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Abstract

The World Health Organization recommends differentiated service delivery (DSD) models for HIV prevention, including
alternatives to clinic-based PrEP services. This study assessed the acceptability and feasibility of remote PrEP deliv-
ery—including HIV and pregnancy self-testing, and phone-based adherence counselling—among adolescent girls and
young women (AGYW) in Johannesburg. The research was nested within the PrEP SMART trial (2019-2022), which
evaluated scalable adherence support strategies for AGYW aged 18-25. During COVID-19 lockdowns, PrEP refills and
testing kits were delivered to participants’ homes, and counselling was provided by phone. Using a phenomenological
qualitative method, we conducted in-depth interviews with AGYW (n=14) who had the option to complete remote PrEP
visits (accepting or declining), study staff (n=12), and key informants (z=10) involved in PrEP programming. Thematic
analysis explored experiences of remote delivery, focusing on acceptability and feasibility. AGYW found remote PrEP
visits convenient, empowering, and time-saving. Procedures such as self-testing and phone counselling were generally
acceptable, though some expressed anxiety about performing tests incorrectly and concerns over privacy, stigma, and unin-
tentional disclosure of PrEP use at home. About half still preferred clinic-based visits. Staff and key informants recognized
benefits, but highlighted challenges related to cost, sustainability, and provider workload. Suggestions for improvement
included integrating contraception and partnering with community organizations. In conclusion, remote PrEP delivery is
acceptable and feasible for many AGYW but not universally suitable. These findings support the inclusion of remote PrEP
options in DSD models, with attention to privacy concerns and support for self-testing in this age group.
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Introduction

The global landscape has witnessed a shift towards inte-
grating PrEP services into community-based and remote
platforms. Mobile clinics, telehealth services, and phar-
macy-based models have been employed to decentralize
PrEP delivery, making it more accessible to diverse popula-
tions. These models have been particularly beneficial during
the COVID-19 pandemic, ensuring continuity of services
amidst movement restrictions. Remote PrEP delivery mod-
els have been explored in sub-Saharan Africa and globally
and have demonstrated feasibility and acceptability and a
promising strategy to improve PrEP uptake and adherence
[1].

In South Africa, adolescent girls and young women
(AGYW) face a significant risk of HIV infections. In 2023,
HIV prevalence was approximately two-folds higher among
AGYW aged 15-25 than other populations [2]. Oral PrEP
was introduced in South Africa in 2016, and current guide-
lines recommend use for all individuals at risk for HIV [3].
Despite the high levels of interest and uptake among AGYW
PrEP, adherence and persistence remains a challenge [4, 5].
While several PrEP challenges are individual-level barriers
such as forgetfulness and difficulty swallowing the daily pill,
AGYW commonly also report health system-level barriers
to their PrEP use. These include societal stigma around HIV
and PrEP use, long wait hours in clinic queues, overburden
and under-resourced facilities, competing healthcare priori-
ties in AGYW and difficulties accessing healthcare due to
their busy public clinics and clinic staff [6-8]. A growing
body of research suggests that person-centered PrEP ser-
vices may be a solution to addressing these barriers [9].

The World Health Organisation (WHO) acknowledged
the diverse needs of people vulnerable to HIV and recom-
mended differentiated service delivery (DSD) approaches.
The DSD approaches are client-centred and calls for adapt-
ing the time, mode, and place of health service delivery to
meet the clients’ needs, preferences and expectations and
remove barriers to care, while also considering the resource
constraints in the public health system [10, 11]. DSD
approaches that move PrEP delivery outside of clinic spaces
(e.g., home-based PrEP delivery, PrEP offered at commu-
nity-based collection points, and multi-month dispensing
schedules) could lessen clients’ burden of frequent clinic
visits by providing alternative to conventional care [12].
Decentralised or remote procedures could improve retention
in care, support PrEP persistence, reduce strain on the health
facilities, and offer convenience for AGYW saving travel
costs and time and could improve PrEP persistence [13].

The need for alternative PrEP delivery methods became
evident during the coronavirus epidemic (COVID-19)
and its related restrictions. There were concerns that the
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pandemic could exacerbate PrEP persistence challenges
among AGYW by limiting their access to PrEP at clinics.
In response to these challenges, the South African National
Department of Health (NDoH) recommended innovative
strategies to facilitate PrEP access. These included virtual
medical consultations, self-testing kits, and community-
based refill points [14]. The COVID-19 pandemic presented
a unique opportunity to evaluate the effectiveness of remote
PrEP delivery services in a real-world setting, allowing for
the assessment of their advantages and limitations in main-
taining consistent PrEP access for AGYW.

While decentralised PrEP procedures seem convenient
and likely to be acceptable for many, they may not meet
the needs of adolescents requiring more regular in-person
support. As observed in a study conducted in Cape Town,
as AGYW changed from monthly visits to quarterly PrEP
visits, PrEP adherence declined [15]. Additionally, while
decentralised PrEP services may streamline processes for
healthcare providers, structural barriers such as logisti-
cal issues such delays, high costs and unreliable networks
can impede timely PrEP delivery. Moreover, there is lim-
ited evidence on delivering PrEP outside the traditional
clinic setting. Little is known about the acceptability and
feasibility of remote PrEP services from the perspectives of
both AGYW and healthcare providers. Understanding the
acceptability and feasibility of remote PrEP procedures is
important to improve PrEP delivery among AGYW. Prob-
ing the acceptability and feasibility of decentralized PrEP
delivery will be informative in optimizing PrEP delivery for
AGYW, particularly those who find clinic visits inconve-
nient or challenging, while also reducing the burden on busy
public clinics.

We studied remote PrEP visits in the context of PrEP
SMART—a sequential multiple assignment randomized
trial of PrEP adherence support interventions conducted
among AGYW in South Africa. Our study aimed to explore
the feasibility and acceptability of remote PrEP delivery
methods, including refills, HIV and pregnancy self-testing,
and counselling during the COVID-19 pandemic in South
Africa.

Methods
Study Setting, Design, Participants and Procedures

This phenomenological qualitative sub-study was embedded
in the “PrEP SMART” study conducted in Johannesburg,
South Africa from May 2019 to January 2022 (Clinical Tri-
als.gov identifier: NCT04038060). During this period 360
sexually active, HIV-negative women ages 18-25 years
were enrolled, initiated on PrEP and randomized in a 1:1
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Table 1 PrEP SMART COVID-19 related adaptations

COVID-19 Adaptation of
PrEP procedures

AGYW perform HIV and
pregnancy self-test

PrEP delivered at AGYW’s
home by a study driver

Telephone-based

Standard of Care PrEP procedures

HIV and pregnancy testing by a clini-
cian at study site

PrEP refills collected by AGYW at
clinic pharmacy

In-per

son counselling counselling
In-person health assessments Telephone health
assessments

ratio to two-way SMS or peer support through WhatsApp
groups. Those with low adherence based on TFV-DP<500
fmol/punch from a dried blood spot [DBS] sample at their
Month 2 visit or who missed PrEP refills at Month 1 and/
or Month 2 (“non-responders”) were randomized to receive
either issue-based counselling visits at Months 4, 5, 7 and 8
or DLFB counselling at Month 3 and 6 [16].

When the COVID-19 pandemic began 10 months into
the PrEP SMART trial, the study team developed adapta-
tions to the PrEP delivery process to minimize COVID-19
exposure while maintaining HIV prevention services for
AGYW. These adaptations included remote PrEP refill vis-
its at month 3 and monthly phone-based PrEP adherence
counselling visits at Months 4, 5, 7 and 8. Table 1 depicts
standard of care (SOC) PrEP refill procedures conducted
prior to the COVID-19 pandemic: HIV testing and coun-
selling, assessment of PrEP use and adherence counseling,
health assessment and refill prescription, and dispensing at
the study clinic. The COVID-related adaptations to PrEP

Fig. 1 Remote PrEP visit process

delivery included offering HIV and pregnancy self-testing,
phone based counselling and PrEP home delivery. The
remote PrEP refill visits were only offered to AGYW for
follow-up for PrEP visit at Month 3 and monthly counsel-
ling follow-up visits at Months 4, 5, 7 and 8, implemented
during lockdown. Figure 1 depicts the PrEP SMART remote
visit procedures.

Sample Size and Sampling Method

The sample included purposively selected study partici-
pants. These comprised AGYW (n=14) who were offered
the option to complete remote PrEP visits at Month 3 and
after Month 6 of their study participation, and who either
accepted or declined the option. Although we initially
intended to include all young women who were offered
remote visits, not all were willing to participate in the inter-
views and declined. The sample also included PrEP SMART
study staff (n=12), and key informants (KIs) (n=10) who
were involved in PrEP programmes for AGYW.

Data Collection

We conducted in-depth interviews (IDIs) with AGYW,
study staff and KIs using a semi-structured interview guide.
IDIs with AGYW participants explored their experiences of
remote visits, including perceived benefits and challenges,
and preferences between remote and in-person visits. IDIs

Remote PrEP visit process

AGYW performs HIV and
Pregnancy self-test, send
photo of results to clinician

via WhatsApp/ MMS

Call AGYW, offer
remote visit, briefing
about HIV and
Pregnanvy self testing
kit, send video

Driver delivers HIV and
pregnancy self testing

.
]7 A\ If negative: prescribes PrEP,

E -~ provides SOC and adherence
. 5 counselling

==

Pharmacist
prepares and
dispense PrEP

Clinician reviews
the results
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Driver collects
PrEP from
pharmacist and
delivers to AGYW
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with staff and KlIs focused on the acceptability and feasi-
bility of remote visits, as well as potential benefits, and
barriers.

A research assistant (HC) contacted all participants listed
in the remote visit log via telephone to invite them to par-
ticipate in IDIs, while KlIs were invited via email. All par-
ticipants interested in IDIs provided written consent prior to
data collection. IDIs were conducted by three trained female
research assistants. Interviews with AGYW (14) and staff
(n=12) were conducted in-person at the study site (Wits
RHI), while interviews with KIs (n=10) were conducted
remotely via Microsoft Teams. They were conducted in
isiZulu (10) and/or English (26) based on participant pref-
erences and were audio-recorded. Each interview lasted
approximately 60 min. IDIs with Mock interviews were
conducted with youth community advisory board mem-
bers to pilot the interview guides, which were subsequently
revised as needed.

Data Analysis

The interview audio files were transcribed and translated
from a local language (isiZulu) to English by translators
who are fluent in both languages. A few transcripts were
checked against the voice records to ensure the transcrip-
tion quality. The data were organised and coded by five cod-
ers (MNK, JV, HC, LM, TC) in Dedoose version 6.1.18.
The codebook was developed using both a deductive and
inductive approach. The first codebook was developed
based on the topic guide. The codebook was tested on three
transcripts, and coders independently coded transcripts and
held monthly meetings check intercoder reliability. This
was done by comparing coding and discussing and resolv-
ing discrepancies and disagreements in code application via
discussion. Consequently, codes were added, re-defined,
or merged based on data emanating from the transcripts.
A final codebook was applied to all transcripts. This same
process was followed for staff and KI interviews. For this
analysis, a thematic-content analysis approach was used.
We extracted codes specific to remote visits (experiences of
remote PrEP visit, including facilitators, barriers, and prac-
ticalities of implementing remote PrEP visits, and consider-
ations for scale-up)—and created memos for each according
to the type of participants. Data were also categorised by the
different components of remote visits and procedures (HIV
and pregnancy self-testing, remote monthly counselling,
and home PrEP delivery). All participants were assigned
pseudonyms to conceal their identity and ensure anonym-
ity. The pseudonyms were selected by the first author and
applied during the analysis.
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Table 2 Themes and subthemes

Main themes Sub-themes

General perceptions and experi- Satisfaction with remote visits
ences of the remote PrEP visit Convenience

package Privacy

Acceptability of specific remote HIV and Pregnancy self-testing
procedures Remote (Home) PrEP delivery

Remote counselling
Planning is key
Alternative delivery options

Recommendations for remote
procedures

Ethical Statement

This study was approved by the Human Research Ethics
Committee (HREC) of the University of the Witwatersrand
and the University of Washington Institutional Review
Board (IRB). All participants provided written informed
consent.

Results
Participant Characteristics

Fourteen AGYW participated in IDIs, including ten remote
visits acceptors and four remote visit decliners. Most of
the participants had completed secondary school. Half of
them were unemployed, and almost half lived with their
parents. Twelve study staff were interviewed. Study staff
ranged from professional/managerial staff to community
health workers and drivers. The key informants (n=10) in
this study consisted of the non-study healthcare providers,
policymakers, and researchers representing several organi-
zations in Johannesburg and Cape Town. Table 2 presents
the main themes and subthemes emanating from the data.

General Perceptions and Experiences of the Remote
PrEP Visit Package

Remote PrEP visits and remote counselling were generally
acceptable among most AGYW taking PrEP, PrEP SMART
staff, and KIs working in PrEP delivery spaces. AGYW who
completed the remote visit were satisfied with the overall
remote PrEP visit. Most AGYW reported that they stayed
far from the clinic and needed transport money to get there,
which they often borrowed from family members; thus, the
remote visits were convenient because they did not have to
travel to the clinic, saving them time and transport costs.

“I think they [remote visits] are all right, because it
saves time for coming there, doing the tests, waiting
for the results, waiting for transport, no.” (Ntokozo,
21, Acceptor).
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AGYW felt that remote visits were more convenient than
clinic visits. They stated that due to other commitments,
such as work and school, they had difficulties finding time
to attend their PrEP clinic visits and counselling visits. The
remote procedures offered them flexibility and an option
that accommodated their busy schedules.

“You find that I’'m going to school on that day, and
I don’t have time, I feel like I can do the tests after
school instead of coming there, I can do it in the house
after school. I think it (remote visits) can work cause
sometimes I would have an hour that I can use to do
the tests and send them pictures then they deliver the
medication.” (Fikile, Acceptor).

AGYW reported that they dreaded the long clinic waits and
queues; the remote PrEP visits allowed them to undergo
procedures in the privacy of their homes, thereby avoiding
the long clinic queues. As one participant stated:

“What I liked the most about the remote visit was that
I didn’t have to queue for a long time... And it was
private cause I’'m in my house, in my flat, in my bed-
room, so it was fine.” (Gugu, 25, Acceptor).

Some participants reported that completing the procedure
at home, instead of at the clinic, offered them more privacy.
They said that remote PrEP visits reduced the stigma associ-
ated with accessing HIV services. One participant, who had
declined a remote visit, still acknowledged its benefit:

“In a way that they [AGYW] won’t be afraid to go
to clinics, so it would be easy for them to do the tests
in their own space privately without being judged by
saying, “I saw you yesterday at the clinic; what were
you doing?”.” (Gugu, 25, Decliner).

During the interviews, AGYW and KIs noted that complet-
ing procedures at home was not only convenient for AGYW
but for the providers as well. From the KIs’ perspective,
remote PrEP services or decentralising PrEP services is a
‘way forward’, given the general challenges associated with
accessing health services such as crowdedness and work-
load. They reported that remote visits reduced the number
of patients visiting the clinic. One KI highlighted the ben-
efits of reduced clinic congestion, decreased workload at
the facility, saved time, and ability to focus on clients who
required more intensive clinical care, such as sick patients.
Participants also noted that having fewer patients at the
clinic allowed social distancing and reduced the risk of
spreading COVID-19.

“PrEP is a prevention option, so it’s not like we are
sick, so it means people now wouldn’t want to come
and stay a long in a queue just to get prevention medi-
cation.” (Mercy, KI, Researcher).

Another KI stated:

“I think they [remote visits] can work and be quite
effective... exploring how remote everything could
work is smart for us to do in 2021 with all of this tech-
nology and potentially everything we’ve learned when
we were all forced to be remote... It can cut down so
much on time getting to the clinic. It can cut down
time for healthcare workers.” (Judy, KI, Funder).

In contrast, project staff indicated that remote visits took a
lot for them in terms of organising and execution. Specifi-
cally, they had difficulties balancing remote visits with on-
site visits.

“You have to plan for this participant; I’'m going to
phone; there’s a possibility that the clinic is full. You
have to see other participants (on-site), and then you
have to do this remote visit.” (Malesa, study staff).

Several KIs indicated that remote PrEP delivery improved
PrEP uptake, adherence, and retention in care. It reduced
the effort and burden associated with preparation for an in-
person clinic visit, ensured that clients received their medi-
cations and remained engaged in PrEP services.

“That’s why Mr. Delivery [food delivery service] is
so successful, cause you do nothing and they come
to you, or you don’t do as much, you know, that’s
why these Mr. Delivery and Uber Eats and them, they
work because it’s convenient, you know, you talk on
the phone for an hour or however long then you put
the phone down, later on you get your medication,
done, as opposed to getting up, bathing, leaving your
children, or not leaving, taking the effort” (Zelda, KI,
Psychologist).

All participant types expressed concerns or challenges
regarding remote visits. Privacy was a significant concern,
highlighted by AGYW, staff, and KIs. Many young women
lived in shared confined spaces with family members, mak-
ing it difficult to complete PrEP visit procedures at home.
One participant declined an offer to do a remote visit because
she did not want her mother to know she was on PrEP:

“Hence, I said because of privacy and even if I were
to do those things (remote procedures), my mom
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sometimes is at home the whole time. So, I’d have to
lock my room and do a lot of things, I just don’t want
to do that.” (Penny, 25, Decliner).

Staff members could also sense lack of privacy during
remote procedures.

“We asked them about privacy, and they said they’d
have privacy, but you could hear that there was some-
one else in the background... like maybe that person
was there to support them. But I don’t know how fully
comfortable they felt doing that visit with someone
else around. So, I know that privacy is sometimes a
challenge for people.” (Khosi, study staff).

One participant who had completed a remote visit swore
never to do it again because of the interruptions she expe-
rienced when she did the remote visit. Reflecting about her
previous visit that was done remotely, she said:

“I was bored, I don’t want it [remote PrEP visit]; there
was too much noise and disturbances, asking you,
“what is this; what are you doing?” I’'m busy this side
talking, and the child would be touching stuff. You
can’t even talk he would be asking, “Mama what are
you doing, what is this?”””. (Nene, 26, Acceptor)

Acceptability of Specific Remote Procedures
HIV and Pregnancy self-testing

In the quantitative survey, all AGY W who completed remote
PrEP visit reported that HIV and pregnancy self-testing was
easy to do and understand. They all indicated they would do
self-testing again. Most AGYW liked the self-test because
it offers privacy. AGYW described remote PrEP visits as
quick, easy procedures, which they could conduct inde-
pendently in their own spaces. Staff also emphasised the
easiness of self-testing. This process was facilitated by the
instructions included with the testing kits and a video illus-
trating the testing steps. AGY W stated that after completing
HIV and pregnancy self-testing procedures, they felt satis-
fied and empowered. They learned how to administer and
interpret the test and were the first to see their test results.

“Okay, for me, it was fun, like it was a good experi-
ence because you are now able to do your own tests
and stuff, HIV and pregnancy tests, like see how it’s
done. Yeah, then when going to the clinic and have to
wait for the results and stuff, so you just do them at
home and get the results the same time.” (Tsatsi, 19,
Acceptor).
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However, some AGYW participants anticipated or encoun-
tered challenges, these included a lack of private and quiet
space for self-testing, conducting the self-test incorrectly,
a fear of blood or self-pricking during the HIV self-test.
Consequently, some expressed a preference for in-person
clinic visits. Participants were concerned that if pricking
and testing were done incorrectly, it could lead to inaccurate
test results or complications like continuous bleeding. As
a result, not everyone offered remote PrEP procedures was
keen to do them. Participants who expected these challenges
chose not to do the remote visit and instead opted for an
in-person clinic visit. Some AGYW expressed a dislike and
fear of blood. One young woman declined the offer for a
remote PrEP visit, preferring a clinic visit. She stated:

“I hate blood. Just imagining myself pricking myself,
I said, “I could not do that (HIV self-testing).””” (Mak-
wena, 19, Acceptor).

Another participant who declined the remote visit expressed
preference for undergoing PrEP procedures at the clinic,
where experienced doctors conduct the tests in a way that
puts them at ease and in a friendly environment.

The only concern about HIV and pregnancy self-testing
that AGYW participants and staff highlighted was the pos-
sibility of some AGYW testing others and presenting clini-
cians with false results. The tests could be done on someone
else and mispresented as their own. One staff member
expressed these sentiments:

“Yeah, it’s working even though we are unsure
whether they’re taking PrEP. Yeah, and we are not
100% sure if she’s using or taking her blood or her
pee. Yeah, that’s the one I have more doubts about.”
(Dumo, study staff).

Remote (Home) PrEP Delivery

Participants who received PrEP remotely mostly discussed
the procedures involved in receiving PrEP but seldom spoke
about their personal experiences with PrEP home deliver-
ies. However, they expressed concerns about privacy, con-
fidentiality, or unintentional PrEP disclosure. A participant
declined PrEP home delivery, expressing:

“I don’t think there are any benefits in the remote vis-
its.” (Sindi, 22, Decliner).

She was worried about the possibility of not being at home
during PrEP delivery, someone else receiving her PrEP
package, and subsequently, not receiving the pills.
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Another participant, who declined PrEP home delivery
was concerned about not receiving PrEP-associated coun-
selling. Sindi was uncomfortable with receiving PrEP with-
out interaction and just hearing, “Here is your PrEP; please
sign here. No PrEP advises.”. She instead preferred a warm
hand off with instructions for use despite these being PrEP
refills and wanted interactions with healthcare providers.

The safety of staff delivering PrEP also emerged as a sig-
nificant concern. Staff spoke about the “dodg)” areas they
work at, with high crime levels and the potential risk of
being robbed, requiring them to be ‘streetwise’ and alert.
Study staff’s safety concerns limited them on the number of
testing kits or PrEP pills per trip. They adapted their prac-
tices based on their safety concerns, for example, they car-
ried only five bottles of PrEP pills per trip, “just in case
we are robbed”, said Maya, a staff member. Coordinating
deliveries was challenging. They frequently had to return to
the study clinic to collect additional PrEP bottles. Situations
where multiple visits were made to a participant’s home,
especially if the initial delivery time was not successful,
were not uncommon. Another challenge drivers faced was
locating the participants’ homes, especially when partici-
pants lived in informal settlements.

Staff also pointed out that home deliveries might unin-
tentionally cause conflict between participants and their
partners. For instance, if a male member of staff delivers
PrEP, partners might accuse the AGYW of cheating. Such
instances could result in a backlash and unplanned PrEP
disclosure. One provider indicated that it might be best for
some AGYW to keep PrEP visit as a clinic-based facility,
stating:

“Some (AGYW) are very private; they want their
clinic life to be their clinic life and their home life to
be their home life.” (Ncamsile, study staff).

She further stated that delivery vehicles branded with clinic
logos could attract unwanted attention from neighbours.

Remote Counselling

The majority of AGYW liked receiving counselling
remotely. Participants noted that remote counselling is most
convenient when they do not need to see a health provider
for additional clinic services. They appreciated not having
to visit the clinic and wait in long queues just for counsel-
ling. One participant who received monthly counselling
commented:

“I live very far, and now [’'m writing exams, so I had
to come here and not go to school and come here.”
(Thoko, 19, Acceptor).

Staff, KI and AGYW voiced several challenges associ-
ated with counselling sessions done remotely. One concern
raised by staff was about getting hold of the participants at
the scheduled date and time. Either their phones were off,
there was no response, or they could not talk because they
were not in a private or quiet space. KIs spoke about the
potential difficulty participants may encounter in expressing
themselves freely during counselling if they lacked a private
space. One AGYW participant who experienced remote
monthly counselling expressed that she was concerned
about discussing personal matters, such as her intimate
relationship, over the phone. Another participant declined
the remote counselling session was concerned about miss-
ing calls from the counsellor and disclosure over the phone,
stating:

“Some things are better when they are face to face.
It’s different compared to the phone.” (Sindi, 22,
Decliner).

From the staff perspective, remote counselling compro-
mised the quality of the session. The virtual nature affected
the rapport between participants and the counsellors, poten-
tially leading to communication barriers. Another challenge
was the counsellor’s inability to read facial expressions or
body language, which is an essential component of coun-
selling. Also relating to quality, one counsellor shared that
sometimes sessions were interrupted when participants’
phones ran out battery, often due to load shedding. This
shortened the counselling or ended it abruptly.

“Because sometimes the participant can say she has
time, but now we are doing a visit and then they are
calling, “Hey, you, your child is crying. Somebody is
looking for you.” (Lydia, study staff).

Recommendations for Remote Procedures

Staff, KIs, and a few AGYW suggested factors to consider
when organising or implementing remote visits. Study staff
emphasised that the key to successful remote visits is plan-
ning of procedures. A staff member suggested:

“It is feasible, especially if you have a script on what to
do. And then, who is next? What to do next.” (Malesa,
study staff).

Kls and staff stated that remote services also require put-
ting resources such as enough PrEP stock, transportation to
delivery testing kits and PrEP, staff to package and deliver,
etc., in place, but also acknowledging the challenges and
constraints inherent in the public health systems, such as
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staff shortages. Furthermore, the staff indicated planning on
the patient’s end is important. It is essential to ensure they
have a private and uninterrupted space for self-testing and
that they are reachable by phone.

Regarding PrEP delivery, KIs suggested alternative PrEP
delivery options. Instead of directly delivering PrEP at the
participants’ homes, they should identify locations within
the community where PrEP packages can be dropped off.
Participants could then pick them up at a convenient time.
Mavis, a professional nurse, recommended integrating PrEP
to the central chronic medicine dispensing and distribution
(CCMDD medication list) to enable collection at external
pick-up points. This strategy is anticipated to address other
challenges related to home PrEP delivery. Staff also recom-
mended ensuring that participants receive the test kits well
in advance to enhance coordination. One possible sugges-
tion was to provide the self-testing kits during one of their
in-person visits, prepping them for their subsequent remote
visit. However, they noted the importance of being aware
of the kits’ expiration date and to guide the participant on
proper storage.

Discussion

This study explored the acceptability and feasibility of
remote PrEP and counselling visits among AGYW in South
Africa using oral PrEP. Two main findings emerged: (1)
Remote PrEP visits were generally acceptable and (2) they
were somewhat feasible, though accompanied by imple-
mentation challenges.

Interms of acceptability, remote visits were well-received,
echoing findings from other studies [13, 17]. Participants
appreciated the convenience, simplicity, avoidance of long
queues, time saving benefits, elimination of transport costs,
and empowerment of conducting and interpreting their own
tests. Similar benefits were noted in Mississippi and eastern
and southern Africa, where remote visits addressed barriers
to PrEP or ART refills and improved accessibility, privacy,
and reduce waiting times and transport costs for clients [13,
18]. However, in our context, some participants faced pri-
vacy challenges at home, leading to interruptions during
remote visits and other AGYW declining the offer or opting
out from remote visits.

AGYW in our study found pregnancy and HIV self-test-
ing associated with PrEP procedures acceptable and feasible.
They perceived procedures like HIV self-testing, as quick,
easy to perform and simple interpret, with no complications
or errors. The instructional video on self-testing and phone
counselling were also beneficial. These findings align with
a Kenyan study among AGYW on PrEP where HIV self-
testing was deemed easy and empowering, recommending
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it as a strategy for HIV testing between PrEP refills [19].
However, some AGYW had concerns about self-pricking,
blood, potential errors, and privacy at home which made the
self-testing procedures associated with remote PrEP visits
less appealing. These insights suggest that non-invasive
HIV testing methods such as oral swabs, may be a preferred
option, although there are concerns about their sensitivity
[20]. Providers viewed HIV self-testing as crucial for com-
munity-based PrEP delivery services, especially for PrEP
continuation (as opposed to initiation) and recommended
this approach to support DSD of PrEP and reduce frequency
of clinic visits [21].

In terms of feasibility, the KlIs suggested that remote
PrEP visits could alleviate the clinic loads, allowing pro-
viders to focus on more critical patients. However, experi-
ences in PrEP SMART indicated that remote visits did not
substantially reduce providers’ responsibilities. In our study,
logistical challenges encountered by staff during the imple-
mentation of remote PrEP visits included compromised staff
safety, decreased service quality, difficulties in reaching par-
ticipants, and increased workload. Similar implementation
challenges were noted in a study done in Uganda on remote
ART refills [21]. The current study was done with research
staff; therefore, feasibility may look different in a public
PrEP delivery setting where resources are often limited, and
staff overburdened. A new cadre of staff may be required to
do outreach or remote services in the community [12].

The cost of delivering testing kits and PrEP refills was
a concern, but strategies like providing kits during a prior
visit or arranging central drop-off points for AGYW could
mitigate these expenses. This approach could save deliv-
ery costs and time while addressing issues of reach. While
remote may not be cost-effective in all settings, evidence
from Kenya, Uganda and Tanzania shows that home-based
ART delivery can achieve positive outcomes at a similar
to standard of care [22, 23]. Remote visits can offset visit
costs, as seen in a HIV treatment study, where commu-
nity and home ART delivery removed logistical barriers
and improved adherence, treatment continuity leading to
improved viral suppression rates and saving costs for clients
and the health system [24, 25].

Overall, our findings suggest remote visits present an
appealing option for healthcare delivery but may face
practical implementation challenges, especially in under-
resourced settings with high crime rates, informal settle-
ments, etc. These findings align with reports from healthcare
providers in low-income settings, where workforce limita-
tions and supply constraints limit the ability to provide PrEP
services outside of healthcare facilities [21]. This suggest
remote delivery are context sensitive with environment and
socio-economic factors, tailored strategies might be nec-
essary for different settings. KIs and staff highlighted that
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efficient communication among the clinic staff is vital to
streamline implementation process of remote visits.

These results support the potential inclusion of remote
PrEP visits options in person-centered, differentiated HIV
prevention packages. Other AGYW simply valued the
human interaction provided by in-person clinic visits. For
them PrEP visits are more than just accessing services: they
represent physical expert care, meaningful interactions with
non-judgemental health providers, and a welcoming envi-
ronment. These findings suggest that remote PrEP visits are
a suitable alternative for AGYW who are unable to attend
in-person clinic visits due to other competing activities
[26]. Thus, remote visits could be provided as an option for
AGYW PrEP users. Remote procedures may be ideal from
those who unable to attend clinic due work, school, lack of
transport and time and have privacy; however, they may not
be ideal for those who lack private space, want in-person
interactions with staff, etc. These findings support the DSD
approach to provide services tailored according to client
needs and preferences. However, the potential benefits on
PrEP adherence and continuation need to be explored. For
those lack privacy but also similar barriers to getting to the
clinic - decentralised services with a provider in their com-
munity could an alternative option.

This study provides formative work, gathering perspec-
tives from remote visit acceptors, decliners, staff, and key
informants. It lays the groundwork for researchers and
underlines the need for further research on remote visits
for AGYW using PrEP. A limitation of the study is that it
was conducted in research setting as opposed to a real-life
healthcare setting. Moreover, it was conducted among a
small sample, hence it is framed as a formative study. The
future implementation science studies are needed. Addition-
ally, randomized controlled trials are needed to evaluate the
effect of remote PrEP visits on adherence. These insights
will further determine the value of remote visits. Another
limitation is that remote procedures were developed and
implemented as a reaction to the COVID-19 pandemic,
however, the remote visits procedures were part of the origi-
nal study design.

Conclusion

Remote PrEP visits can help overcome PrEP access barri-
ers for AGYW with limited time or facility access. How-
ever, they may not suit everyone, especially those without
privacy, uncomfortable with self-testing or who prefer in-
person healthcare interactions. This highlights the need for
diverse HIV prevention service delivery options tailored to
individual needs. We have identified several implementation
challenges for remote PrEP visits that should be addressed

before scaling up. These findings support de-medicalising
PrEP services and increasing access to PrEP for AGYW,
irrespective of pandemic status. Programmes should focus
on overcoming barriers to remote delivery, particularly
around privacy, and HIV self-testing in this age group. Tele-
medicine, online PrEP care and community depot pickups
could address logistical difficulties identified in this study.
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