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Background: Innovative strategies are essential to meet the World Health Organization's 90/70/90 cervical cancer elimination targets, aiming for 90% access to precancer treatment globally by 2030. In low-and middle-income countries (LMICs) where most cervical cancer cases occur, access to precancer treatment is severely limited. Scalable solutions like self-administered topical therapies can help close this gap. In a recent Phase I trial (ClinicalTrials.gov NCT05362955), we demonstrated safety and adherence to self-administered intravaginal 5% 5-Fluorouracil (5FU) cream as an adjuvant therapy for cervical precancer among women living with HIV (WLWH) in rural Kenya. To understand women's experiences with self-administered 5FU, we evaluated the acceptability of this intervention among trial participants.



Methods: All 12 participants from the Phase I trial completed a structured questionnaire and in-depth semi-structured interviews in their preferred language, focusing on their experiences with 5FU self-administration, challenges faced, and overall acceptability of the intervention, including whether they would use it again or recommend it to someone who needed it. Quantitative data were analyzed using descriptive statistics. In the qualitative study, acceptability was defined as “the perception that a given treatment is agreeable, palatable, or satisfactory.” A thematic analysis was conducted using five dimensions of acceptability: content, complexity, comfort, delivery, and credibility.



Results: The mean age was 43.9 years (SD 4.4), and seven (58%) had primary education or less. While some participants reported feelings of uncertainty when they started using 5FU, at the end of the study, all 12 participants strongly agreed that the cream was safe and were confident they used it correctly. Most participants (91.7%) experienced no discomfort with the vaginal applicator, and most reported using tampons overnight after 5FU use, as recommended. Qualitative findings revealed that favorable perceptions of self-administered 5FU were driven by its ease of use, the discrete nature of the treatment, and the comfort of home application. The main challenges included correctly measuring the study drug, finding a private place at home to self-administer, and the need to use condoms during treatment. Compared to their previous ablation or excision treatments, participants found 5FU to be less painful, and all would prefer a self-administered treatment instead of a procedure if it were an option.



Conclusion: Self-administered intravaginal 5FU as an adjuvant treatment for cervical precancer among women living with HIV in Kenya was highly acceptable. Randomized studies of 5FU and other topical therapies in LMICs are needed to evaluate their use in closing the current precancer treatment gaps in these settings.
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Introduction

Although cervical cancer is preventable, it is the second most common cancer among women worldwide (1). Global trends of cervical cancer represent a dire health inequity, with 85% of incident cases and 90% of deaths occurring in low- and middle-income countries (LMICs) (1), due to lack of access to known primary and secondary prevention tools. The burden of cervical cancer is particularly pronounced in sub-Saharan Africa (SSA), a reflection of the lack of established health systems (2), and the dual epidemics of human immunodeficiency virus (HIV) and human papillomavirus (HPV) (3). As a result, cervical cancer is the leading cause of preventable premature cancer deaths in LMICs (4). In 2020, the World Health Organization (WHO) launched the 90/70/90 global strategy to eliminate cervical cancer, calling for a (1) 90% HPV vaccination rate for girls, (2) 70% screening coverage, and (3) 90% of those diagnosed with cervical precancer or cancer adequately treated by 2030 (5). Achieving these targets would help reach the WHO elimination threshold of four or fewer cases of cervical cancer per 100,000 women, averting 62 million deaths in LMICs alone (6). However, to achieve these targets, scalable strategies are needed to close the cervical precancer treatment gaps in LMICs.

Cervical cancer can be prevented through screening for and treatment of early changes in the cervix, also known as cervical precancer, cervical dysplasia, or cervical intraepithelial neoplasia grades I-III (CIN1-3), caused by HPV infection. Current cervical precancer treatment methods include ablation or excision procedures, both of which require trained healthcare professionals to perform (7). In LMICs, where the greatest burden of cervical cancer lies, access to precancer treatment is highly limited (8–11). In a 2021 review of Kenya's national cervical cancer screening program, only 26% of 10,983 women with cervical precancer received treatment (12). Similarly, between 2011 and 2015 in Malawi, only 43% and 32% of women who required ablation or excision, respectively, received treatment (11). Challenges in treating cervical precancer in LMICs include; high costs, weak treatment infrastructure, a lack of skilled healthcare providers in rural facilities where most women live (10, 13), privacy concerns associated with pelvic exams (14–16), and high loss-to-follow-up rates when women are referred to tertiary hospitals where treatment is available (17). A 2022 assessment of cervical cancer screening and treatment capacity in Kenya found that while 48% of 3,150 hospitals surveyed offered cervical cancer screening, only five percent offered treatment for precancerous lesions (18). Innovative, accessible, and resource-appropriate strategies are urgently needed to address these gaps in LMICs, including the use of self-administered intravaginal therapies that can be safely and effectively used at home.

While no topical therapies are currently approved for cervical precancer treatment, the use of self-administered topical treatments for HPV-associated anogenital lesions is an area of active investigation (19–25). The feasibility, safety, and efficacy of self-administered topical therapies for cervical precancer treatment have been demonstrated by several studies in high-income countries, including randomized trials (23, 26–28). Some of the drugs currently being studied are on the WHO List of Essential Medications (29), a list comprised of medications considered necessary for all health systems and are usually accessible in generic form in LMICs. One such drug is 5-Fluorouracil (5FU) cream, which is an antimetabolite and cytotoxic drug used topically for treatment of various precancerous and cancerous skin conditions, including squamous cell carcinoma of the skin (30). In gynecology, topical 5FU cream has been used for treatment of genital warts (31, 32) and vulvar precancerous lesions (33, 34). Two U.S randomized trials have demonstrated that self-administered intravaginal 5FU is a safe and effective treatment for cervical precancer (26, 27). In a trial comparing intravaginal 5FU to six months of observation in HIV-negative women with cervical intraepithelial neoplasia grade 2 (CIN2), regression occurred in 93% of women treated with 5FU, compared to 56% in the observation group (p = 0.01) (27). Both studies found that administering two grams of 5FU intravaginally every other week for eight applications was found to be safe, with primarily grade I adverse events (AEs), and no severe (grade III or higher) AEs.

Early studies in LMICs are exploring self-administered topical therapies for cervical precancer, including an ongoing trial in South Africa using 5FU as an adjuvant (additional) cervical precancer therapy among HIV-positive women (35). If proven feasible, acceptable, and effective, these therapies could provide a scalable and cost-effective treatment where provider-administered treatments are inaccessible. Topical therapies can be used as primary precancer treatment, as a bridge treatment when waiting times for an ablation or excisional procedure are long, or as an additional (adjuvant) treatment following ablation or excision to improve cure rates, especially for women living with HIV (WLWH) who experience high recurrence rates with current treatments.

Data on women's experiences with and acceptability of topical therapies in LMICs are crucial for guiding efficacy and implementation studies of self-administered treatments for cervical precancer in these settings. However, there are no studies describing African women's experiences with and acceptability of a self-administered intravaginal therapy for cervical precancer, following actual use. Recent qualitative (36) and quantitative (37) studies among Kenyan women undergoing cervical cancer screening or precancer treatment, and Kenyan men (38, 39) with female partners demonstrated high perceived acceptability of self-administered topical therapies. Among 376 women surveyed after cervical cancer screening, 191 (50%) with a history of cervical precancer treatment, 98% expressed willingness to use a self-administered intravaginal therapy for cervical precancer (37). In focus group discussions with 29 of these women, most of whom had undergone excision or ablation treatments, most participants favored a self-administered treatment, if it were available, citing increased access, less pain, and increased privacy compared to the treatment they received (36). However, in these studies, women had not actually used a self-administered therapy, hence their responses only reflected perceived acceptability. To address this gap, we used a quantitative and qualitative approach with the objective of exploring women's lived experiences with and acceptability of self-administered intravaginal 5FU following a Phase I pilot clinical trial in Kisumu, Kenya (24).



Methods


Clinical trial design and setting

A Phase I pilot clinical trial was performed among women living with HIV (WLWH) in Kisumu County, Kenya, between March 2023 and February 2024 (ClinicalTrial.gov NCT05362955) (40). Kisumu County is one of 47 administrative units in Kenya (41), a country of 55 million in East Africa (42). Kisumu County is among the highest HIV burden regions in Kenya, with an 18% prevalence rate, compared to a national average prevalence of 3.7 percent in 2022 (38, 43). Cervical cancer is the second most common cancer among women in Kenya, contributing 5,250 (13%) of new cancer cases and 3,286 (12%) of all cancer deaths annually (44). Cervical precancer treatment is primarily ablation, with excision available in a few tertiary centers.

The trial, whose protocol is published (40), investigated repurposing 5FU cream as an adjuvant self-administered intravaginal therapy after cervical intraepithelial neoplasia grade 2/3 (CIN2/3) treatment in WLWH. 12WLWH, aged 18–49 years, with a history of CIN2/3, who were within four to 12 weeks after primary treatment with ablation or excision were enrolled. Participants had to be non-pregnant, use dual contraception (a long-acting method and condoms) if of childbearing age, and maintain sexual abstinence for 48 h after each 5FU application. Details of the inclusion and exclusion criteria, participant recruitment process, and characteristics of study participants in this trial are provided in Supplementary Table S1, Figure S1 and Table S2. Participants self-administered two grams of 5FU intravaginally at home every other week for eight applications and were seen in the clinic on alternate weeks for safety and adherence assessments. Participants were advised to use the cream, which was dispensed via an applicator, at night before sleep, and to place a tampon vaginally following 5FU administration to keep the cream at the cervix. Participants were instructed to remove the tampon the morning after insertion, discard it, shower, and frequently wash their hands and change panty liners over the next three days to minimize irritation from the cream. Prior to treatment initiation, participants attended multiple education sessions with a study nurse. During these sessions, they learned how to load two grams of toothpaste onto a pre-marked applicator and used a pelvic model to practice advancing the applicator to the cervix and dispensing the cream. A competency checklist was used to confirm understanding of all self-administration steps before the study drug, provided in a 20-gram tube, was dispensed and participants self-administered the first dose in the study clinic. The primary outcome was safety, measured as the type, frequency, and severity of adverse events using a standardized grading scale (45). Secondary outcomes were adherence, tolerability, uptake, and acceptability. Adherence was evaluated using: (1) self-report, (2) weighing of study drug tube at each visit to document appropriate decreasing weight, and (3) visual inspection of returned applicators for evidence of exposure to the study drug. A participant was considered adherent to a specific 5FU dose if all three assessment methods supported its use. Tolerability was defined as the ability of participants to use all eight 5FU doses. Uptake was defined as the proportion of eligible women who agreed to participate in the trial. Acceptability was evaluated on week 16, using a questionnaire and in-depth interviews (IDIs). Safety and adherence results from the trial were previously published (24). The trial demonstrated that self-administered 5FU at the studied dose and frequency was safe, with primarily grade I adverse events (AEs) and no grade III or IV AEs. All 12 participants tolerated all eight 5FU doses, and adherence to 96% of the 5FU doses was supported by the three measures.



Data collection, transcription, and translation

Data on acceptability was collected from all 12 participants. Quantitative data was collected using a questionnaire adapted from a US study on self-administered 5FU (27). The questionnaire assessed participants' motivation for joining the trial, their experience with study procedures, male partner support, privacy concerns with using the cream, and whether they would recommend the cream to others. The questionnaires were administered by trained research assistants in the participants' preferred language, either English, Dholuo, or Swahili. IDIs were similarly conducted in local languages by qualitative research assistants from the community with prior experience conducting IDIs and familiarity with the local context. The IDIs were conducted using a semi-structured interview guide (Supplementary Material) specifically developed for this study. The discussions focused on participants’ experiences and confidence with self-administering 5FU, comfort with using an applicator as well as tampons, acceptability of the side effects, challenges to adherence, and male partner support, including the ability to maintain abstinence as required. The interviews were performed in a private room and were approximately 45 min. They were audio recorded, and the recordings were transcribed verbatim, translated to English, and crosschecked to confirm accuracy. Both the questionnaires and IDIs were conducted within Lumumba Sub-County Hospital in Kisumu, Kenya, where the trial took place.



Sample size

All 12 participants who took part in the Phase I trial were included in the survey questionnaire, as well as the in-depth interviews. The sample size considerations for the Phase I trial were previously described in the published study protocol (40).



Data analysis

Quantitative data was entered directly into REDCap, a secure survey platform for analysis. Descriptive statistics were used to summarize questionnaire data. All statistical analyses were performed using R version 4.1.0 (Vienna, Austria). For qualitative data analysis, an initial codebook was created inductively, using the IDI guide to drive the creation of codes. This codebook was then amended by two coders (KA, EA) who read and coded three of the 12 transcripts to gain a sense of topics covered. Emerging themes were then added, deductively, to the codebook to create a final version. All IDI transcripts were then coded using the finalized codebook. To ensure inter-coder agreement, a subset of transcripts was randomly selected, and codes were compared for agreement; discrepancies were resolved through discussion and consensus, with revisions documented in the codebook. Analysis was performed using Dedoose version 9.2.012. Coding reports were generated from Dedoose and reviewed before analysis.

In this study, acceptability was defined as “the perception among a stakeholder or individual consumer that a given treatment, service, practice, or innovation is agreeable, palatable, or satisfactory.” (46) This aligns with definitions in the literature, including in vaginal microbicide trials for HIV prevention, which include satisfaction with a product, willingness, and intent to use it, as well as actual correct and consistent use (47–49). According to Proctor et al., acceptability in implementation studies is assessed based on a consumer's knowledge of or direct experience with various dimensions of a treatment or intervention and their satisfaction with aspects, such as its content, complexity, comfort, credibility, and delivery (46). To evaluate the acceptability of self-administered 5FU, we conducted thematic analysis and mapped the coded data onto these predefined dimensions, each with a specific definition that was agreed upon prior to the analysis (Table 1).


TABLE 1 Summary of qualitative findings by the dimension of acceptability.
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Ethical considerations

The study was approved by the ethics review boards at Maseno University School of Medicine in Kenya (MUSERC/01136/22) and the University of North Carolina at Chapel Hill (IRB number 22-1978) in the United States. All participants provided consent prior to study participation.




Results


Participant characteristics

The mean age was 43.9 years (SD 4.4). Seven (58%) participants had a primary education or less as the highest level of education attained. Only three (25%) were formally employed, while the rest were peasant farmers (n = 4, 33%), self-employed (n = 2, 17%), or unemployed (n = 3, 25%). Five (42%) participants were married. All 12 had a monthly income of less than Kenya Shillings 25,000 (∼ US dollars 120), were on antiretroviral therapy, and had prior treatment with ablation or excision for high-grade cervical precancer.



Quantitative findings

All 12 participants completed the acceptability questionnaire (Table 2). While some participants reported feelings of uncertainty when they started using 5FU, including worry and anxiety (n = 3, 25%), or fear (n = 2, 17%), at the end of the study, all 12 strongly agreed that the cream was safe and were confident that they used it correctly. When asked about the most difficult part of using the drug, four participants (33%) noted negotiating partner support, two (17%) mentioned the side effects and the need to use condoms for contraception, and one (8%) noted the need to abstain from sex after 5FU use. However, all six participants who had a sexual partner during the study strongly agreed that their partner ultimately supported their use of 5FU cream. Most participants, 11 (91%), noted no discomfort with using the applicator to insert the study drug, while one (8%) participant noted mild discomfort with the vaginal applicator. The use of tampons overnight after applying the cream was common, with 11 participants (92%) reporting they used tampons each time they used 5FU. All 12 participants strongly agreed that they were comfortable using tampons; however, five (42%) strongly agreed that using a tampon made it harder to use the study drug. All 12 participants reported that they would prefer to use the cream for primary precancer treatment if given the option, compared to undergoing the ablation or excision procedure they had.


TABLE 2 Acceptability of self-administered intravaginal 5-flourouracil cream for cervical precancer treatment among HIV-positive women in Kenya (n = 12).
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Qualitative findings

Findings from the qualitative analysis are summarized by each dimension of acceptability, whose definitions are shown in Table 1 and discussed below.



Content

To assess the acceptability of the content of the intervention, we assessed women's perspectives of an intravaginal, self-administered topical therapy for cervical precancer treatment. Participants compared their experience with self-administered 5FU to their prior experiences with ablative or excisional precancer treatment, which they had all undergone. During the interviews, most participants expressed a preference for 5FU over the previous treatments, including loop electrosurgical excision procedure (LEEP).


“When I was done for LEEP procedure after that I could not do my work, but for this treatment [5FU], [I] am able to do my work as usual as I was using the 5FU treatment, but when l was done [with] LEEP, I could not do my work. 5FU treatment is good because it does not interfere with your daily work.” - R12



Some participants reported less fear with a self-administered treatment compared to conventional provider-administered treatments:


“I found that LEEP to be something that people can fear but this treatment (5FU) is something you just insert and relax” – R05




“It’s easy to use [5FU cream] because when I compare it with LEEP someone can be scared and run away without treatment (laughing)..No, LEEP is a long journey…”- R06



Participants' confidence with and preference for 5FU self-administration also stemmed from the education that they received from the study staff, who felt they effectively informed them about 5FU use.


“I was happy with this treatment because when I went for treatment, the doctors were talking to us well and they were teaching us how to continue using the cream.”- R04




“Following the information I was given, how I was going to use the treatment, this encouraged me, I went to the clinic before I was given enough information, when I reached there then I was given detailed information, that’s why I decided to participate in the study because they taught me how I was going to use the cream and other information about the cream and this brought home to me about the treatment.” - R10



Several participants highlighted the frequency of 5FU use as something they liked, which was once every two weeks, which was felt to be easy and not burdensome:


“It was good because it”s something you insert and then you are done, it’s not something you would say it was used daily that you can forget, it’s something you use once after two weeks, so it was easy to use” - R06



Participants also noted certain aspects of using 5FU that they disliked, including the need to use condoms for dual contraception to prevent pregnancy, which in some cases resulted in disagreements with spouses, as well as some of the adverse events they experienced, such as vaginal itching, burning, and discomfort during urination:


“When am being screened [pelvic exam], so this is what I didn’t like and also the issue of using condoms brought an issue between me and my husband, so its these two that I didn’t like.”- R04




“The treatment was good, but it had side effects because after using the cream maybe after three to four days l could feel the place was itching and spilling out, so I used to take warm salty water and then I clean with then I sprinkle water after urinating because it was paining after urinating.” - R04





Complexity

To evaluate the complexity of the intervention, we assessed women's beliefs about how easy or difficult it was to use self-administered 5FU. As part of 5FU self-administration, participants were instructed to attach the 40-gram tube of 5FU cream to a provided pre-marked applicator, dispense two grams of 5FU into the applicator, insert the applicator intravaginally until they meet resistance, and dispense the medication. Emerging themes included difficulties in measuring the correct dosage (two grams), and the impact of the education they received on increasing their confidence in their ability to self-administer correctly.

Several participants expressed challenges with using the applicator and being confident that they measured the drug correctly.


“But [the] applicator was difficult to use if you were not understanding, for the first time I could not use it well, yes because, so here am requesting [the] researcher that if its 2 grams, there should be a barrier to that level which when I pull the cream then I don’t surpass.” - R02




“It was a little bit of a challenge because measuring the cream [so] it was not to pass some level, that’s where I had a challenge [with], but I later learned.” - R10



Despite initial challenges, participants noted that their confidence in self-administration increased over time, often crediting the education they received from the study staff.


“Using the cream at first was a problem but as I continued using it, I gained confidence, when I started, I was measuring with fear, so when I came and told that I didn’t measure the cream in the correct way and when I went back, I gained confidence of using the cream and used it well.” - R07



Other aspects of complexity with 5FU self-administration included limited knowledge of female anatomy among some participants such as being unsure about their ability to access the cervix:


“Using it was challenging because during my growth [I] have never known if there is two parts in the vagina, one for urinating and another for birth, so when I was asked to insert this cream and I was wondering how I was going to apply this cream and urinate at the same time, so when I asked then I was told that there are two places, one for urinating and another one for birth. Where I had a challenge was when I started, the challenge was identifying where the cervix was, I had no one to ask but just to fix it on my own, that was the challenge I had but after using the cream for a while then it was not a challenge anymore.” - R06



Some participants had challenges using a tampon for the first time, including concerns about whether it would stay in place after insertion. However, regular visits to the study clinic, where instructions were reinforced and questions answered, also increased their confidence around tampon use:


“Using the cream at home, when I first started, I felt it was difficult because I felt like how will I apply this cream to be inside, I thought I might insert the cream and when I go for short call [urination] then the tampon can come out and this was at first, and as I continue using it, because when I go to the hospital I used to ask things that were not clear to me and later I got it was an easy process even when I go for short call, the tampon remained inside, so I didn’t feel any challenge using the treatment at home.” -R12



However, not all participants expressed difficulty using tampons.


“I had no problem using a tampon because I was told that when I use tampon then it will block the cream from coming out, so I see it was helping the cream to be inside.”- R02



While tampons were provided in the study, a participant noted that if women had to purchase them, it would be difficult for many, highlighting a potential barrier to treatment:


“Just that tampon… for me I can buy but other people might not be able to buy, when talking I talk when having other people in mind too, because people are not the same.” - R08





Comfort

To evaluate comfort, we assessed women's experiences with adverse events associated with the treatment and their experience of using tampons as part of the process. Many participants expressed a strong preference for the 5FU cream over the previous precancer treatment they received. Reasons include less pain compared to the LEEP procedure which many had undergone:


"If I compare this treatment [5FU cream] with the one, I was done for first. LEEP was very painful, l felt a lot of pain, but this one was good because the more I continued using it, I was getting used to it and to get to know how to use it, and using it was now easy. The little problem l had was not that big that could hinder me from doing my work, so using the cream was good to me compared to the first treatment I was done for called LEEP.” – R07




“After I was done for LEEP, I felt pain for a long time, about three months when I could not do heavy duties, even walking for long was not easy..I would recommend [other women] to use 5FU cream because it works without pain, after using the cream as instructed by the doctor, I didn’t experience anything bad.” - R10



Most participants experienced some adverse events, including vaginal discharge, itching or discomfort with urination around the time of 5FU use. When asked about the impact of the side effects, a participant noted that the education she received during counseling provided her with an adequate understanding of the side effects and how to manage them, which increased her confidence in using 5FU:


“When I was starting the treatment, I was told that I might experience the side effects, so it’s, something I knew that might happen, but they are things that might not harm someone and incase its severe you call the doctor, they tell you the way forward, so I wasn’t scared.” - R06



Another participant normalized the side effects she experienced, which included increased vaginal discharge, comparing them to expected side effects of malaria treatment which she had experienced:


“Yes, I just like the treatment because even for example chloroquine when you use it sometimes you can feel your body itching, so you can’t stop using it, the key thing is to be healed. So those were just side effects, but treatment is ongoing.”- R07



Many participants emphasized that the education and teaching provided by the study nurses and clinic team significantly increased their comfort with using the treatment.



Credibility

To evaluate credibility, we assessed women's beliefs around the efficacy of 5FU as a precancer treatment. In counseling, participants were told that 5FU was being studied to be used as an additional therapy to improve precancer outcomes in WLWH following ablation or excision, and it may have a role as a primary treatment for some women.

When assessing the credibility of the treatment, hope and faith emerged as prevalent themes. Many participants believed that the treatment would be effective, and they felt hopeful, especially due to their regular interactions with the study clinical team during safety visits.


“I was happy with this treatment because when I went for treatment, the doctors were talking to us well and they were teaching us how to continue using the cream.”- R02




“What I liked about it was the visits to the clinic after using the treatment because they were checking if I have any problem and the doctor would advise.” - R04



Another participant noted that her confidence increased from the education she received during the study:


“I gained some knowledge that I can share with others about the treatment and its goodness”- R12



Another participant expressed hope that using 5FU would help prevent a recurrence of precancer and prevent her from getting her uterus removed, which was recommended in the case of a recurrence:


“When I was called to join the study, I felt good and hopeful..That I was going to get treatment and when I go back for test, I will be negative, that’s why I accepted easily because I felt that the hysterectomy procedure that was to be done will now not be done and I was happy for this.. and I said that if this drug can help me then its better, so I want to have faith that this cream will help me.”- R10





Delivery

To evaluate acceptability of the delivery dimension of this intervention, we assessed women's perspectives on the location of 5FU use (home or clinic), timing of use, and other barriers to use. A key factor in the acceptability of the 5FU treatment, as highlighted in the interviews, is its ease of delivery – specifically, the ability to self-administer at home. Participants repeatedly commented on this as a reason they liked the treatment:


“Using the cream at home, the reason why l liked using it at home is because after using it at home, I was going nowhere at night I could just sleep and the cream just work.”- R04




“Because [at home] I was very free and alone, compared to the hospital which is open and many people are available, after am done with all my work [at home], then I use it when am alone in my bedroom.” -R10



A participant noted that a treatment used at home prevents disruptions in her daily activities that would occur if she needed to come to the hospital for treatment:


“Because when using it at home as I said earlier it gives me time to do other activities during the day, because like when am here in the hospital the activities that I was to do during the day has stopped but when am at home I continue with my other duties.” -R06



Self-administration at home also enabled use at night, which many women preferred, and felt was easier to remember:


“Using medication at home, I liked it because I was using the medication at night after doing all my work, when I apply the cream at night that’s my sleeping time so that’s why l liked it because I was using it at night, if I were to use it during the day, I might have forgot sometimes, after doing my daily activities, so at night was okay.”- R09




“When I heard it was to be done at night then I was comfortable, because during the day sometimes you have a customer and women are always busy.” - R02



Others highlighted increased privacy with self-administration at home, which does not require a pelvic exam by a provider:


“When using it in the hospital the doctors and nurses has to be there, and I would not like them to see my private part…during the time they examine me.” - R09



However, some participants noted that having privacy at home was a challenge they had to overcome:


“Using the cream at home, sometimes when you want to apply the cream and my husband is in the house, I would not be free to use it.” - R04




“Sometimes [the] time to use the cream has reached and you now have to tell people to go out and leave space for you to use the cream, sometimes you want to use the cream, and people are still in the room talking, so you feel like you don’t have that freedom.” - R05



Privacy was an issue for participants who lived in a one-room households, especially when their children were around. They noted difficulty with finding a private place to self-administer the drug:


“When kids closed school, the room that I was using was full, using the cream was now a challenge, I had to use the cream inside the toilet for the children not to see me when using it, sometimes I had to wait until the kids go out to enable me use the cream when they are not in the room.” - R09






Discussion

In this study on women's experiences and acceptability of self-administered intravaginal 5FU following a feasibility clinical trial in Kenya, we found that participants who had previously undergone ablation or excision for high-grade precancer highly supported the use of self-administered 5FU as a precancer treatment. In quantitative findings, some participants, more than half of whom had a primary education or less, reported initial feelings of anxiety or fear when first using the cream. However, after completing a 16-week course of 5FU self-applied once every two weeks, all 12 participants were confident they used the cream correctly. All participants stated they would use 5FU again for precancer treatment if recommended and would also recommend it to other women needing such treatment. Importantly, all participants expressed a preference for self-administered 5FU over the ablative or excisional treatments they had received, if it were available as a primary precancer treatment. Qualitative findings largely supported the quantitative data, with participants specifically highlighting the ease, reduced pain, and decreased fear associated with a self-administered treatment compared to the procedures they had undergone. They also valued the privacy and convenience of a home-administered therapy, which caused less disruption to their daily lives. However, some participants had challenges with certain self-administration procedures, which required multiple education sessions to gain confidence.

To our knowledge, this is the first study to describe African women's experiences and acceptability of self-administered 5FU for cervical precancer treatment. These findings of high acceptability are consistent with the pilot trial results, which demonstrated excellent adherence to self-administered 5FU at the dose and frequency studied (24), as adherence has been described as a component of acceptability (47, 50). Our findings, though based on a small pilot trial, support continued feasibility studies on the use of topical therapies for cervical precancer treatment in LMICs and underscore the potential of these therapies to address the significant treatment gaps in these settings. If supported by randomized efficacy trials, self-administered topical therapies could have several uses in LMICs, where 90% of cervical cancer cases occur and provider-administered therapies are often inaccessible. They could serve as primary precancer treatment, as has been demonstrated in several randomized trials (23, 27). They can be used as an interim treatment while awaiting definitive treatment at regional centers, where procedures like excisions are performed. This approach could be particularly impactful given the significant delays between referral from rural areas and successful treatment at tertiary centers—a median wait time of 167 days (5.5 months) in a study from Kenya (51). During this period, women are at risk of lesion progression or being lost to follow-up. Additionally, studies in these settings demonstrate that 32%–60% of women with precancerous lesions referred to treatment do not attend their appointments (8, 12, 13). Starting a topical therapy immediately following diagnosis could be crucial as programs work to strengthen referral pathways. Lastly, topical therapies can be used as adjuvant therapy following primary treatment for those at high risk of recurrence, including WLWH or women with positive margins after excision (52).

In our trial, participants were WLWH who had biopsy-confirmed CIN2/3 and had undergone primary treatment with ablation or excision and have been shown to have a 19%–30% CIN2 + recurrence rate at 24 months (53). A U.S-based randomized trial demonstrated that WLWH randomized to self-administered 5FU following primary CIN2/3 treatment had eight percent recurrence at 18 months, compared to 31% in the observation arm (p = 0.014) (26). This demonstrates the potential of self-administered 5FU as an accessible strategy to improve precancer treatment outcomes in WLWH in SSA who are at the highest risk of cervical cancer.

Several insights from our findings can inform future studies on women's use of self-administered therapies in LMICs. In qualitative interviews, many participants expressed hesitancy about their ability to correctly measure the appropriate amount of the study drug into the pre-marked applicator despite initial education sessions. Practical challenges encountered during the trial included inadequate lighting at home at night, making it difficult for some to clearly see the two-gram mark, and a participant with poor eyesight who required assistance. However, after repeated education sessions with a study nurse, most women gained confidence with this procedure. To address challenges with accurate measurement, future studies and implementation trials can use applicators pre-filled with the correct amount of study drug, although this may increase costs. The need for adequate patient education to ensure the safe and correct use of topical therapy was also highlighted by several participants who described a limited understanding of female anatomy. In the study, the use of pelvic models was critical for education and counseling, including on how to access the cervix. In larger trials, participant education can be enhanced through pre-recorded videos, regular text messages answering frequently asked questions, and the use of peer educators, which has been explored to improve uptake and adherence in other fields (54). Another important finding is that while all participants favored home use of 5FU, some faced challenges in finding a private place in the home to self-administer, including those living in single-room homes. Future trials can explore the impact of this on uptake and adherence and consider strategies to mitigate it, including whether to discuss use with others in the home.

Women's preferences for and acceptability of intravaginal interventions have primarily been studied in the fields of contraception and HIV prevention (55, 56). Within the vaginal microbicides for HIV prevention literature, product acceptability has been shown to be multifactorial, depending on packaging, side effects, safety, ease of use, and impact of sexual pleasure, among other factors (55, 57). As was shown in the field of vaginal microbicides, product acceptability is a crucial driver of adherence (55), which impacts efficacy. Unlike in contraception or HIV prevention, topical therapies for precancer treatment would be used in the setting of treatment and not prevention. Adherence will be crucial for treatment efficacy in this context to prevent progress to cancer, making it essential to understand the drivers of adherence, including the impact of acceptability on adherence.

While our study is the first to describe African women's experiences and acceptability of self-administered 5FU for cervical precancer treatment, a few studies have evaluated the acceptability of topical 5FU for cervical precancer in high-income settings. In a US randomized trial of topical 5FU for primary treatment of CIN2, acceptability, as reflected by adherence to the regimen, was high—86% of participants reported using all eight doses, with a self-reported mean of 7.5 out of eight applications (27). In this study, while minor side effects were common, 83% reported feeling satisfied with the use of 5FU cream, 97% believed the cream was safe, and all participants in the 5FU arm were confident they had used it correctly. Despite significant differences in geography (US vs. Kenya), median age (24 years vs. 44.5 years), and education levels (74% vs. eight percent with more than a high-school education) between the two studies, the acceptability of 5FU was similarly high.

Most geographically comparable to our study is a 2016 single-arm, proof-of-concept trial of a self-administered antiviral vaginal pessary for cervical precancer treatment among HIV-negative women in Kenya (58). In this trial with 23 participants, acceptability, defined as adherence, was described as good, as no participants skipped a dose due to side effects or because their partner wanted intercourse during the two weeks of daily use of the study drug. This finding is important, as requirements to abstain from sex during the use of topical therapies can impact safety, adherence, and acceptability, particularly in situations where women are not able to negotiate sex or condom use (42). Because of the pro-inflammatory nature of potential intravaginal therapies for cervical precancer, abstinence for specific periods around their use is recommended (26, 27, 34). Inability to adhere to abstinence recommendations while using these therapies may be associated with worse side effects, potentially increasing a woman's risk of contracting sexually transmitted infections, including HIV (27), and may expose the partner to the agents in case of barrierless intercourse.

In our trial, condom use was required during the duration of the trial for dual contraception because 5FU is a teratogen. Both qualitative and quantitative findings highlighted that this requirement was challenging, particularly for married couples. Future studies should focus on strategies to effectively communicate the importance of condom use to male partners to improve adherence and uptake. In this trial, 5FU was used once every two weeks, with abstinence required only for 48 h after application. As a result, maintaining abstinence was not commonly reported as a barrier to use and acceptability among partnered participants. However, topical therapies requiring daily application and sexual abstinence may face lower acceptability among women who cannot negotiate sex, including sex workers who are at increased risk of HPV (59). Future larger studies with greater statistical power can investigate whether women can adequately adhere to recommendations of condom use and abstinence and any adverse events associated with the inability to do this. Of note, there were no pregnancies during the study time frame, indicating that women can prevent pregnancy if needed for treatment.

Our study has several limitations, including the small sample size, being a pilot and single-site study. Future larger trials with multiple sites can provide more evidence of the acceptability of topical 5FU for cervical precancer in different contexts. The strengths of our study include reporting acceptability following the actual use of 5FU, which is a more accurate depiction than studies evaluating theoretical acceptability. Secondly, our study population of WLWH is a potential target population for topical therapies; hence, their inclusion is timely.

In summary, our pilot trial demonstrates high acceptability of self-administered intravaginal 5FU as an adjuvant treatment for CIN2/3 among WLWH, with participants preferring it over ablation or excision if recommended. Our findings underscore the need for ongoing research into topical, self-administered therapies for precancer treatment in LMICs, where the burden of cervical cancer is greatest. A randomized study is currently underway in South Africa among WLWH to evaluate whether self-administered intravaginal 5FU following excision for CIN2/3 will reduce recurrence rates (5R01CA250850). Similar studies are planned in LMICs to assess use of self-administered 5FU as primary precancer treatment in LMICs among both WLWH and HIV-negative women, aiming to expand access to precancer treatment. If randomized studies confirm efficacy of self-administered 5FU in these settings, its affordability and availability as a generic medication could enable distribution through community pharmacies that are accessible to women, including in rural areas. Self-administered precancer treatment could address barriers such as limited human resources, strained health systems, and geographical challenges in these settings, potentially saving millions of lives and contributing to the elimination of this preventable cancer.



Data availability statement

The original contributions presented in the study are included in the article/Supplementary Material, further inquiries can be directed to the corresponding author.



Ethics statement

The studies involving humans were approved by University of North Carolina at Chapel Hill (21-3265) and the Kenya Medical Research Institute (KEMRI/SERU/CMR/4555). The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

KA: Data curation, Formal Analysis, Visualization, Writing – original draft, Writing – review & editing. AK: Data curation, Formal Analysis, Writing – original draft, Writing – review & editing. EA: Formal Analysis, Writing – original draft, Writing – review & editing, Conceptualization. MR: Data curation, Writing – original draft, Writing – review & editing, Formal Analysis. AO: Writing – original draft, Writing – review & editing, Data curation, Project administration. JT: Formal Analysis, Writing – original draft, Writing – review & editing, Conceptualization. LR: Conceptualization, Formal Analysis, Writing – original draft, Writing – review & editing. CM: Conceptualization, Formal Analysis, Writing – original draft, Writing – review & editing, Data curation, Funding acquisition, Investigation, Methodology, Project administration, Resources, Software, Supervision, Validation, Visualization.



Funding

The author(s) declare financial support was received for the research, authorship, and/or publication of this article. NICHD - Eunice Kennedy Shriver National Institute of Child Health and Human Development, Grant/Award number: K12 HD103085. The University of North Carolina Center for AIDS Research, Grant/Award number: P30 AI050410. Victoria's Secret Global Fund for Women's Cancers Career Development Award, in Partnership with Pelotonia and the American Association of Cancer Research, Grant/Award Number: 22-20-73-MUNG. National Institute of Health, Grant/Award number: UG1CA275403.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

LR is on the Safety Monitoring Board for Antiva Biosciences.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/frph.2025.1487264/full#supplementary-material



References

1. Sung H, Ferlay J, Siegel RL, et al. Global cancer statistics 2020: GLOBOCAN estimates of incidence and mortality worldwide for 36 cancers in 185 countries. CA Cancer J Clin. (2021) 71(3):209–49. doi: 10.3322/caac.21660

2. Knaul FM, Rodriguez NM, Arreola-Ornelas H, Olson JR. Cervical cancer: lessons learned from neglected tropical diseases. Lancet Glob Health. (2019) 7(3):e299–300. doi: 10.1016/S2214-109X(18)30533-3

3. Chibwesha CJ, Stringer JSA. Cervical cancer as a global concern: contributions of the dual epidemics of HPV and HIV. JAMA. (2019) 322(16):1558–60. doi: 10.1001/jama.2019.16176

4. Frick C, Rumgay H, Vignat J, et al. Quantitative estimates of preventable and treatable deaths from 36 cancers worldwide: a population-based study. Lancet Glob Health. (2023) 11(11):e1700–12. doi: 10.1016/S2214-109X(23)00406-0

5. WHO. A Global Strategy for elimination of cervical cancer. Available online at: https://www.who.int/activities/a-global-strategy-for-elimination-of-cervical-cancer (accessed March 25, 2020).

6. Canfell K, Kim JJ, Brisson M, et al. Mortality impact of achieving WHO cervical cancer elimination targets: a comparative modelling analysis in 78 low-income and lower-middle-income countries. Lancet. (2020) 395(10224):591–603. doi: 10.1016/S0140-6736(20)30157-4

7. World Health Organization (WHO). WHO Guideline for Screening and Treatment of Cervical Pre-Cancer Lesions for Cervical Cancer Prevention. (2021). Available online at: https://pubmed.ncbi.nlm.nih.gov/34314129/ (Accessed December 20, 2021).

8. Mungo C, Ibrahim S, Bukusi EA, Truong HHM, Cohen CR, Huchko M. Scaling up cervical cancer prevention in Western Kenya: treatment access following a community-based HPV testing approach. Int J Gynaecol Obstet. (2021) 152(1):60–7. doi: 10.1002/ijgo.13171

9. Rohner E, Mulongo M, Pasipamire T, et al. Mapping the cervical cancer screening cascade among women living with HIV in Johannesburg, South Africaa. Int J Gynaecol Obstet. (2021) 152(1):53–9. doi: 10.1002/ijgo.13485

10. Cubie HA, Campbell C. Cervical cancer screening—the challenges of complete pathways of care in low-income countries: focus on Malawi. Womens Health (Lond). (2020) 16:1–10. doi: 10.1177/1745506520914804

11. Msyamboza KP, Phiri T, Sichali W, Kwenda W, Kachale F. Cervical cancer screening uptake and challenges in Malawi from 2011 to 2015: retrospective cohort study. BMC Public Health. (2016) 16(1):1–6. doi: 10.1186/s12889-016-3530-y

12. Mwenda V, Mburu W, Bor JP, et al. Cervical cancer programme, Kenya, 2011–2020: lessons to guide elimination as a public health problem. Ecancermedicalscience. (2022) 16:1442. doi: 10.3332/ECANCER.2022.1442

13. Khozaim K, Orang’O E, Christoffersen-Deb A, et al. Successes and challenges of establishing a cervical cancer screening and treatment program in western Kenya. Int J Gynaecol Obstet. (2014) 124(1):12–8. doi: 10.1016/j.ijgo.2013.06.035

14. Ebu NI, Ogah JK. Predictors of cervical cancer screening intention of HIV-positive women in the central region of Ghana. BMC Womens Health. (2018) 18(1):1–7. doi: 10.1186/S12905-018-0534-Z

15. Ndejjo R, Mukama T, Kiguli J, Musoke D. Knowledge, facilitators and barriers to cervical cancer screening among women in Uganda: a qualitative study. BMJ Open. (2017) 7(6):1–8. doi: 10.1136/bmjopen-2017-016282

16. Modibbo FI, Dareng E, Bamisaye P, et al. Qualitative study of barriers to cervical cancer screening among Nigerian women. BMJ Open. (2016) 6(1):1–12. doi: 10.1136/BMJOPEN-2015-008533

17. Chapola J, Lee F, Bula A, et al. Barriers to follow-up after an abnormal cervical cancer screening result and the role of male partners: a qualitative study. BMJ Open. (2021) 11(9):e049901. doi: 10.1136/bmjopen-2021-049901

18. Mwenda V, Murage D, Kilonzo C, et al. Baseline assessment of cervical cancer screening and treatment capacity in 25 counties in Kenya, 2022. Front Oncol. (2024) 14:1–9. doi: 10.3389/fonc.2024.1371529

19. Desravines N, Miele K, Carlson R, Chibwesha C, Rahangdale L. Topical therapies for the treatment of cervical intraepithelial neoplasia (CIN) 2–3: a narrative review. Gynecol Oncol Rep. (2020) 33:1–9. doi: 10.1016/J.GORE.2020.100608

20. Desravines N, Hsu CH, Mohnot S, et al. Feasibility of 5-fluorouracil and imiquimod for the topical treatment of cervical intraepithelial neoplasias (CIN) 2/3. Int J Gynaecol Obstet. (2023) 163(3):862–7. doi: 10.1002/ijgo.14983

21. Trimble CL, Levinson K, Maldonado L, et al. A first-in-human proof-of-concept trial of intravaginal artesunate to treat cervical intraepithelial neoplasia 2/3 (CIN2/3). Gynecol Oncol. (2020) 157(1):188–94. doi: 10.1016/j.ygyno.2019.12.035

22. Michener CM, Ricci S, AlHilli M, et al. Safety and efficacy of topical artesunate for the treatment of vulvar intraepithelial neoplasia 2/3. Gynecol Oncol. (2023) 178:102–9. doi: 10.1016/j.ygyno.2023.10.003

23. Fonseca BO, Possati-Resende JC, Salcedo MP, et al. Topical imiquimod for the treatment of high-grade squamous intraepithelial lesions of the cervix: a randomized controlled trial. Obstet Gynecol. (2021) 137(6):1043–53. doi: 10.1097/AOG.0000000000004384

24. Mungo C, Omoto J, Ogollah C, et al. Safety and adherence to self-administered intravaginal 5-fluorouracil cream following cervical intraepithelial neoplasia (CIN) 2/3 treatment among HIV-positive women in Kenya: a phase 1 clinical trial. Int J Gynaecol Obstet. (2024) 1–7. doi: 10.1002/ijgo.16093

25. Fang SH, Plesa M, Carchman EH, et al. A phase I study of intra-anal artesunate (suppositories) to treat anal high-grade squamous intraepithelial lesions. PLoS One. (2023) 18(12):1–13. doi: 10.1371/JOURNAL.PONE.0295647

26. Maiman M, Watts DH, Andersen J, Clax P, Merino M, Kendall MA. Vaginal 5-fluorouracil for high-grade cervical dysplasia in human immunodeficiency virus infection: a randomized trial. Obstet Gynecol. (1999) 94(6):954–61. doi: 10.1016/S0029-7844(99)00407-X

27. Rahangdale L, Lippmann QK, Garcia K, Budwit D, Smith JS, Van LL. Topical 5-flourourcil for treamtent of cervical intraepithelial neoplasia 2: a randomized controlled trial. Am J Obstetr Gynecol. (2014) 210(4):314.e1–e8. doi: 10.1016/j.ajog.2013.12.042

28. Polterauer S, Reich O, Widschwendter A, et al. Topical imiquimod compared with conization to treat cervical high-grade squamous intraepithelial lesions: multicenter, randomized controlled trial. Gynecol Oncol. (2022) 165(1):23–9. doi: 10.1016/j.ygyno.2022.01.033

29. World Health Organization (WHO). WHO Model List of Essential Medicines - 23 List, 2023. (2023). Available online at: https://www.who.int/publications/i/item/WHO-MHP-HPS-EML-2023.02 (Accessed September 01, 2023). 

30. Love WE, Bernhard JD, Bordeaux JS. Topical imiquimod or fluorouracil therapy for basal and squamous cell carcinoma: a systematic review. Arch Dermatol. (2009) 145(12):1431–8. doi: 10.1001/archdermatol.2009.291

31. Krebs HB. Prophylactic topical 5-fluorouracil following treatment of human papillomavirus-associated lesions of the vulva and vagina. Obstet Gynecol. (1986) 68(6):837–41.

32. Krebs HB. Treatment of vaginal condylomata acuminata by weekly topical application of 5-fluorouracil. Obstet Gynecol. (1987) 70(1):68–71.

33. Krebs HB. Treatment of vaginal intraepithelial neoplasia with laser and topical 5-fluorouracil. Obstet Gynecol. (1989) 73(4):657–60.

34. Fiascone S, Vitonis AF, Feldman S. Topical 5-fluorouracil for women with high-grade vaginal intraepithelial neoplasia. Obstet Gynecol. (2017) 130(6):1237–43. doi: 10.1097/AOG.0000000000002311

35. UNC Lineberger Comprehensive Cancer Center. Acceptability and feasibility of combination treatment for cervical precancer among South African women living with HIV (ACT2). ClinicalTrials.gov [Internet]. Chapel Hill (NC): UNC Lineberger Comprehensive Cancer Center (2022). Available online at: https://clinicaltrials.gov/study/NCT05413811 (Accessed December 14, 2022).

36. Mungo C, Kachoria AG, Adoyo E, et al. “ARVs is for HIV and cream is for HPV or precancer:” women’s perceptions and perceived acceptability of self-administered topical therapies for cervical precancer treatment: a qualitative study from Kenya. medRxiv. [Preprint]. (2024) 1–33. doi: 10.1101/2024.03.11.24304083

37. Mungo C, Ellis GK, Rop M, Zou Y, Omoto J, Rahangdale L. Perceived acceptability of self-administered topical therapy for cervical precancer treatment among women undergoing cervical cancer screening in Kenya. Adv Glob Health. (2025) 4(1):1–11. doi: 10.1525/agh.2025.2329438

38. Mungo C, Adewumi K, Adoyo E, et al. “There is nothing that can prevent me from supporting her:” men’s perspectives on their involvement and support of women’s use of topical therapy for cervical precancer treatment in Kenya. Front Oncol. (2024) 14:1360337. doi: 10.3389/fonc.2024.1360337

39. Mungo C, Adewumi K, Ellis G, Rop M, Adoyo E, Zou Y, et al. Men's perceptions and perceived acceptability of their female partner's use of self-administered intravaginal therapies for treatment of cervical precancer in Kenya. Ecancermedicalscience. (2024) 18:1719. doi: 10.3332/ecancer.2024.1719

40. Mungo C, Bukusi E, Kirkland GE, et al. Feasibility of adjuvant self-administered intravaginal 5-fluorouracil cream following primary treatment of cervical intraepithelial neoplasia grade 2 or 3 among women living with HIV in Kenya: study protocol for a pilot trial. medRxiv [Preprint]. (2023) 1–24. doi: 10.1101/2023.12.13.23299916

41. Adewumi K, Oketch SY, Choi Y, Huchko MJ. Female perspectives on male involvement in a human-papillomavirus-based cervical cancer-screening program in western Kenya. BMC Womens Health. (2019) 19(1):1–9. doi: 10.1186/s12905-019-0804-4

42. Seidu AA, Aboagye RG, Okyere J, et al. Women’s autonomy in household decision-making and safer sex negotiation in sub-Saharan Africa: an analysis of data from 27 demographic and health surveys. SSM Popul Health. (2021) 14:1–8. doi: 10.1016/J.SSMPH.2021.100773

43. Banadakoppa Manjappa R, Bhattacharjee P, Shaw SYN, Gitonga J, Kioko J, Songok F, et al. A sub-national HIV epidemic appraisal in Kenya: a new approach for identifying priority geographies, populations and programmes for optimizing coverage for HIV prevention. J Int AIDS Soc. (2024) 27:e26245. doi: 10.1002/jia2.26245

44. Ministry of Health, Nairobi K. Kenya National Cancer Screening Guidelines. Published online (2018):1-122.

45. NIAID NIH. Division of AIDS Table for Grading the Severity of Adult and Pediatric Adverse Events. Available online at: https://rsc.niaid.nih.gov/sites/default/files/addendum-1-female-genital-grading-table-v1-nov-2007.pdf (accessed July 26, 2020).

46. Proctor E, Silmere H, Raghavan R, et al. Outcomes for implementation research: conceptual distinctions, measurement challenges, and research agenda. Adm Policy Ment Health. (2011) 38(2):65–76. doi: 10.1007/s10488-010-0319-7

47. Greene E, Batona G, Hallad J, Johnson S, Neema S, Tolley EE. Acceptability and adherence of a candidate microbicide gel among high-risk women in Africa and India. Cult Health Sex. (2010) 12(7):739–54. doi: 10.1080/13691051003728599

48. Mantell JE, Myer L, Carballo-Diéguez A, et al. Microbicide acceptability research: current approaches and future directions. Soc Sci Med. (2005) 60(2):319–30. doi: 10.1016/j.socscimed.2004.05.011

49. Severy LJ, Tolley E, Woodsong C, Guest G. A framework for examining the sustained acceptability of microbicides. AIDS Behav. (2005) 9(1):121–31. doi: 10.1007/s10461-005-1687-y

50. Tolley EE, Harrison PF, Goetghebeur E, et al. Adherence and its measurement in phase 2/3 microbicide trials. AIDS Behav. (2010) 14(5):1124–36. doi: 10.1007/s10461-009-9635-x

51. Kays M, Nelly MR, Gichuhi W, Anne-Beatrice K, Cheserem J, Eunice KJR. Same day colposcopic examination and loop electrosurgical excision procedure (LEEP) presents minimal overtreatment and averts delay in treatment of cervical intraepithelial neoplasia in Kenyatta National Hospital, Kenya. Open J Obstet Gynecol. (2013) 3(3):313–8. doi: 10.4236/ojog.2013.33058

52. Arbyn M, Redman CWE, Verdoodt F, et al. Incomplete excision of cervical precancer as a predictor of treatment failure: a systematic review and meta-analysis. Lancet Oncol. (2017) 18(12):1665–79. doi: 10.1016/S1470-2045(17)30700-3

53. Greene SA, De Vuyst H, John-Stewart GC, et al. Effect of cryotherapy vs loop electrosurgical excision procedure on cervical disease recurrence among women with HIV and high-grade cervical lesions in Kenya: a randomized clinical trial. JAMA. (2019) 322(16):1570–9. doi: 10.1001/jama.2019.14969

54. He J, Wang Y, Du Z, Liao J, He N, Hao Y. Peer education for HIV prevention among high-risk groups: a systematic review and meta-analysis. BMC Infect Dis. (2020) 20(1):1–20. doi: 10.1186/S12879-020-05003-9

55. Ridgeway K, Montgomery ET, Smith K, et al. Vaginal ring acceptability: a systematic review and meta-analysis of vaginal ring experiences from around the world. Contraception. (2022) 106:16–33. doi: 10.1016/j.contraception.2021.10.001

56. Palmeira-de-Oliveira R, Oliveira AS, Rolo J, et al. Women’s preferences and acceptance for different drug delivery routes and products. Adv Drug Deliv Rev. (2022) 182:1–27. doi: 10.1016/j.addr.2022.114133

57. Zaveri T, Powell KA, Guthrie KM, Bakke AJ, Ziegler GR, Hayes JE. Qualitative exploration of intrinsic and extrinsic factors that influence acceptability of semisoft vaginal suppositories. BMC Womens Health. (2018) 18(1):1–17. doi: 10.1186/s12905-018-0657-2

58. Hampson L, Maranga IO, Masinde MS, et al. A single-arm, proof-of-concept trial of lopimune (lopinavir/ritonavir) as a treatment for HPV-related Pre-invasive cervical disease. PLoS One. (2016) 11(1):1–15. doi: 10.1371/journal.pone.0147917

59. Farahmand M, Moghoofei M, Dorost A, et al. Prevalence and genotype distribution of genital human papillomavirus infection in female sex workers in the world: a systematic review and meta-analysis. BMC Public Health. (2020) 20(1):1–14. doi: 10.1186/s12889-020-09570-z



OPS/xhtml/Nav.xhtml




Contents





		Cover



		Women's experiences and acceptability of self-administered, home delivered, intravaginal 5-Fluorouracil cream for cervical precancer treatment in Kenya

		Introduction



		Methods



		Clinical trial design and setting



		Data collection, transcription, and translation



		Sample size



		Data analysis



		Ethical considerations











		Results



		Participant characteristics



		Quantitative findings



		Qualitative findings



		Content



		Complexity



		Comfort



		Credibility



		Delivery











		Discussion



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Conflict of interest



		Publisher's note



		Supplementary material



		References



















OPS/images/cover.jpg
& frontiers | Frontiers in reproducive Hesltn

Women's experiences and acceptability
of self-administered, home delivered,
intravaginal 5-Fluorouracil cream for
cervical precancer treatment in Kenya





OPS/images/frph-07-1487264-t002.jpg
1. Motivation for participating in the study” n (%)

To contribute important information to medical science 8 (66.7%)
To help other patients with the same condition 9 (75.0%)
To receive treatment for this condition 11 (91.7%)
To benefit from the additional medical attention and testing that the study provided 12 (100.0%)
To benefit from the financial offered 5 (41.7%)
2. Emotions or feelings when you first used the cream?
Anxious or worried 3 (25.0%)
or shame 0 (0.0%)
Afraid or fearful 2 (16.7%)
Relieved 0 (0.0%)
Empowered or confident 4 (33.3%)
Overwhelmed 0 (0.0%)
Did not feel anything at all 3 (25.0%)
Other 0 (0.0%)
Don't know, no opinion 1(8.3%)
3. Most difficult part about using the cream®
None 8 (66.7%)
Finding time to apply it 0 (0.0%)
Finding privacy to apply it 0 (0.0%)
Inserting the cream with the applicator 0 (0.0%)
Having to place a tampon overnight following inserting the cream 0 (0.0%)
Being sure that I put the cream in correctly 0 (0.0%)
Remembering to put in the cream 0 (00%)
Having to abstain from sex for two days after using the cream 1(8.3%)
Side effects of the medication 2 (167%)
Gelting my partner's support to use the cream 4 (33.3%)
The need to use condoms for contraception 2 (16.7%)
4. Physical with use of the applicator
None 11 (91.7%)
Mild 1(8.3%)
Significant 0 (0.0%)
Not sure 0 (0.0%)
5. Frequency of tampon use after applying the cream
Always (each time) 11 (91.7%)
Most of the time 1 (8:3%)
Fewer than half the time recommended 0 (0.0%)
Never 0 (0.0%)
6. | was using the tampon overnight after drug
Strongly agree 12 (100.0%)
Somewhat agree 0 (0.0%)
Don't know, no opinion 0 (0.0%)
Somewhat disagree 0 (0.0%)
Strongly disagree 0 (0.0%)
7. The need to use a tampon to keep the in place overnight made it harder for you to use the cream?
Strongly agree 5 (41.7%)
Somewhat agree 0 (0.0%)
Don't know, no opinion 0 (0.0%)
Somewhat disagree 0 (0.0%)
Strongly disagree 7 (583%)
8. Prefer self- at home to dlinic application by a doctor
Would strongly prefer self-application 11 (91.7%)
Would likely prefer self-application 1(83%)
‘Would likely prefer the doctor to apply it 0 (0.0%)
‘Would strongly prefer the doctor to apply it 0 (0.0%)
Not sure 0 (0.0%)
9. You were discouraged from using this vaginal cream by friends and family
Yes 1(83%)
No 11 (91.7%)
Don't know, no opinion 0 (0.0%)
10. It was hard to to use the cream
Strongly agree 0 (00%)
Somewhat agree 0 (0.0%)
Don't know, no opinion 0 (0.0%)
Somewhat disagree 0 (0.0%)
Strongly disagree 12 (1000%)
11. It was hard to find privacy to use the cream
Strongly agree 0 (0.0%)
Somexwhat agree 0 (0.0%)
Don't know, no opinion 0 (0.0%)
Somewhat disagree 1(83%)
Strongly disagree 11 (91.7%)
12. Thinks the vaginal cream is safe
Strongly agree 12 (1000%)
Somewhat agree 0 (00%)
Don't know, no opinion 0 (0.0%)
Somewhat disagree 0 (0.0%)
Strongly disagree 0 (0.0%)
13. Confident that | used the vaginal cream correctly
Strongly agree 12 (100.0%)
Somewhat agree 0 (0.0%)
Don't know, no opinion 0 (0.0%)
Somewhat disagree 0 (0.0%)
Strongly disagree 0 (0.0%)
14. Partner was supportive of my using the vaginal cream
Strongly agree 6 (500%)
Somewhat agree 0 (0.0%)
Don't know, no opinion 0 (0.0%)
N/A (Does not have a partner) 6 (50.0%)
15. Would 5FU use to others
Strongly agree 12 (100.0%)
Somewhat agree 0 (0.0%)
Don't know, no opinion 0 (0.0%)
Somewhat disagree 0 (0.0%)
Strongly disagree 0 (0.0%)
16. In the future, if you need this cream as part of your treatment, would you use it again?
Strongly agree 12 (100.0%)
Somewhat agree 0 (0.0%)
Don't know, no opinion 0 (0.0%)
Somewhat disagree 0 (0.0%)
Strongly disagree 0 (0.0%)
17. 1f the cream could be used alone to treat precancer, would you prefer using the cream and applying it at home as you did, or would you prefer
the treatment you had?
‘Would strongly prefer the cream instead of the procedure 12 (100.0%)
Would likely prefer the cream instead of the procedure 0 (0.0%)
Would likely prefer the procedure instead of the cream 0 (0.0%)
‘Would strongly prefer the procedure over the cream 0 (0.0%)
Don't know, no opinion 0 (0.0%)
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Dimension

Definition
An assessment of women’s perspectives on an
intravaginal, self-administered topical therapy

Emerging themes
Previous experiences with precancer
treatment

Summary of findings
As based on previous experience with precancer treatments,
their educational background, and their reasoning for joining
the study, women prefer the SFU treatment better than LEEP,
with specific instances of dislike for LEEP, indicating a
preference for SFU.

Complexity

An assessment of women’s beliefs about how easy o
difficult it was to use self administered 5FU

Challenges with dispensing correct
treatment dosage (amount).

Most women experienced initial trouble with the dosing, but
with additional education, felt more comfortable with dosing,
indicating minor complesity with 5FU.

Treatment education as a facilitator
to dispensing correct treatment
dosage (amount).

All women said their confidence increased over time as they
got more comfortable with the treatment.

Confidence using treatment

‘Some women credited the education they received in the clinic
to their comfort and understanding.

An assessment of women's experiences of and with
adverse events, self-administering 5-FU, and using a
tampon.

Adverse events

Most women mentioned experiencing some level of adverse
events, but, importantly, noted that this did not deter them
from treatment since they knew to expect some level of
discomfort initially.

The role of health care providers
and research staff

Women who reported more severe adverse events appreciated
being able to talk to a nurse, who would help them through it
or encourage them to stay on treatment.

Credibility

‘Women'’s beliefs around the efficacy of the treatment

Hope and faith

‘Women believed that the treatment would work and expressed
a lot of hope in the treatment as a solution.

Delivery

Assessment of women's perspectives on aspects of
treatment delivery; where (home or clinic), when
(time of day), and other barriers to use

Preferred location of treatment
delivery

Most women preferred home delivery for privacy, ease of life
(not interfering with work not needing to go to clinic).

‘Timing of self-administered
treatment

Most women the ability to use the treatment more discretely at
night when discussing their preference for home delivery.

Barriers to self-administration

Some women did indicate lack of privacy concerns when their
Kids were out of school.
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