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ABSTRACT  

Objective Understand women’s preferences and willingness to try various hypothetical 
Multipurpose Prevention Technology (MPT) concepts to achieve dual protection from pregnancy 
and HIV.  

Design Quantitative market research survey of 1,722 women in high-HIV burden settings in 
sub-Saharan Africa.  

Setting Urban and rural Uganda, Nigeria and South Africa. 

Population Sexually active women, aged 15-35 years. 

Methods Face-to-face computer assisted interviews of 60 minutes.  

Main outcome measures Reported sexual behavior, self and partner fidelity, contraceptive and 
HIV prevention awareness and use, sources of information, self and partner HIV testing, 
perceived risk of pregnancy and HIV, desire for dual protection, as well as assessment of four 
hypothetical MPT concept profiles and their potential side effect profiles. 

Results Women reported varying attitudes and experiences surrounding sexual behaviour, 
relationship dynamics, motherhood status, the healthcare world, as well as contraceptive 
awareness, experience and access. Despite various life contexts, there was near universal 
acceptance of the hypothetical concept of an MPT, which may prevent pregnancy and HIV. 
However, this did not translate into universal preference of any one of the MPT concept profiles 
tested, although long acting forms ranked higher. The four most influential perceptual drivers of 
preference and likelihood to try any MPT were: administration, ease of use, form and duration.  

Conclusions Women had varying needs and ideas on how to best realise their preferences 
within their life contexts regarding MPTs. Options are needed in order to optimize preference-
sets and coverage of all possible life contexts. 

Keywords Multipurpose Prevention Technologies (MPTs), contraception, HIV/AIDS prevention, 
Africa, acceptability, women. 
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INTRODUCTION 

In 2013, there were roughly 1.5 million new infections in sub-Saharan Africa, a reduction of 33% 
from 2005.1 Despite the declining rate, Sub-Saharan Africa still accounts for nearly 70 percent of 
the global total.1  Multipurpose Prevention Technologies (MPTs) aspire to provide a holistic 
approach to women’s primary sexual and reproductive health concerns, i.e., prevention of 
unintended pregnancy, HIV and other sexually transmitted infections (STIs), by combining 
multiple protective components in one product.2-15 Currently, condoms (male and female) are 
the only available form for both pregnancy and STI prevention; however, condoms have not 
achieved sufficient levels of uptake or consistency in use to stem the HIV epidemic, particularly 
in regions of greatest HIV burden.16 

The development of MPTs is nascent.17 It is critical to understand women’s preferences and 
their likelihood to try MPTs, in order to ensure that effective and acceptable MPTs are 
developed and commercialized.  

To this end, a market research study was conducted to understand the intended end-users, 
their preferences and willingness to try hypothetical MPTs offering dual protection from 
pregnancy and HIV, in the form of four different concept profiles: an Intra-Vaginal Ring (IVR), an 
intra-vaginal film, an injectable (consisting of two injections) and an implant (consisting of two 
implantable rods) (Figure 1). The hypothetical concept profiles were described as offering dual 
protection from pregnancy and HIV infection only, and no other STIs. Furthermore, women were 
told that these concepts did not currently exist, but rather were potential future products. 
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Figure 1. Images of the four hypothetical MPT concept profiles presented to respondents. 
Placebo examples were shown for: the intra-vaginal film, Intra-Vaginal Ring (IVR) and implant 
only, and the hypothetical MPT concept profile information given to and read to/with 
respondents. 

This report highlights findings from the quantitative field research phase. Development of the 
survey instruments benefited from a formative qualitative research phase, which also offered 
critical insights from marketing executives, men and healthcare providers on influence, 
acceptability, commercialization and MPT concept profile assessment. This study was not 
designed to deliver a forecast of demand nor a segmentation of country populations.  

METHODS 

Design and setting 

Data were collected via face-to-face computer assisted interviews of 1,722 women in Uganda 
[Kampala, Gulu, Mbabara and Mbale], Nigeria [Lagos, Abuja, Benue and Enugu] and South 
Africa [Johannesburg, Cape Town, Durban and Port Elizabeth]. 

The objectives of the research were two-fold: 1) understand women in relation to sexual 
behaviour, contraceptives, HIV and testing, and 2) gauge the level of preference and willingness 
to try MPTs in general (offering protection from pregnancy and HIV), specifically for the four 
hypothetical MPT concept profiles – an Intra-Vaginal Ring (IVR), an intra-vaginal film, an 
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injectable (consisting of two injections) and an implant (consisting of two implantable rods). 
Figure 1 illustrates the four hypothetical MPT concept profiles shown to women during 
interviews and describes the concept profile information, which was shown to women alongside 
the images. 

Population Sample  

The target population were women at risk of HIV infection in pre-specified age groups.18 Quota 
sampling was used to recruit respondents, taking into account the target population (Table 1). 
The sampling of women was based on national statistics across regions on population 
demographics including: age, sex, region, urban/rural split, socio-economic class, and HIV 
prevalence and the samples were therefore nationally representative.  

 

Table 1. Quota sampling information on study participants across country.  

Screening criteria were used in order to establish eligibility for participation in this study. 
Respondents had to be between the ages of 15-35 years in Uganda and Nigeria and 18-35 
years in South Africa (ethical standards would not permit respondents under 18 years old). 
Women were required to self-report as: sexually active, not currently trying to conceive, not 
currently pregnant, HIV negative, and currently/have used in the past and open to/intend to use 
contraceptive method(s) to prevent pregnancy.  

Other demographic information was captured during the interviews; however, these did not 
determine eligibility. 

Data collection 

Women were surveyed with 60-minute interviews. For data collection, mobile phones/tablets 
with offline data storage capability were used and data were automatically uploaded when an 
Internet connection was available.  
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The research teams were briefed and trained, and pilot interviews were observed across all 
countries, ensuring adherence to objectives, processes and ethical considerations. Interviews 
were conducted by experienced interviewers in the local language or English. 

In questions regarding sexual behavior, HIV risk, as well as acceptability of side effects and 
MPT characteristics, a 5-point rating scale was used with 1 being ‘fully agree’ and 5 being ‘fully 
disagree’.  

The closed-ended data were analysed by initial base analysis including an examination of data 
at a total respondent level, as well as by key groups such as marital status, across age groups, 
and urban vs. rural. Additional subgroups of interest were identified during the analysis to elicit 
areas of differentiation or drivers of behaviour. Statistical significance (P<0.01) is shown when 
data in one country are significantly different from findings in the other countries.  

Open-ended data were also analysed. The process began with review of verbatim responses for 
each question. Key common themes were identified, as well as factors associated with each 
theme. This represented a code frame. Each verbatim response was then analysed and 
assigned to its appropriate code. 

RESULTS  

Women’s lives: employment, education, religion, relationships, motherhood, and sexual 
behavior  

The survey respondents’ preferences were subject to a complex set of dynamic influencers that 
varied by different aspects of life. There were central differences in the experiences and life 
contexts of women in Uganda, Nigeria and South Africa (Table 2).  
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Table 2. Demographic data on study participants across country.  

The ability to have employment or seek it was an important option for many women. However, 
women in Uganda also reported being homemakers or students. In Nigeria, the major 
alternative to work was being a student. In South Africa, the majority were unemployed with little 
alternative apart from seeking employment.  

In terms of education, most women interviewed had achieved some level of secondary 
education; however, a third of women in Uganda remained at the primary level. A minority of 
women continued their education past the secondary level with significantly more women doing 
this in Nigeria.   

With regard to religion, the vast majority of respondents stated that they are Christian. A 
proportion in Nigeria and Uganda stated that they are Muslim, whereas more women in South 
Africa stated they have no religion.  

Significantly more women in South Africa considered themselves as single, i.e., not married, but 
have a boyfriend (bf)/partner as compared to women in Uganda and Nigeria. At the same time, 
single women did not cohabitate with their bf/partner (Table 3).  In addition, there were 
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significantly more mothers in South Africa, and 74% of single South African women were 
mothers (66% of total South African sample). This percentage of single mothers was much 
higher than for women in Uganda (31%) and Nigeria (2%). With more women in South Africa 
already being mothers, few wanted more children as compared to women in Uganda and 
Nigeria (Table 3).  
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Table 3. Demographic data on study participants across country.  
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At the time of surveying, almost three quarters of respondents had one current sexual partner. 
More than two thirds of the Ugandan women interviewed were in a long-term monogamous 
sexual relationship, compared to over half in Nigeria and half in South Africa. Women in South 
Africa reported higher rates of sexual intercourse, as well as more lifetime sexual partners than 
women in Uganda and Nigeria (Table 3). Women who were more sexually active tended to be 
married especially in Uganda (64%) and Nigeria (55%), whereas, younger women (under 25 
years of age) and students tended to have one partner and infrequent sex. 

Pregnancy prevention and contraceptives: awareness, usage, sources of information, 
cost, risk of pregnancy and preferences  

Women were aware of different methods of contraception, but usage depended on a variety of 
issues. 

Awareness and Usage 

Tables 4 and 5 show that condoms dominated across all countries in terms of awareness and 
usage. Only in Uganda was usage of condoms (in the past three months) on par with another 
contraceptive – the injection.  

 

Table 4. Reported awareness and usage of pregnancy prevention methods – top stated overall 
methods.  
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Table 5. Reported awareness and usage of pregnancy prevention methods – bottom stated 
overall methods.  

Women across all countries were using the male condom as their main form of contraceptive. 
Despite overall high levels of awareness of the male condom, this did not translate into equally 
high levels of use in the past three months.  

The contraceptive injection was a close alternative to the male condom in both South Africa and 
Uganda. However, in Nigeria it had marginal impact. For women in Nigeria, the next alternatives 
to male condoms were natural methods, such as withdrawal and timing.  

Sources of information 

There were a variety of sources from which women acquired information about pregnancy 
prevention methods. The male condom was being discussed across all sources. The awareness 
and knowledge of the male condom also illustrates how different sources of information became 
more/less pertinent to women in different countries (Table 6). 
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Table 6. Reported sources of information on pregnancy prevention methods.  

For women in Nigeria, their network of friends was a critical source of information about the 
male condom; this was significant when compared to women in Uganda and South Africa. 
Friends were also a salient source of information for women in Uganda and South Africa 
(significantly more women in South Africa stated their mother and sister(s) were sources of 
information); but they acquired information about the male condom from other sources as well. 

Contraceptive	
Method	 Injection

Male	
condom

With-
drawal

Male	
condom

With-
drawal Timing ECPs Male	

Condom Injection OCPs

(n=) (172) (167) (63) (67) (66) (355) (252) (58)

	%	of	sample 25% 24% 9% 13% 13% 68% 49% 11%

Total		 47 46 43 70 50 61 71 65 62 59
Friends 37 40 40 63* 46 36 64 50 40 34

Mother 13 6 11 9 4 18 5 23* 23* 31

Sister 10 8 6 15 6 24 9 24* 23* 28

Total	 74 35 17 29 19 45 27 88* 89 93
Nurse	public	

hospital
33 11 3 13 10 16 12 48* 44 57

Nurse	public	clinic 2 1 2 3 - 1 2 44* 49 47

Healthcare	Worker	

public	hospital		
17 13 8* 2 3 1 9 12* 9 9

Doctor	public	hosp. 5 4 - 5 2 10 2 9* 6 14

Doctor	public	clinic 5 4 - 2 - 1 2 10* 4 14

Total 6 26 49 32 56 4 14 12 4 -

Total	 20 30 14* 37 3 1 9 42 23 12
Television	 8 14 5 35 2 1 6 39 20 10

Radio 19 23 14* 28 3 - 8 25 11 2

Newspapers 3 5 5 8 1 - 2 16* 8 5

Posters/	Bill	boards 4 4 3 11 - - 2 9 6 5

Total	 13 55* 33* 26 4 13 9 27 20 9
Talking	at	school 6 22* 10* 13 1 6 3 13 11 3

Teachers	 5 23* 11* 7 - 4 - 10 6 2

School	lesson 6 41* 25* 12 2 7 2 11 8 3

Oral	Contraceptive	Pills	(OCPs);	When	the	man	withdraws	the	penis	from	the	women	before	ejaculation	

(Withdrawal);Timing/	Safe	Days/	Calendar	(Timing);	Emergency	Contraceptive	Pills	-	a	pill	you	can	take	after	sex	(ECPs)	

Data	shown	for	those	methods	with	>10%	of	sample	used	in	P3M	only	

Note:	Most	mentioned	sources	of	information	have	been	shown	–	some	are	omitted	due	to	low	percentage	of	

sample/low	mention	–	little	statistical	implication

‘-’	Denotes	either	no	respondent,	or	mention	too	low	a	proportion/percentage	of	sample	

Boyfriend/Partner	(%)	

Media	(%)

Educational	Organisation	(%)

*significantly	higher	than	other	countries	(p<	0.01)

Healthcare	Providers	(%)

(%)	used	P3M	
(multiple	method	
use	possible)

Uganda

(n=691)

Nigeria

(n=512)

South	Africa

(n=519)

(317)	

62%

(96)	

13%

Family	&	Friends	(%)
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Significantly more women in South Africa reported getting information from healthcare 
providers, whereas women in Uganda accessed information from multiple sources. 

Media and schools were also sources of information, and were reported at significant levels by 
women in Uganda; however, much of that information surrounded the male condom only.  

Boyfriends and partners were a limited source of information for women in Uganda and Nigeria 
as they mainly provided information on withdrawal, and were reported as a marginal source of 
information for women in South Africa overall.  

Payment 

The vast majority (75%) of women in South Africa accessed a range of contraceptive methods 
at no cost, whereas the majority (54%) of women in Uganda primarily paid for contraceptives 
themselves. In Nigeria, partners of women were more likely to pay for contraceptives (55%) 
(Table 7).  

 

Table 7. Stated payment sources for contraceptives. 

Of the women in Uganda who used male condoms, 82% stated that their partner purchased 
them vs. 68% in Nigeria. Those women in Uganda who received contraceptives at no cost 
tended to use the injection (34%), male condom (28%) and the implant (24%).  

Risk perception 

There was no clear influencing factor for all women when it came to risk perception and 
behaviour with regard to pregnancy. It was not the aim of this study to clearly identify risk and 
behavior; however, it did try to gauge risk perception. When women were asked whether they 
agreed that they were at risk of becoming pregnant, significantly more women in Nigeria felt at 
risk (29%) compared to women in Uganda (24%) and South Africa (9%).  

Preferred duration and administration 

Overall, women in this study stated a preference for a long-acting contraceptive. Ugandan and 
South African women preferred an HCP-administered contraceptive, while Nigerian women 
preferred an on-demand and self-administered contraceptive (Table 8).  
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Table 8.  Stated preferred duration and administration of a contraceptive method. 

HIV prevention and testing: fidelity, testing, risk perception, awareness and use 

Significantly more women in Uganda than other countries stated that they practiced being 
faithful with their current sexual partner. Despite the majority (81% in Uganda, 71% in Nigeria, 
and 67% in South Africa) of women agreeing that they were faithful, when asked whether their 
current sexual partner was faithful, the percentage dropped by 50% (Table 9).  
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Table 9. Stated self and perceived partner fidelity and HIV testing – stated self and partner HIV 
testing, reason for/against testing, where to get tested. 



16	
	

With regard to HIV testing, there was a high proportion (up to 96%) of women who reported 
having had an HIV test, particularly in Uganda and South Africa, with many (45-54%) having 
been tested in government hospitals. The main reason women gave for having sought testing 
was to learn their HIV status.  

For a significant proportion of women in Nigeria, compared to Uganda and South Africa, who 
had not had an HIV test, the main stated reasons were that they had never thought of checking 
or did not think they had HIV/AIDS. The majority of these women believed they knew where to 
get tested; and would go to a government hospital (Table 9).  

As with the risk perception of getting pregnant, risk perception of contracting HIV was not 
tangible. Many women did not know the HIV status of their current sexual partner. The longevity 
and monogamous nature of a relationship did not necessarily mean women felt less at risk. 
Almost three quarters of women in the study had one sexual partner and the majority of these 
women stated that the relationship was long-term and monogamous; however, approximately 
two-thirds of these women believed they were at risk of being infected with STI/HIV.  

When women in South Africa thought about HIV prevention, they thought about and used the 
male condom. Women in Uganda and Nigeria reported faithfulness, as well as the male condom 
as methods for preventing HIV. Significantly more women in Uganda used faithfulness as their 
main prevention method (Table 10). 

 

Table 10. Awareness and usage of HIV prevention methods. 

There was a cohort of women who stated they did not know of any method to prevent HIV. This 
was significantly higher in Nigeria (32%) as compared to Uganda (21%) and South Africa (15%).  
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Sources of information for HIV prevention 

Ugandan women in this study reported a fairly even spread of information sources. Uniquely, 
Ugandan education emerges as important in this category with significantly more women getting 
information from school (Table 11).  

 

Table 11. Reported sources of information on HIV prevention methods. 



18	
	

Family and friends featured highly as sources of information for Nigerian respondents especially 
with regard to the male condom. Also, significantly more women in Nigeria than in Uganda and 
South Africa acquired information on the male condom from their partner.  

More women in South Africa received their information on HIV prevention methods from 
healthcare providers, alongside family and friends.  

A dynamic life context between and within Uganda, Nigeria and South Africa 

There were many factors operating within women’s lives in this study as illustrated in Figure 2. 
These factors were dynamic and inter-related. This interplay meant that respondent’s lives were 
not uniform.  

 

Figure 2. Illustration of women’s life context – the dynamic interplay of their experiences, 
behaviours and environment. 

This study also revealed central differences across Uganda, Nigeria and South Africa. Table 12 
gives a summary of the dynamic factors at play within women’s life contexts.  
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Table 12. Summary of women’s varying life-contexts across country.  

MPTs: four hypothetical concept profiles: preference, likelihood to try, and drivers  

Despite various life contexts, there was near universal acceptance of the concept of a MPT, 
which prevents pregnancy and HIV as opposed to methods, which prevent only pregnancy or 
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HIV. However, this did not translate into universal preference or likelihood to try any one of the 
four hypothetical MPT concept profiles this study tested (Table 13). 

 

Table 13. Preference for dual protection method (pregnancy and HIV) versus, pregnancy only 
and HIV only protection method. 

The four hypothetical MPT concept profiles– if all four were available 

Women who were presented with all four hypothetical MPT concept profiles identified which of 
the concepts they would try, if all were available. The implant resonated most strongly with 41% 
of women expressing intent to try; the injectable and the intra-vaginal film were also strong 
options, with 28% and 20% of women interested to try these, respectively. Preference for the 
Intra-Vaginal Ring was limited to 9% of women in the study sample (Figure 3 and Table 14).  

 

Figure 3. What women would try if all four hypothetical MPT concept profiles were available to 
them today. 
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The four hypothetical MPT concept profiles– if only one was available 

If there was only one hypothetical MPT concept profile available, the likelihood to try each MPT 
concept increased. The overall preference-order remained the same, with 75% of women 
interested to try to the implant if it were the only method available and 71%, 60%, and 36% 
interested to try the injectable, film and ring, respectively. Having only one MPT option available 
increased the likelihood to try all MPT concepts the most in Uganda and South Africa, whereas 
impact was limited in Nigeria (Table 15). 

 

Table 14. Stated reasons behind preference and likelihood to try hypothetical MPT concept 
profiles when choosing one MPT concept if all four hypothetical MPT concept profiles were 
available to respondents today. 
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Table 15. What women would try if all four hypothetical MPT concept profiles were available to 
them today versus if it was the only MPT concept profile available to them today. 

Changes to the intra-vaginal ring  

When women were informed that the IVR could be made smaller and thinner than the 
hypothetical concept profile size and form, most did not revise their responses. Overall, the 
percentage of respondents who would definitely try a modified IVR increased from 14% to 22%. 

Reasons for preference 

Table 16 describes the reasons women stated for preferring the MPT concept they selected. 
Positive attributes such as duration and ease of use were important factors. However, salient 
negative attributes also drove preferences such as dislike of vaginal-insertion and injections.   

 

Table 16. Drivers behind likelihood to try hypothetical MPT concept profiles and acceptability of 
attributes from MPT concept profiles. 



23	
	

Key drivers influencing preference and likelihood to try 

The most influential drivers* of preference and likelihood to try any of the four hypothetical MPT 
concept profiles were similar across all profiles: administration, ease of use, form and duration. 
If respondents perceived that these positive attributes were combined in any MPT, this option 
achieved high levels of preference and willingness to try. The four hypothetical MPT concept 
profiles shared these drivers of preference and likelihood to try because women perceived these 
drivers differently. Ease of use can mean an on-demand form for some women, whereas for 
others it means long duration (Table 16).  

Current contraceptive use and hypothetical MPT concept profile preference 

Current contraceptive use also impacted the hypothetical MPT concept profile preference. 
Women in this study were more likely to choose an MPT concept profile based on either their 
experience (familiarity and type of method currently used) or their needs (on-demand versus 
longer-term protection). The implant profile resonated across a broad range of women. Current 
implant users remained loyal to the form (note: small base size), whilst other women stated that 
they would switch from another contraceptive method to an MPT implant.  The intra-vaginal film 
offered an option to a more specific user-profile (on-demand and natural methods), alongside 
the implant and the injectable (Figure 4). 

 

Figure 4. Current contraceptive use and MPT choice.  

																																																													
* Driver	analysis	is	the	statistical	analysis	of	data	from:	likelihood	to	use	MPT	concept	profiles	('definitely	would	try'	
and	'probably	would	try')	and	acceptability	rating	('completely	acceptable'	and	'somewhat	acceptable')	on	each	
MPT	concept	profile	and	corresponding	attributes.	
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Acceptability of HIV Testing Requirements 

Respondents were asked about the level of HIV testing acceptability when hypothetically using 
MPT concept profiles. Levels of acceptance towards HIV tests before use and every three 
months during use were high. Significantly more women reported HIV tests as ‘completely 
acceptable’ in Uganda, whereas significantly more women in Nigeria reported them as 
‘somewhat acceptable’ (Table 17).   

 

Table 17. Stated acceptability of HIV testing requirements for an MPT. 

Acceptability of Side Effects  

Alongside potential side effects described within each concept MPT profile (Figure 1), women 
were asked to report the level of acceptability for those side effects, which could arise with MPT 
use. Overall, higher numbers of women stated migraine, diarrhea, headache and bleeding 
issues as completely unacceptable. For intra-vaginal MPTs, yeast infection was considered 
completely unacceptable by significantly more women than any other potential side effect. 
Significantly more women in Uganda found the majority of all possible side effects completely 
unacceptable (Tables 18-20).  
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Table 18. Stated acceptability of side effects from contraceptive drug as part of an MPT. 

 

Table 19. Stated acceptability of side effects from HIV prevention drug as part of an MPT. 

 

Table 20. Stated acceptability of side effects from Intra-vaginal film and ring drug as part of an 
MPT. 

DISCUSSION  

MAIN FINDINGS 

Sexually active women in high HIV burden countries in sub-Saharan Africa were interviewed to 
understand their preferences and willingness to try various hypothetical MPT concept profiles to 

Total	 Uganda Nigeria South	Africa
(n=1,729) (n=691) (n=519) (n=519)

1.		Diarrhea 61* 78* 52 49
2.		Muscle	Pain 47 59* 35 44
3.		Rash	 45 59* 25 46
4.	Dizziness 41 50* 22 47
5.		Headache	 41 48 29 43
6.		Fatigue 40 51* 26 40
7.		Nausea	 38 47* 24 40

>16%	women	state	that	any	one	of	these	side	effects	are	‘somewhat	acceptable’	
(aside	from	diarrhea	&	muscle	pain)

(%)	of	women	saying	it	was	
totally	unacceptable	

*significantly	higher	than	other	countries	(p<	0.01)
Note:	Acceptability	question	based	on	scale	of	1-5.	Data	shown	are	for	those	
selecting	‘completely	unacceptable’	(5).
Note:	Women	were	told	that	these	side	effects	would	be	mild	and	infrequent
>5%	women	state	any	one	of	these	side	effects	are	‘completely	acceptable’	

Total	 Uganda Nigeria South	Africa

(n=1,729) (n=691) (n=519) (n=519)

1.		Yeast	Infection 67* 84* 55 56
2.		Unexpected	Bleeding 47 56* 39 42

3.		Vaginal	Discharge	 43 61* 22 39

4.		Vaginal	Irritation	 41 50 23 47

>18%	women	state	that	any	one	of	these	side	effects	are	‘somewhat	acceptable’	

(aside	from	yeast	infections)

(%)	of	women	saying	it	was	

totally	unacceptable	

*significantly	higher	than	other	countries	(p<	0.01)

Note:	Acceptability	question	based	on	scale	of	1-5.	Data	shown	are	for	those	

selecting	‘completely	unacceptable’	(5).

Note:	Women	were	told	that	these	side	effects	would	be	mild,	infrequent,	and	

resolved	over	time
>6%	women	state	any	one	of	these	side	effects	are	‘completely	acceptable’	
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achieve dual protection from pregnancy and HIV. Nearly all expressed an interest in using a 
dual protection method. 

Despite the fact that women in this study had varying life contexts including complexities and 
nuances surrounding sexual behavior, self and partner fidelity, contraceptive and HIV 
prevention awareness, risk perception, HIV testing, and health system relationships, three 
hypothetical MPT concept profiles resonated with the majority of women: the implant, injectable 
and intra-vaginal film. However, no one hypothetical concept profile alone realized the 
preferences and needs of all women. And thus there is a need for multiple options.  

Women in this study were equally clear on what they did not prefer. The IVR hypothetical 
concept profile, like the one presented in this study, did not resonate strongly across the sample 
population, although willingness to try increased if it was the only available MPT, it remained at 
low levels across all countries and alterations presented on flexibility and size had marginal 
impact. 

Strengths  

Aside from clinical trials, this is one of the first large-scale research studies with a population of 
women who would be potential end-users of MPTs. Furthermore, it was carried out in three high 
HIV-burden countries.  

Due to the nature of this study and target population, our sample was quota-designed which 
allowed us to target the most relevant population groups. However, the sample remained 
nationally representative within the quota with respect to age, HIV prevalence, and rural and 
urban populations.  

Limitations 

As with any field study, the data are subject to a respondent’s openness.  

Data were collected in Uganda and Nigeria from women older than 15 years of age, whereas in 
South Africa, due to ethical restrictions, data have been collected from women older than 18 
years of age. Having the ability to compare from 15 year olds in South Africa with data collected 
in Uganda and Nigeria would have been an advantage.  

This study did not set out to completely examine risk perception, nor was its focus to deliver a 
segmentation of the population or a demand forecast across the four hypothetical MPT concept 
profiles. Such research would be a valuable addition to this study and the development of 
MPTs. 

Interpretation 

At the present time, an MPT product other than male and female condoms is not available. 
MPTs are in conceptual and early clinical development stages.2-15 Within the broader context of 
the World Health Organization, the United National Family Planning Association, and the 
Initiative for Multipurpose Prevention Technologies (IMPT), this study strengthens the already 
growing mandate for more investment in research and development of new, safe and effective 
MPTs. Over the last few years, numerous other studies confirm the desire and acceptability of 
various MPTs in different settings.13, 17, 19-22 For example, a literature review by Peters et al. 
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concluded that women in sub-Saharan Africa accepted the use of the female condom when 
potential users were given access to the device, and exposed to interventions, which supported 
the use of a female condom.20 In a consumer product preference study of vaginal film, soft-gel 
capsule, or tablet, over 85% women in Burkina Faso, Tanzania, and Zambia said they would 
use either the film or soft-gel product.19 The Ring Plus Project is an ongoing clinical trial of 
Rwandan women, which hopes to inform the development of contraceptive vaginal rings as 
MPTs for introduction into African markets.21 Note: At the time of writing this paper, the results 
for the Ring Plus Project were not available, and thus are not discussed herein. 

In October of 2014, the first HIV Research for Prevention (HIVR4P) Conference was held to 
feature the latest research on all forms of biomedical prevention. A portion of this conference 
was devoted to the research for MPT development. From abstracts presented, it appears that 
most research is focused on vaginal rings that deliver anti-retroviral drugs and contraceptives.23-

30 In addition, a recent review of the conference shows that most MPTs in the development 
pipeline are in the form of a ring or gel.4 These studies would be benefited by results from the 
survey presented here in which the vaginal ring was not the most preferred method for an MPT 
device.  In addition, the data presented in this report fits within the growing body of work that 
attempts to assess the commitment to prevention technologies albeit within the context of other 
clinical trials. For example, Ndwandwe et al. found that women with low adherence to vaginal 
microbicidal gel with condom use still had a higher risk for pregnancy and HIV infection when 
compared to women who used both.31 While this is no surprise, it underscores the need for one 
MPT that can be used reliably. Another study in Zimbabwe and Malawi collected data from 
users, providers, and the community regarding interest in MPTs during two on-demand 
micobicide gel studies. This study found that health professionals and community advisors may 
be more likely to recommend an MPT, and women and men may be more willing to use it if they 
could be reassured that use would have no long-term effect on fertility. Furthermore, in the ideal 
scenario, it was important for users to know that they could switch from single to multipurpose 
prevention as needs changed over time.32 These data further strengthen the finding in this study 
that women prefer multiple options for MPTs. 

Our survey results have significant implications for many specific MPT products currently in 
development (preclinical or early clinical). More research is needed to support further 
development and any possible introduction, as well as market specific segmentation and 
demand-forecasts, in order to optimise development and impact. For example, such data can 
inform how to best address women’s concerns, communicate to them and their influencers, and 
how to utilise the markets for introduction by building upon women’s dynamic characteristics 
and healthcare systems.  

It is critical to collect end-user feedback early and throughout the product development process, 
so that resources can be efficiently prioritized toward the development of products with the 
greatest potential impact. These products will then be most effective, acceptable and ultimately 
relevant to end-users. The present data were collected to inform those who intend to develop, 
market, distribute, provide and use these products.  

 

 

 



28	
	

Conclusions 

The key conclusions from this study are: 

1. There is a high interest in using dual protection. 
2. Administration, ease of use, form and duration are the vital characteristics required for any 

MPT in order to gain preference and trial. 
3. A high-impact MPT will combine these attributes and be perceived to fit across a broad set 

of women’s lifestyles and stages. 
4. Options are critical to optimise coverage. At the very least there needs to be one MPT which 

offers longer-term protection and one that is used on-demand.  
5. Three hypothetical MPT concept profiles resonate amongst the various life contexts: the 

implant, the injectable and the intra-vaginal film.  
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