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Rural women’s preferences for cervical cancer
screening via HPV self-sampling: a discrete
choice experiment study in chidamoyo, Hurungwe
District, Zimbabwe

Mathias Dzobo, MSc; Tafadzwa Dzinamarira, PhD; Michael Strauss, MSc; Tivani Mashamba-Thompson, PhD
BACKGROUND: Cervical cancer screening using HPV self-sampling presents a valuable opportunity to enhance access for underserved and
never-screened women in Zimbabwe. However, to ensure the successful implementation of this innovative approach, it is crucial to understand
the preferences of key stakeholders, particularly women, with regard to the various components of an HPV self-sampling intervention.
OBJECTIVE: This study aimed to elicit rural women’s preferences for HPV self-sampling.
STUDY DESIGN: A DCE questionnaire was administered to 215 women in Chidamoyo, Hurungwe Rural District. Women were asked to
choose between two hypothetical screening choices defined by education, location of services, supervision of self-sampling, comfort of sampling
device, results notification and care after HPV results. Data were analysed using fixed and mixed logistic regression models.
RESULTS: Results indicated that the comfort of the sampling device had the most significant impact on women’s preferences for HPV self-
sampling. Women prioritised facility-based self-sampling, female-supervised self-sampling, and face-to-face education on cervical cancer and
screening methods. The methods of results notification and care after HPV results did not significantly impact women’s choices. The mixed
effects results showed preference heterogeneity in some of the attributes. Interaction analyses suggested that preferences were largely homoge-
nous across the following subgroups: never-screened, previously screened, young and older women. The stratified analysis also showed that pref-
erences were consistent among the four subgroups.
CONCLUSION: Our findings highlight the importance of face-to-face education, comfortable and user-friendly sampling devices, female
health worker supervision and health facility-based self-sampling for cervical cancer screening via HPV self-sampling. These insights could guide
the design of patient-centric interventions to ensure high uptake and increased screening coverage.

Key words: cervical cancer screening, HPV self-sampling, preference, rural women, Zimbabwe
Introduction
Cervical cancer remains a significant
public health challenge globally. An
estimated 660,000 cases and close to
350, 000 deaths of cervical cancer were
recorded in 2022. This statistic marks
an increase from 604, 000 cases and
342, 000 deaths recorded in 2020,
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respectively.1 Disparities in access to
preventive measures like HPV vaccina-
tion and cervical cancer screening serv-
ices exacerbate the disease burden,
particularly in low- and middle-income
countries (LMICs).1

Zimbabwe demonstrates a particu-
larly high cervical cancer burden com-
pared to global averages. Age-
standardised incidence and mortality
rates for 2022 were estimated at 68.2%
and 47.9%, respectively, five times and
seven times the global average.2 Com-
paring these statistics with those of a
developed country can highlight the
gravity of the situation. For instance,
Canada had a markedly lower incidence
rate of 6.6% and a mortality rate of
2.3% for the same period.2 Cervical can-
cer is the most common malignancy
affecting women of childbearing age in
Zimbabwe. Without preventive meas-
ures such as HPV vaccination and cer-
vical cancer screening, an estimated
5 million women are at risk of develop-
ing the disease.3 According to the
World Health Organisation (WHO),
3528 cases and 2318 deaths due to cer-
vical cancer were reported by the coun-
try's Bulawayo and Harare city cancer
registries.2 The screening coverage in
Zimbabwe is very low, with less than
20% of eligible women having been
screened.3 The low screening coverage
is despite the availability of screening
services at most of the country's public
health facilities.
Visual inspection with acetic acid and

cervicography (VIAC) is Zimbabwe's
most common screening modality.
Despite the government's efforts to pro-
vide VIAC screening services in the dis-
trict and provincial health facilities,
screening coverage remains low due to
the low uptake of available services.4

Several individual, socio-cultural, and
health system factors cause the low
uptake and utilisation of screening
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Why was this study conducted?
� HPV-based cervical cancer screening via self-sampling can potentially increase
women’s access to screening, resulting in increased cervical cancer screening
coverage in Zimbabwe. However, the modalities for offering HPV self-sampling
are still to be defined.
� This study explored the HPV self-sampling preferences of women in Chida-
moyo, Hurungwe Rural District in Zimbabwe

Key findings
� The choice of sampling device had the most significant influence on women's
preferences for HPV self-sampling, with women preferring an easy-to-use and
comfortable device
� The delivery method for educational information on cervical cancer and
screening methods, the gender of the health worker supervising self-sampling,
the choice of sampling device and venue for performing self-sampling were
important for determining women’s preferences

What does this add to what is known?
� Our study is one of the few studies and the first in Zimbabwe to explore wom-
en’s preferences for HPV self-sampling using the discrete choice experiment
methodology.
� Implementing education and awareness programmes on cervical cancer and
self-sampling is crucial to increase women’s acceptability and confidence in
HPV-based cervical cancer screening via self-sampling
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services.5 Among them are the lack of
knowledge and awareness, inaccessible
health services, pain and discomfort of
a pelvic examination and societal stigma
and discrimination.5,6 HPV testing is a
recommended screening method which
is highly reproducible and less prone to
examiner error. It enhances the cost-
effectiveness and efficacy of screening
while reducing the burden on health-
care systems by allowing longer screen-
ing intervals for HPV-negative
women.7,8 Additionally, women can
collect cervicovaginal specimens for
HPV testing (HPV self-sampling).
HPV self-sampling is an innovative

screening method that overcomes some
of the barriers associated with a pelvic
exam, leading to increased screening
coverage. Given that cervical cancer
most commonly occurs among never-
screened and under-screened women,
offering HPV self-sampling presents an
excellent opportunity for increasing the
participation of women in screening
programmes.9 The Ministry of Health
and Child Care in Zimbabwe is taking a
commendable step by implementing
HPV testing for primary cervical cancer
2 AJOG Global Reports November 2024
screening. However, to optimise the
implementation of this new approach,
understanding the preferences of key
stakeholders, particularly women,
regarding the various aspects of an
HPV self-sampling intervention is cru-
cial. This knowledge will inform policy
decisions and guide the design of a suc-
cessful nationwide screening program.

In this study, we will present different
HPV self-sampling delivery approaches
to a population of rural women to allow
them to determine preferences for dif-
ferent characteristics of HPV self-sam-
pling. A standard method used in
preference studies is the discrete choice
experiment (DCE). The DCE has been
widely used to guide policy design
within the healthcare sector, including
interventions such as cervical cancer
screening.10−12 To our knowledge, a
DCE survey has not previously been
used to inform decisions about HPV
self-sampling in Zimbabwe. The DCE is
beneficial for obtaining quantitative
data on preferences for services not yet
widely available or implemented in a
specific context, e.g. HPV self-sam-
pling-based cervical cancer screening in
Zimbabwe. The present study aimed to
use a DCE survey to determine prefer-
ences for different characteristics of an
HPV self-sampling intervention for cer-
vical cancer screening among rural
Zimbabwean women. We anticipate
that the findings of this research will
inform healthcare policy and practice,
ensuring that future screening pro-
grammes align closely with client pref-
erences.

Methods
DCE overview
DCE is a robust survey-based method-
ology that elicits consumer preferences
for goods and services.13 The DCE has
been widely used in economic research
but has recently gained traction within
healthcare systems for exploring prefer-
ences for healthcare interventions such
as HIV self-testing14 and differentiated
HIV treatment models.15 It is under-
pinned by solid theoretical grounds
such as Lancaster's economic theory of
value.16 It posits that individuals derive
utility (or well-being) not from the
good itself but rather from the attrib-
utes/characteristics of that good.16,17

The attributes of a good or service can
take various forms known as levels, and
the respondents derived utility changes
with each different level of the
attribute.18

Study setting
A DCE survey was conducted among a
convenient sample of women routinely
visiting Chidamoyo Mission Hospital in
Hurungwe Rural District. Chidamoyo
Mission Hospital is one of the only two
district hospitals in the Hurungwe Rural
District. The estimated population
served by Chidamoyo Mission Hospital
is 32,000 people, with approximately
3200 eligible women.19 In this study, eli-
gible participants were women aged 18
and older. We chose 18 years because it
is the minimal legal age of consent in
Zimbabwe. We excluded women who
failed to provide written consent to par-
ticipate in the study.

Study design
Before conducting the DCE survey, a
comprehensive literature review20 was
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conducted for studies published
between January 2011 and March 2023.
Additionally, formative qualitative
research21 was carried out in April 2023
using a nominal group technique
(NGT). The NGT involved participants
ranking the attributes according to their
importance or relevance. We identified
an initial list of eight characteristics
from the literature review and NGT.
One attribute was unanimously
removed through an iterative process
involving an expert panel of public
health researchers, gynaecologists and
epidemiologists. Using a think-aloud
approach, we conducted a pilot study to
test the chosen attributes and levels
among fourteen purposively sampled
women from the target population.
After considering comments from the
experts, we removed one attribute, and
the wording for some of the attributes
was changed to make it simpler for the
respondents to understand. Supplemen-
tary Table 1 shows the final list of attrib-
utes agreed upon by the researchers for
the DCE study and the definitions used
in this study.
DCE instrument design
Given this study's number of attributes
and levels, the resulting choice pairs
would be too many and pose a signifi-
cant cognitive burden to the respon-
dent. Thus, to reduce the number of
choice sets, we developed a fractional
factorial, unlabeled design of binary
choice sets using the D-optimal design
in StataBE 18 (StataCorp, College Sta-
tion, TX).22 A D-optimal design ensures
that the choice sets (combinations of
different levels for each attribute)
selected to provide a balance of attrib-
utes and levels across the experiment
(orthogonality) and that attributes
within a choice set never take the same
level value (thereby forcing respondents
to trade on all attributes and eliciting
maximum information).23 We gener-
ated 32 choice sets, divided into four
versions, each with eight choice sets, by
including a blocking variable in the
design. On recruitment, participants
were randomly assigned to one of the
four versions.
Sample size
No standardised method for determining
the minimum sample size in DCEs exists.
Johnson and Orme recommended a rule-
of-thumb: nta/c ≥ 500, where n = number
of respondents, t = number of
tasks, a = number of alternatives per task,
and c = the largest number of levels for
any attribute.24 In this DCE, the highest
number of levels in any attribute is three,
and eight binary choices were presented
to each participant (from the total design
of 32). A sample size of 94 was calculated
using the method by Johnson and Orme.
However, to account for the potential loss
of participants, we recruited a minimum
sample size of 110 participants per sub-
group (previously screened/never
screened) for a total sample size of 220.

Eligibility criteria
Participants were eligible for inclusion
in the DCE if they (1) were 18 years and
older, (2) were residents of Chidamoyo
in Hurungwe Rural District, and (3)
could read and write Shona. We
enrolled participants as young as 18
with no prior screening experience
because we were primarily interested in
understanding the characteristics of
HPV self-sampling, which would make
the intervention most acceptable to
women.

Procedures and data collection
Two community health workers
(CHWs) sensitised the women in the
community regarding the study a few
weeks before data collection started
during routine public health outreach
community programmes. The CHWs
explained the study's background and
purpose and encouraged women to par-
ticipate. Data collection took place
between March and April 2024. The
CHWs were responsible for enrolling
study participants who had received
treatment or care at the hospital. They
did so by providing a detailed explana-
tion of the study's background and pur-
pose. The women signed informed
consent forms if they agreed to partici-
pate in the study. The CHWs adminis-
tered paper-based questionnaires in the
Shona language to the participants.
After completing a short series of socio-
demographic and knowledge-related
questions, eight choice sets were pre-
sented to each participant to respond to
by choosing their preferred HPV self-
sampling delivery option. Every woman
was given a laundry pack containing
soap upon completing the questionnaire
to incentivise participation in the study.
The CHWs illustrated the meaning of
choice sets using pictures to improve
participants' understanding of the
attributes and levels (Supplementary
Figure 1).
Statistical analysis
Individual characteristics were explored
descriptively. We estimated participant
preferences by initially running a simple
fixed-effects logit model (Model 1) and
then running a random-effects logit
model (Model 2) for the main effects
using dummy coding of attribute levels.
These models estimate the probability
of choosing one alternative over another
and are commonly used for estimating
model parameters in DCEs that employ
a binary design.15 Model 1 and Model 2
produced similar results, with the mag-
nitude, direction, and significance of
effects broadly consistent. A Hausmann
specification test was run to check for
violations of the assumption of inde-
pendence of irrelevant alternatives (IIA)
underlying the fixed-effects logit
model.25 The Hausmann test returned a
negative result, indicating that a fixed-
effects logit model was more appropri-
ate than a random-effects for estimating
preference data. To explore potential
preference heterogeneity, we ran the
mixed-effects logit model (Model 3)
using Halton draws with 1000 replica-
tions to estimate the relative utility of
each attribute and level. Mixed effects
allow for the relaxing of IIA and an
assessment of heterogeneity across
attributes.26 All analyses were con-
ducted in StataBE 18 (StataCorp, Col-
lege Station, TX).22 The results are
presented as odds ratios (ORs) in rela-
tion to a baseline scenario, which
includes the reference levels for each
attribute Supplementary Table 1.
November 2024 AJOG Global Reports 3
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Interaction effects
To investigate heterogeneity based on
the variability observed with the mean
odds ratio and the standard deviation,
we ran fixed effects models to test the
interactions between socio-demo-
graphic characteristics and the magni-
tude of preferences for the attributes
and levels of HPV self-sampling deliv-
ery approaches. For the first interaction
model (Model 4) we used a dummy var-
iable (previously screened=1, never
screened=0) to investigate heterogeneity
between previously screened and never
screened women. Model 5 was the inter-
action model for age, which used the
dummy variable (age <30=0, age ≥
30=1)
To strengthen the methodological

foundation of our study, we incorpo-
rated the Socio-ecological model as a
conceptual framework to underpin the
DCE study.27 The Socio-ecological
model posits that patients and their
health-related decisions are influenced
by multiple factors: intrapersonal, inter-
personal, community, healthcare, and
health systems. Each attribute of our
DCE, such as the location for perform-
ing self-sampling services, the delivery
method for educational information on
cervical cancer and screening method,
supervision of self-sampling, the com-
fort of the sampling device, notification
of HPV results, care and treatment after
a positive HPV result align with Socio-
ecological model domains. For instance,
the preference for female nurse-super-
vised sampling is tied to the intraper-
sonal construct of the Socio-ecological
model, which may highlight the need
for more individual confidence to per-
form self-sampling without supervision.
Using the Socio-ecological model, we
can offer a more nuanced interpretation
of our findings, highlighting how indi-
vidual, interpersonal, healthcare, com-
munity and health systems factors can
shape preferences for HPV self-sam-
pling.
Ethical approval was granted by the

Human Research Ethics Committee of
the University of Pretoria (548/2022)
and the Medical Research Council of
Zimbabwe (MRCZ/A/2993). Additional
permission was sought and granted by
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the administration of Chidamoyo Mis-
sion Hospital and the Ministry of
Health and Child Care in Zimbabwe.
All eligible participants provided writ-
ten informed consent.

DCE results
Participant characteristics
A total of 222 women participated in
the DCE survey. However, seven
women (3.2%) did not complete the
correct DCE questionnaire and choice
sets and therefore were excluded. Table
presents the characteristics of the 215
women included in the study. Our sam-
ple (N=215) comprised rural women
between 18 and 64 years old. The mean
age of our sample was 37.3. Most partic-
ipants were 30 years and older (139/215;
64.6%), had completed their ordinary
levels (114/215;53%), were married
(158/215;73.5%), did not go to work
(117/215;54.4%) had a net monthly
income of less than 50USD (148/215;
69.2%), stayed within 0−5 km from
their nearest health facility (113/215;
52.6%), had heard of HPV (185/215;
86.0%) and had been screened for cervi-
cal cancer (112/215; 52.1%). Of those
screened for cervical cancer (94/112
(83,9%) had been screened within the
last five years, and (97/112; 86.6%) were
screened using VIAC. The majority
(170/215; 79.1%) were comfortable col-
lecting self-samples for their next cervi-
cal cancer screening appointment.

Main effects
The fixed effects (Model 1) and mixed
effects (Model 3) produced closely simi-
lar results in terms of the direction,
magnitude, and significance of effects
(Supplementary Tables 2 and 3, respec-
tively). Figure shows a forest plot of the
ORs of the main effects means for the
215 participants from the mixed effects
logit regression model (Model 3). Sup-
plementary Table 4 shows the estimates
of the standard deviations (SDs) ORs,
p-values, and confidence intervals (CIs).

Overall, the participants did not pre-
fer to receive educational information
on HPV, cervical cancer and HPV self-
sampling through written material com-
pared to in-person counselling or face-
to-face education (OR 0.609; 95% CI
0.512−0.723). We found no significant
differences in women's preferences for
the location of HPV self-sampling
between home and community-based
self-sampling. Women did not prefer to
perform vaginal self-sampling at their
homes compared to self-collection at
the health facility (OR 0.631; 95% CI
0.515−0.774), nor did they prefer com-
munity-based self-sampling (OR 0.643;
95% CI 0.527−0.783) if all the other
attributes were held constant. Partici-
pants were significantly less likely to
perform self-sampling if a male health
worker supervised them or if they were
unsupervised compared to supervision
by a female health worker (OR 0.488;
95% CI 0.399−0.597 and OR=0.643;
95% CI 0.525−0.788). Among the char-
acteristics of an HPV self-sampling
delivery approach, the comfort of the
sampling device had the most signifi-
cant impact on women's preferences.
Participants were firmly against the use
of an uncomfortable sampling device
for collecting a vaginal sample com-
pared to a device which felt comfortable
if all other attributes remained constant
(OR 0.312; 95% CI 0.247−0.393).
Although the effect was small, women
were less likely to choose a moderately
comfortable device compared to a com-
fortable one for vaginal self-sampling
(OR 0.747; 95% CI 0.624−0.894). We
found no significant preferences regard-
ing how and when participants received
HPV results and care after positive
HPV results.

Interaction effects and stratified
analysis
As revealed in Table 3, the SD, ORs, and
p-values from the mixed-effects logistic
regression model indicate preference
heterogeneity for some attributes. Sup-
plementary Table 5 presents the interac-
tion analysis results, first showing the
differences in preferences between
women 18−29 years years and women
≥30 years (Model 4) and then between
never-screened women and previously-
screened women (Model 5). Preferences
were largely similar for women 18
−29 years and women ≥30 years. They
only differed in preferences regarding
methods of results notification and
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TABLE
DCE participant characteristics

Variable
Participants
(N=215), n (%)

Age (years)

Mean age (standard deviation) 37.24 (12.2)

Age groups

18−29 years 76 (35.3)

30 years and older 139 (64.6)

Highest education level

*Ordinary level 114 (53.0)

*Primary 63 (29.3)

*Tertiary 24 (11.2)

None 9 (4.2)

*Advanced level 5 (2.3)

Marital status

Married 158 (73.5)

Divorced 23 (10.7)

Widowed 20 (9.3)

Single 11 (5.1)

Co-habiting 3 (1.4)

Employment status

Unemployed 117 (54.4)

Employed full-time 57 (26.5)

Employed part-time 41 (19.1)

Monthly income in USD($)

<50 148 (69.2)

50−100 26 (22.15)

100−200 26 (22. 15)

>200 14 (6.5)

Distance to nearest health facility (km)

0−5 113 (52.6)

5−10 51 (23.8)

>10 51 (23.8)

HPV knowledge (Have you ever heard of HPV?)

Yes 185 (86.0)

No 30 (14.0)

Cervical cancer screening (Have you been screened for cervical cancer?)

Yes 112 (52.1)

No 103 (47.9)

Last screening visit for those who were screened (n=112)

Less than 5 y ago 94 (83.9)

More than 5 y ago 18 (16.1)

Dzobo. Rural women's preferences for cervical cancer screening via HPV Self-sampling: a discrete choice experiment
study in Chidamoyo, Hurungwe District, Zimbabwe. AJOG Glob Rep 2024. (continued)
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treatment after a positive HPV result,
however, the effect was small. Women
≥ 30 years were less likely to prefer
home delivery of results (OR=0.823;
95% CI 0.687−0.986) and same-day
screen and treatment, respectively
(OR=0.816; 95% CI 0.712−0.937).
Although preferences between never-
screened and previously screened
women were primarily consistent, pre-
viously screened women were less likely
to prioritise same-day screening and
treatment (OR=0.843; 95% CI 0.720
−0.986).
Stratified models were run to explore

each of the four subgroups' preferences
in detail. Supplementary Table 6 shows
the results (main effects) of the four
stratified models for women 18
−29 years (Model 6), women ≥ 30 years
(Model 7), never-screened women
(Model 8), and previously screened
women (Model 9). The stratified analy-
sis similarly showed that preferences for
women who had never been screened,
who had previously been screened, who
were 18−29 years, and ≥30 years were
largely consistent, as shown by the
effects in the same direction. The pref-
erence structures for Models 6-9 are
also generally consistent with the main
effect results from the entire sample, as
shown in Figure. This further confirms
women's preferences for the different
attributes and levels and helps under-
stand the nuances in the attributes
where preferences diverge. The results
of the stratified analyses revealed that
the choice of sampling device was the
most significant driver of preferences
across all four subgroups (Models 6−9),
which confirms the results of the main
effects of the full sample. Although pref-
erences were similar across all four sub-
groups, women aged 30 years and older
were less likely to prioritise home deliv-
ery of results (OR=0.789; 95% CI 0.627
−0.993) and same-day treatment
(OR=0.764; 95% CI 0.621−0.941).

Discussion
This is the first study to investigate
women's preferences for HPV self-sam-
pling using the DCE methodology in
Zimbabwe. This study revealed signifi-
cant preferences for health facility self-
November 2024 AJOG Global Reports 5
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TABLE
DCE participant characteristics (continued)

Variable
Participants
(N=215), n (%)

Method of screening for those who were screened (n=112)

VIAC 97 (86.6)

HPV testing 13 (11.6)

PAP smear 2 (1.8)

Comfortability with HPV self-sampling (How comfortable are you with the
HPV self-sampling for cervical cancer screening?)

Very comfortable 170 (79.1)

Moderately comfortable 23 (10.7)

Neutral 12 (5.7)

Somewhat comfortable 7 (3.3)

Very uncomfortable 3 (1.4)
* Primary-grade 1-7, ordinary level- form 1-4, advanced level- form 5-6, tertiary-vocational training, college, university.

Dzobo. Rural women's preferences for cervical cancer screening via HPV Self-sampling: a discrete choice experi-
ment study in Chidamoyo, Hurungwe District, Zimbabwe. AJOG Glob Rep 2024.
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sampling, female health worker-super-
vised self-sampling, face-to-face educa-
tion on cervical cancer and the use of
comfortable sampling devices for col-
lecting a vaginal sample. Identifying
women's preferences for HPV-based
cervical cancer screening via self-sam-
pling will enable the government of
FIGURE
Mixed effects logit model (main effec

Dzobo. Rural women's preferences for cervical cancer screening
2024.
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Zimbabwe, through the Ministry of
Health and Child Care, and relevant
stakeholders to make informed deci-
sions when designing cervical cancer
screening programmes for nationwide
screening.

Overall, this study revealed a general
preference for using comfortable and
ts)

via HPV Self-sampling: a discrete choice experiment study in C
ease-to-use sampling devices compared
to sampling devices that were uncom-
fortable or difficult to use. This finding
was the most critical driver of preferen-
ces in our study, and it expands on our
earlier qualitative findings from a nomi-
nal group workshop, where women
reported using a metal speculum as a
barrier to attending screening.21 A sys-
tematic review by Nishimura et al.
revealed that women preferred a sam-
pling device resembling a basic cotton
swab, which they perceived to be com-
fortable.28 Another study by Bishop et
al. shows that women preferred an easy-
to-use swab that was likely to cause less
pain during specimen collection.29

Women's acceptability of a sampling
device also depends on the availability
of easy-to-follow instructions, which
are culturally sensitive and in a language
most women can understand.30 How-
ever, we note the need for more evi-
dence from the literature on preferences
for sampling devices, especially in
LMICs, and this warrants further
research on the subject.
Participants in this study preferred

health facility-based self-sampling com-
pared to home or community-based
self-sampling. Our findings concur with
hidamoyo, Hurungwe District, Zimbabwe. AJOG Glob Rep
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findings from the DCE study that
revealed negative preferences for home
self-sampling due to reasons ranging
from low confidence to performing self-
sampling independently and concerns
about losing specimens or contaminat-
ing them.23 However, our findings con-
tradict a systematic review by
Nishimura et al., which revealed a
stronger preference for home self-sam-
pling among women in high-income
countries.28 The difference in preferen-
ces could be explained by factors such
as education level, income, and access
to healthcare resources, which can vary
across different socio-economic groups
and impact women's decisions for self-
sampling venues. It is also imperative to
note that women's preference for self-
sampling at the health facility enables
integrated healthcare delivery, which
has its own positives, such as cost-cut-
ting by ensuring the health facility is a
one-stop shop for sexual and reproduc-
tive health services for women. In line
with expectations for self-care interven-
tions to increase access to healthcare
services, more education is needed to
increase the confidence of women to
perform self-sampling in the comfort of
their homes with little or no help from
a health provider. Future studies must
investigate the reasons behind women's
tradeoffs for the convenience associated
with home self-sampling compared to
travelling long distances, sometimes
over 10km, to access health facility-
based self-sampling services.
Additionally, women preferred to

receive education and information on
cervical cancer, HPV, and self-sampling
through face-to-face education or in-
person counselling with health workers
compared to having written material or
infographics. The women's choice for
face-to-face interaction with a health
worker to receive education on cervical
cancer and HPV self-collection may be
because at least a third of the women
participants did not attain education
beyond the primary level and, therefore,
would be more comfortable having a
health worker explain to them. The
dependence of women on health work-
ers and the need to ask further ques-
tions could also have been a reason for
the preference for face-to-face delivery
of educational information, and this
corroborates our findings on women’s
preference for health facility-based self-
sampling. Our findings are supported
by a qualitative study conducted in
South Africa where women were satis-
fied with verbal explanations by a health
provider and did not find added value
in receiving information through writ-
ten material or diagrams.31 Based on
our findings, it is important to design
educational programmes that are cul-
ture-sensitive and in local native lan-
guages and include community health
workers in disseminating the informa-
tion. Other modes of education delivery,
such as radio, can be explored to cater
to women who are restricted by distance
from accessing the nearest health facili-
ties or who may have missed appoint-
ments with health workers teaching
about cervical cancer.

Significant value was placed on hav-
ing female supervision or assistance
when performing self-sampling com-
pared to male supervision or having no
supervision. This finding illustrates cul-
tural beliefs' influence on women’s
acceptability and preference for self-
sampling screening.32 In a scoping
review, we revealed that embarrassment
was a significant barrier to women par-
ticipating in cervical cancer screening,
and it is reportedly high if the health
worker is of the opposite gender.6 This
is not surprising given the patriarchal
nature of the study setting, where
women face challenges such as spousal
refusal to participate in screening activi-
ties.20 Given the impact of this charac-
teristic on women's decision-making,
there is a need to educate women ade-
quately to improve their confidence and
efficacy to perform self-sampling cor-
rectly and independently. This is partic-
ularly important for understaffed
regions to reduce available health work-
ers' workload while maintaining the
efficiency of the cervical cancer screen-
ing programme.

Based on the main effects results of
the total sample, the notification of
HPV results and linkage to care and
treatment after positive HPV results did
not emerge as significant drivers of
preferences in our study, seemingly
contradicting findings from a DCE
study in South Africa, where there was
a significant preference for same-day
treatment.11 The notification of HPV
results and linkage to care and treat-
ment after positive HPV results were
key characteristics of HPV self-sam-
pling in the qualitative study we con-
ducted earlier.21 Therefore we value
ensuring timely notification of HPV
results to clients and the availability of
free and easy-to-access treatment serv-
ices after an HPV result. The availability
of mobile telecommunication services
provides an excellent opportunity to
inform clients of results and minimise
loss to follow-up, which is a significant
drawback of cervical cancer screening
programmes in LMICs. Another way to
mitigate the loss of women to follow-up
is same-day treatment by using point-
of-care technologies such as benchtop
analysers like the Cepheid GeneXpert,
which are widely available in Zimbabwe
for routine TB and HIV diagnosis.
Our analysis found evidence of pref-

erence heterogeneity, which is revealed
by differences in preferences. This is an
important revelation since it highlights
that although the majority of women
prioritise specific preference structures,
some women will still prefer other
delivery approaches for HPV self-sam-
pling. The interaction analysis in our
study explored the possibility that the
source of the heterogeneity could be the
screening experience and age of the par-
ticipants by looking at the following
subgroups: never-screened, previously-
screened women, women 18−29 years
and women aged 30 years and older.
Overall, the interaction analysis results
suggest that preference structures were
largely homogeneous among never-
screened, previously screened, young
and older women. However, young
women (18−29 years) and never
screened women favoured same-day
screening and treatment compared to
older women (≥30 years) and women
with screening experience. This could
be explained by the fact that most
women who are 18−29 years old are
ineligible for screening under the cur-
rent screening guidelines in Zimbabwe
November 2024 AJOG Global Reports 7
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and, therefore, consider HPV testing
and same-day screening to be an accept-
able screening option when they are eli-
gible for cervical cancer screening. This
is not the case for older women who are
used to VIAC-based cervical cancer
screening. Given the proven benefits of
HPV testing via self-sampling and the
added advantage of same-day treat-
ment, it is essential to educate women
of all ages on HPV testing via self-sam-
pling to ensure increased demand for
the intervention, which is critical to
increasing screening coverage. The
stratified models for screening experi-
ence and age were largely consistent,
showing that the choice of sampling
device was the most significant factor
driving women's preferences for HPV
self-sampling in rural Zimbabwe. It is
possible that preference heterogeneity
was due to other factors not explored in
this study. Future studies must investi-
gate this further to explore other sour-
ces of heterogeneity, such as level of
education and income status.
Moreover, when viewed through the

lens of the Socio-ecological model, our
study findings offer significant insights
into women’s decision-making process,
highlighting the interplay of factors in
determining acceptable delivery
approaches for HPV self-sampling. At
the Individual level, women prioritised
health-facility-based self-sampling com-
pared to self-sampling at home, which
may reflect the lack of expertise or con-
fidence to perform the procedure inde-
pendently. It may also reveal women’s
trust in the capabilities of health work-
ers, which aligns with the interpersonal
construct of the Socio-ecological model.
Women’s preference for a comfortable
sampling device aligns with the individ-
ual construct of the Socio-ecological
model, which highlights women’s will-
ingness to perform self-sampling cor-
rectly if the device is comfortable. The
study findings revealed a preference for
female supervision compared to male
supervision, highlighting the Socio-eco-
logical model’s intrapersonal and com-
munity domains. The feeling of
embarrassment when supervised by a
8 AJOG Global Reports November 2024
male health worker and the unwilling-
ness of most male spouses to have their
wives exposed to another male may
have prompted women to prefer female
supervision.

From the demand side, women made
significant tradeoffs against attributes
such as results notification and linkage
to care, which align more with the
health systems domain of the Socio-eco-
logical model, representing the supply
side of a cervical cancer screening inter-
vention. These findings demonstrate
that, although user preferences are
essential in designing interventions,
there is the supply side of the interven-
tion, which needs the input of the pro-
gramme managers and policymakers. In
this case, policymakers should create
programmes that ensure timely results
notification, particularly same-day
screen and treat programmes, which
have been found to reduce the number
of women lost to follow-up and
improve programme efficiencies at the
population level.33
Strengths and limitations
The findings of this study demonstrate
the utility of a DCE methodology to
elicit information about consumers'
ability to make tradeoffs about different
characteristics of healthcare services to
align with their preferences. This study
revealed the importance of understand-
ing preferences for HPV self-sampling
among rural women that are tradition-
ally disadvantaged due to socio-cultural
factors which limit their access to and
use of sexual reproductive health serv-
ices. However, limiting the study to
rural women in Chidamoyo, Hurungwe,
means that the study findings, though
useful, may not be generalisable to
women in other rural contexts and
urban women. Further research is
needed to understand the preferences of
women in non-rural contexts. We fol-
lowed one of the recommended rules of
thumb to calculate an adequate sample
size to draw meaningful conclusions.
However, the participants were not ran-
domly selected and may not represent
the study population. To mitigate the
non-randomness of the sample, we ran-
domly assigned participants to the four
versions of the DCE design. This study
used a design without an opt-out option
to maximise the information about par-
ticipant tradeoffs. Therefore, our results
are only necessary for understanding
overall preferences for HPV self-sam-
pling delivery strategies but cannot be
used as a predictor for demand since
there was no reliable anchor for willing-
ness to perform self-sampling for cervi-
cal cancer screening. We did not
include cost as an attribute for our
DCE, considering how it impacts the
real-world tradeoffs individuals face
when making decisions. This is so
because the majority of sexual and
reproductive health programmes in
rural Zimbabwe, including HIV serv-
ices, are offered for free at government
institutions.
Conclusion
This research highlights the importance
of understanding the drivers of choice
when designing interventions that will
facilitate the uptake of cervical cancer
screening. This is particularly important
in Zimbabwe, where the Ministry of
Health and Child Care is introducing
HPV testing for primary cervical cancer
screening. Our study augments the
WHO’s call for self-care interventions
to promote health equality among
women. Key findings from this study
emphasise the importance of educating
women on cervical cancer and screen-
ing methods and using acceptable sam-
pling devices that are comfortable and
easy to use to promote the uptake of
self-sampling screening. This study
emphasises how patients depend on
healthcare workers for most of their
healthcare needs. Educating and raising
awareness among patients about using
self-care services, especially in resource-
constrained settings like Zimbabwe, is
crucial to promote task shifting. Further
research is needed to understand how
the preference for cervical cancer
screening through self-sampling trans-
lates into real-world uptake. &

http://www.ajog.org


ajog.org Original Research
Author contributions
Study conceptualisation: MD, TD, and TMT.
Data curation: MD Formal analysis: MD. Fund-
ing acquisition: MD. Investigation: MD. Method-
ology: MD, MS. Software: TMT. Study
supervision and data validation: TD, TMT.
Designed figures and tables: MD, MS. Writing
original draft of the manuscript: MD. Review
and editing the manuscript: TMT, TD. All
authors read and approved the final version of
the manuscript, had full access to all the data,
and were responsible for the decision to submit
it for publication.

Data sharing
The data are available from the corresponding
author upon request.

Acknowledgments
We are grateful to all the women from Chidamoyo
Village, health workers and community leaders
who participated in and supported this research
study. During the preparation of this work, the
author(s) used Grammarly (v1.2.82.1436) to
improve grammar use. After using this tool/ser-
vice, the author(s) reviewed and edited the con-
tent as needed and take(s) full responsibility for
the content of the publication.

Patient consent
All eligible participants provided written
informed consent.

Supplementary materials
Supplementary material associated with
this article can be found in the online
version at doi:10.1016/j.xagr.2024.
100414.

REFERENCES

Ta g ge d AP T AR A Li s tI t em1 Ta g ge d AP T AR AE n d. W.H.O. Cervical cancer. 2024. https://www.
who.int/news-room/fact-sheets/detail/cervical-
cancer?gad_source=1&gclid=CjwKCAjwo-
POwBhAeEiwAJuXRh8q8tel_yxmHdv0w-
J4Ot_2_q5IimEbT4hgZvLb2vT8RQ9OjQbS4bi-
hoCx48QAvD_BwE (accessed 14 April 2024
2024).
2. I.A.R.C. The Global Cancer Observatory:
Statistics at a glance, 2022. 2024. https://gco.
iarc.who.int/today/en/fact-sheets-popula-
tions#global (accessed 14 April 2024 2024).
3. Zimbabwe IARC. Human papillomavirus and
related cancers. Fact Sheet 2023. 2023
https://www.google.com/search?q=Zimbabwe
+HPV+information+centre+2023&oq=Zim-
babwe+HPV+informat ion+centre
+2023&gs_lcrp=EgZjaHJvbWUyBggAEEUYO-
TIHCAEQIRigAdIBCTExODkxajBqN6gCCLA-
CAQ&sourceid=chrome&ie=UTF-8. accessed
13 April 2024 2024.
4. Murewanhema G, Dzobo M, Moyo E, Moyo
P, Mhizha T, Dzinamarira T. Implementing HPV-
DNA screening as primary cervical cancer
screening modality in Zimbabwe: Challenges and
recommendations. Sci African 2023;21:e01889.
5. Black E, Hyslop F, Richmond R. Barriers
and facilitators to uptake of cervical cancer
screening among women in Uganda: a system-
atic review. BMC Women's Health 2019;19
(1):108.
6. Dzobo M, Dzinamarira T, Maluleke K, Jaya
ZN, Kgarosi K, Mashamba-Thompson TP.
Mapping evidence on the acceptability of
human papillomavirus self-sampling for cervical
cancer screening among women in sub-
Saharan Africa: a scoping review. BMJ Open
2023;13(4):e062090.
7. Costa S, Verberckmoes B, Castle PE, Arbyn
M. Offering HPV self-sampling kits: an updated
meta-analysis of the effectiveness of strategies
to increase participation in cervical cancer
screening. Br J Cancer 2023;128(5):805–13.
8. W.H.O. WHO recommends DNA testing as
a first-choice screening method for cervical
cancer prevention. 2021. https://www.who.int/
europe/news/item/11-09-2021-who-recom-
mends-dna-testing-as-a-first-choice-screen-
ing-method-for-cervical-cancer-prevention
(accessed 13 April 2024 2024).
9. C.D.C. Cervical Cancer is Preventable.
2020. https://www.cdc.gov/vitalsigns/cervical-
cancer/index.html#:»:text=More%20than
%2050%25%20of%20all,5%20years%20of
%20their%20lives. (accessed 14 April 2024).
10. Chamot E, Mulambia C, Kapambwe S,
et al. Preference for human papillomavirus
−based cervical cancer screening: results of a
choice-based conjoint study in Zambia. J
Lower Genital Tract Dis 2015;19(2):119–23.
11. Oberlin AM, Pasipamire T, Chibwesha CJ.
Exploring women's preferences for HPV-based
cervical cancer screening in South Africa. Int J
Gynaecol Obstet 2019;146(2):192–9.
12. Wordsworth S, Ryan M, Ska

�
tun D, Waugh

N. Women's preferences for cervical cancer
screening: a study using a discrete choice
experiment. Int J Technol Assess Health Care
2006;22(3):344–50.
13. Szinay D, Cameron R, Naughton F, Whitty
JA, Brown J, Jones A. Understanding uptake
of digital health products: methodology tutorial
for a discrete choice experiment using the
Bayesian efficient design. J Med Internet Res
2021;23(10):e32365.
14. Sibanda EL, d'Elb�ee M, Maringwa G, et al.
Applying user preferences to optimize the con-
tribution of HIV self-testing to reaching the "first
90" target of UNAIDS Fast-track strategy:
results from discrete choice experiments in
Zimbabwe. J Int AIDS Soc 2019;22(Suppl 1):
e25245.
15. Strauss M, George G, Mantell JE, et al.
Optimizing differentiated HIV treatment models
in urban Zimbabwe: assessing patient
preferences using a discrete choice experi-
ment. AIDS Behav 2021;25:397–413.
16. Lancaster KJ. A new approach to con-
sumer theory. J Politic Econ 1966;74(2):132–
57.
17. Lancsar E, Louviere J. Conducting discrete
choice experiments to inform healthcare deci-
sion making: a user’s guide. Pharmacoeco-
nomics 2008;26:661–77.
18. Obadha M, Barasa E, Kazungu J, Abiiro
GA, Chuma J. Attribute development and level
selection for a discrete choice experiment to
elicit the preferences of health care providers
for capitation payment mechanism in Kenya.
Health Econ Rev 2019;9(1):30.
19. Fitzpatrick MB, El-Khatib Z, Katzenstein D,
Pinsky BA, Chirenje ZM, McCarty K. Commu-
nity-based self-collected human papillomavirus
screening in rural Zimbabwe. BMC Public
Health 2019;19(1):603.
20. Dzobo M, Dzinamarira T, Jaya Z, Kgarosi
K, Mashamba-Thompson T. Experiences and
perspectives regarding Human papillomavirus
self-sampling in sub-Saharan Africa: a system-
atic review of qualitative evidence. Heliyon
2024: e32926.
21. Dzobo M, Dzinamarira T, Murewanhema G,
et al. Co-creation of human papillomavirus self-
sampling delivery strategies for cervical cancer
screening in rural Zimbabwe: nominal group tech-
nique. Front Public Health 2023;11:1275311-.
22. StataCorp. Stata Statistical Software:
Release 18. 2023. https://www.stata.com/
(accessed 13 April 2024.
23. Campbell HE, Gray AM, Watson J, et al.
Preferences for interventions designed to
increase cervical screening uptake in non-
attending young women: How findings from a
discrete choice experiment compare with
observed behaviours in a trial. Health Expecta-
tions 2020;23(1):202–11.
24. Orme BK. Getting started with conjoint
analysis: strategies for product design and pric-
ing research. (No Title) 2006.
25. Hausman J, McFadden D. Specification
tests for the multinomial logit model. Econo-
metrica 1984;52(5):1219–40.
26. Louviere JJ, Hensher DA, Swait JD. Stated
choice methods: analysis and applications.
Cambridge university press; 2000.
27. Bronfenbrenner U. Toward an experimen-
tal ecology of human development. Am Psy-
chologist 1977;32(7):513.
28. Nishimura H, Yeh PT, Oguntade H, Ken-
nedy CE, Narasimhan M. HPV self-sampling for
cervical cancer screening: a systematic review
of values and preferences. BMJ Glob Health
2021;6(5):e003743.
29. Bishop E, Katz ML, Reiter PL. Acceptability
of human papillomavirus self-sampling among a
national sample of women in the United States.
BioRes Open Access 2019;8(1):65–73.
30. Kohler RE, Elliott T, Monare B, et al. HPV
self-sampling acceptability and preferences
November 2024 AJOG Global Reports 9

https://doi.org/10.1016/j.xagr.2024.100414
https://doi.org/10.1016/j.xagr.2024.100414
https://www.who.int/news-room/fact-sheets/detail/cervical-cancer?gad_source=1&gclid=CjwKCAjwoPOwBhAeEiwAJuXRh8q8tel_yxmHdv0wJ4Ot_2_q5IimEbT4hgZvLb2vT8RQ9OjQbS4bihoCx48QAvD_BwE
https://www.who.int/news-room/fact-sheets/detail/cervical-cancer?gad_source=1&gclid=CjwKCAjwoPOwBhAeEiwAJuXRh8q8tel_yxmHdv0wJ4Ot_2_q5IimEbT4hgZvLb2vT8RQ9OjQbS4bihoCx48QAvD_BwE
https://www.who.int/news-room/fact-sheets/detail/cervical-cancer?gad_source=1&gclid=CjwKCAjwoPOwBhAeEiwAJuXRh8q8tel_yxmHdv0wJ4Ot_2_q5IimEbT4hgZvLb2vT8RQ9OjQbS4bihoCx48QAvD_BwE
https://www.who.int/news-room/fact-sheets/detail/cervical-cancer?gad_source=1&gclid=CjwKCAjwoPOwBhAeEiwAJuXRh8q8tel_yxmHdv0wJ4Ot_2_q5IimEbT4hgZvLb2vT8RQ9OjQbS4bihoCx48QAvD_BwE
https://www.who.int/news-room/fact-sheets/detail/cervical-cancer?gad_source=1&gclid=CjwKCAjwoPOwBhAeEiwAJuXRh8q8tel_yxmHdv0wJ4Ot_2_q5IimEbT4hgZvLb2vT8RQ9OjQbS4bihoCx48QAvD_BwE
https://www.who.int/news-room/fact-sheets/detail/cervical-cancer?gad_source=1&gclid=CjwKCAjwoPOwBhAeEiwAJuXRh8q8tel_yxmHdv0wJ4Ot_2_q5IimEbT4hgZvLb2vT8RQ9OjQbS4bihoCx48QAvD_BwE
https://gco.iarc.who.int/today/en/fact-sheets-populations#global
https://gco.iarc.who.int/today/en/fact-sheets-populations#global
https://gco.iarc.who.int/today/en/fact-sheets-populations#global
https://www.google.com/search?q=Zimbabwe+HPV+information+centre+2023&oq=Zimbabwe+HPV+information+centre+2023&gs_lcrp=EgZjaHJvbWUyBggAEEUYOTIHCAEQIRigAdIBCTExODkxajBqN6gCCLACAQ&sourceid=chrome&ie=UTF-8
https://www.google.com/search?q=Zimbabwe+HPV+information+centre+2023&oq=Zimbabwe+HPV+information+centre+2023&gs_lcrp=EgZjaHJvbWUyBggAEEUYOTIHCAEQIRigAdIBCTExODkxajBqN6gCCLACAQ&sourceid=chrome&ie=UTF-8
https://www.google.com/search?q=Zimbabwe+HPV+information+centre+2023&oq=Zimbabwe+HPV+information+centre+2023&gs_lcrp=EgZjaHJvbWUyBggAEEUYOTIHCAEQIRigAdIBCTExODkxajBqN6gCCLACAQ&sourceid=chrome&ie=UTF-8
https://www.google.com/search?q=Zimbabwe+HPV+information+centre+2023&oq=Zimbabwe+HPV+information+centre+2023&gs_lcrp=EgZjaHJvbWUyBggAEEUYOTIHCAEQIRigAdIBCTExODkxajBqN6gCCLACAQ&sourceid=chrome&ie=UTF-8
https://www.google.com/search?q=Zimbabwe+HPV+information+centre+2023&oq=Zimbabwe+HPV+information+centre+2023&gs_lcrp=EgZjaHJvbWUyBggAEEUYOTIHCAEQIRigAdIBCTExODkxajBqN6gCCLACAQ&sourceid=chrome&ie=UTF-8
https://www.google.com/search?q=Zimbabwe+HPV+information+centre+2023&oq=Zimbabwe+HPV+information+centre+2023&gs_lcrp=EgZjaHJvbWUyBggAEEUYOTIHCAEQIRigAdIBCTExODkxajBqN6gCCLACAQ&sourceid=chrome&ie=UTF-8
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0004
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0004
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0004
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0004
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0004
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0005
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0005
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0005
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0005
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0005
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0006
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0006
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0006
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0006
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0006
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0006
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0006
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0007
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0007
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0007
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0007
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0007
https://www.who.int/europe/news/item/11-09-2021-who-recommends-dna-testing-as-a-first-choice-screening-method-for-cervical-cancer-prevention
https://www.who.int/europe/news/item/11-09-2021-who-recommends-dna-testing-as-a-first-choice-screening-method-for-cervical-cancer-prevention
https://www.who.int/europe/news/item/11-09-2021-who-recommends-dna-testing-as-a-first-choice-screening-method-for-cervical-cancer-prevention
https://www.who.int/europe/news/item/11-09-2021-who-recommends-dna-testing-as-a-first-choice-screening-method-for-cervical-cancer-prevention
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
https://www.cdc.gov/vitalsigns/cervical-cancer/index.html#:~:text=More%20than%2050%25%20of%20all,5%20years%20of%20their%20lives
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0010
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0010
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0010
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0010
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0010
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0011
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0011
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0011
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0011
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0012
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0012
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0012
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0012
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0012
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0012
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0013
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0013
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0013
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0013
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0013
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0013
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0014
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0014
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0014
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0014
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0014
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0014
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0014
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0014
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0015
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0015
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0015
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0015
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0015
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0016
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0016
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0016
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0017
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0017
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0017
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0017
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0018
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0018
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0018
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0018
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0018
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0018
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0019
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0019
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0019
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0019
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0019
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0020
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0020
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0020
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0020
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0020
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0020
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0021
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0021
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0021
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0021
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0021
https://www.stata.com/
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0023
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0023
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0023
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0023
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0023
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0023
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0023
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0025
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0025
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0025
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0026
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0026
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0026
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0027
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0027
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0027
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0028
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0028
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0028
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0028
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0028
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0029
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0029
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0029
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0029
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0030
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0030
http://www.ajog.org


Original Research ajog.org
among women living with HIV in Botswana. Int
J Gynaecol Obstet 2019;147(3):332–8.
31. Saidu R, Moodley J, Tergas A, et al. South
African women's perspectives on self-sampling for
cervical cancer screening: a mixed-methods study.
Samj South African Med J 2019;109(1):47–52.
10 AJOG Global Reports November 2024
32. Ploysawang P, Pitakkarnkul S, Kolaka
W, et al. Acceptability and Preference for
Human Papilloma Virus Self-Sampling among
Thai Women Attending National Cancer Insti-
tute. Asian Pac J Cancer Prev 2023;24
(2):607–12.
33. WHO Guidelines Approved by the
Guidelines Review Committee. WHO Guide-
lines for screening and treatment of precan-
cerous lesions for cervical cancer
prevention. Geneva: World Health Organiza-
tion; 2013.

http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0030
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0030
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0031
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0031
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0031
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0031
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0032
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0032
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0032
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0032
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0032
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0032
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0033
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0033
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0033
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0033
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0033
http://refhub.elsevier.com/S2666-5778(24)00108-4/sbref0033
http://www.ajog.org

	Rural women's preferences for cervical cancer screening via HPV self-sampling: a discrete choice experiment study in chidamoyo, Hurungwe District, Zimbabwe
	Introduction
	Methods
	DCE overview
	Study setting
	Study design
	DCE instrument design
	Sample size
	Eligibility criteria
	Procedures and data collection
	Statistical analysis
	Interaction effects

	DCE results
	Participant characteristics
	Main effects
	Interaction effects and stratified analysis
	Discussion
	Strengths and limitations

	Conclusion
	Author contributions
	Data sharing
	Acknowledgments
	Patient consent

	Supplementary materials
	References



