
have been described in Kampala, Uganda for STIs and in multiple
SSA countries for HIV.24,25 The uptake of EPT had more success
than barriers, but before larger studies are rolled out, strategies
to overcome these barriers could be developed and discussed
with the participants. In our study, 22 participants had multiple
sexual partners of which 50% and 42% took STI mediation and
HIVST kit to only 1 partner, respectively. The main reason given
for not taking STI medication and HIVST kits to the other partner
was because the women were no longer having sex with them or
had tested for HIV together. Although these findings reduced the
uptake, it shows some level of rational risk awareness.

The rates of reinfection with gonorrhea and chlamydial in-
fection between women who consented to EPT and those with the
standard of care were not statistically different, the point estimate
was 0.68 times lower for EPT. We did not have sufficient power to
assess the reinfection rates but literature from prior studies of EPT
suggests approximately similar differences in rates of reinfection
with gonorrhea and chlamydial infection. Our study's reinfection
rates were higher than that reported in pregnant women 14 years
and older in rural Western Kenya,22 reinforcing the high STI risk
of AGYW using PrEP. It is important to point out that similar to
our findings, randomized controlled trials in high-income coun-
tries have consistently shown a significant reduction in gonococ-
cal infections compared with chlamydial infections for EPT.26

The findings show that womenwho decline EPTare at particularly
high risk, indicating likely selection bias in those who are willing
and able to participate in EPT. For this reason, other interventions,
such as doxycycline postexposure prophylaxis, may also be neces-
sary for women who fail to take up EPT.

The uptake of partner delivered HIVST mirrored that doc-
umented by past literature in Kisumu, Kenyawhere 90.8% of part-
ners used HIVST delivered to them.27 Because of the possibility
of STI and HIV coinfection, HIV testing is recommended for in-
dividuals who test positive for STI and concerns with EPT has
been the missed opportunity to test sexual partners receiving EPT
for HIV.28 Human immunology virus self-testing has not been com-
monly used within EPT programs, our results suggest that HIVST
coupled to EPT could facilitate partner testing in settingswhere they
may be reluctant to seek HIV testing elsewhere, provided clear
guidelines are included on what to do in the event that the test result
is positive.

Structural barriers for the implementation of EPT in Kenya
and other SSA countries may include limited access to affordable
ransmitted Diseases • Volume 48, Number 10, October 2021
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STI diagnostic testing, reliance on syndromic STI medication, and
lack of guidelines on EPT. Even when testing is available as in the
POWER study, challenges included long waiting times for the test
results and need to return to the clinic for treatment.29 Syndromic
approach for female STI syndromes has been found to have a low
diagnostic accuracy, to be less effective than diagnostic approach,
and could be undermined by the rising numbers of asymptomatic
cases of STIs.11,16 There is a need for cheaper point-of-care STI
diagnostic tests to be included in STI clinics to address the high
asymptomatic STIs in AGYW in SSA and to address missed
opportunities for treatment when results are provided days after
sample collection when the woman may not be in a position to
return to the clinic. Lessons can be borrowed from diagnostic
syphilis testing that is already being implemented in antenatal
care clinics.30

Our study had a number of limitations. First, although we
had 124 women testing positive for an STI, logistical challenges
for implementation of EPT like long turnaround time of the results
and women having to return to the clinic for treatment reduced the
sample size. In addition, a quarter (17/63) of the women enrolled
did not return for the assessment visit, further reducing our sample
size. By excluding this large percentage of the sample, we may not
know whether their outcomes would have been similar or different
from those observed. The small sample size also limited our power
to detect differences in rates of reinfection with gonorrhea and
chlamydial infection. Second, the reported information from
women on whether their partners took the medication or HIVST
may be subject to social desirability bias. Finally, several factors
(which our study did not explore) need to be considered before
we can be certain that the women actually had a reinfection.
These include whether the treatment given was actually taken,
women had unprotected sex with the infected partner on the day of
treatment, or had sex with new partners who may have been unaware
of an STI.

Etiologic STI testing in PrEP has unmasked a high preva-
lence and incidence of STIs among African AGYW in a continent
where syndromic diagnostic approach is widely being used. Mov-
ing toward etiologic diagnosis and effective partner treatment
services will be crucial for successful STI control. Our findings
suggest that the model of EPT and secondary distribution of
HIVST to partners were acceptable to both the women and their
male partners. The high acceptability and uptake of partner HIVST
coupled with STI medication is a promising intervention for ad-
dressing the concerns of missed opportunities for HIV testing in
EPT. Larger studies should evaluate the feasibility and cost effec-
tiveness of this model.
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