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ABSTRACT (274 words) 58 

Objectives Sexually transmitted infections (STIs) are common in pregnant women. Effective 59 

partner treatment of women with an STI is essential to prevent reinfection. We evaluated the 60 

impact of partner notification and treatment based on the occurrence of repeat STIs in 61 

pregnant women in South Africa.   62 

 63 

Methods We used data from one of the intervention arms in a randomised clinical trial of STI 64 

diagnostic screening strategies in pregnancy. In this cohort, women were tested at their first 65 

antenatal care visit (<27 weeks gestational age) using onsite Xpert® test assays (Cepheid, 66 

Sunnyvale, California) for Chlamydia trachomatis (CT), Neisseria gonorrhoeae (NG) and 67 

Trichomonas vaginalis (TV). Women with a positive STI results received pathogen-directed 68 

treatment, partner notification slips, and a test-of-cure visit was scheduled 21-35 days post-69 

treatment. At the test of cure visit, sexual behaviour and partner treatment data were collected, 70 

and STI testing was repeated. Cure was defined as a negative result at the test-of-cure visit. 71 

 72 

Results Of 754 women tested, 193 (26%) tested positive for an STI and 183 (95%) received 73 

pathogen-directed treatment. Test-of-cure visit was attended by 108/183 (59%) women within 74 

the time window. Of those, 19/108 (18%) had a positive repeat STI results. Most women 75 

attending the test-of-cure visit (95%; 103/108) reported disclosure of their STI to their partner 76 

however only 44% (48/108) reported that their partner received treatment. Among those who 77 

reported partner treatment, the repeat STI positivity was 4% versus 27% in those with reported 78 

untreated partners (risk ratio 0.15 with 95% CI 0.03 to 0.7).   79 

 80 

Conclusions Reported partner treatment reduced the likelihood of a repeat positive test result 81 

in pregnant women.  Strengthening partner notification and treatment is essential to prevent 82 

reinfection.  83 

 84 

 85 
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RESEARCH IN CONTEXT 86 

What is already known on this topic 87 

• Repeat STIs during pregnancy are associated with adverse pregnancy complications 88 

• Partner management is a cornerstone of STI control and prevention; however, partner 89 

treatment rates remain low in many settings. 90 

• Limited data on the direct association between partner treatment and repeat STI 91 

positivity in pregnant women, particularly in sub-Saharan Africa 92 

Added value of this study 93 

• We evaluated the STI treatment outcomes based on test-of-cure result in relation to 94 

reported partner notification and treatment among pregnant women in South Africa.  95 

•  Partner treatment is essential in STI management to prevent reinfection. 96 

How this study might affect research, practice or policy 97 

• Supports integrating partner services into routine antenatal care to improve pregnancy 98 

outcomes. 99 

• Provides evidence to inform the South African national STI guidelines and 100 

interventions aimed at reducing reinfection during pregnancy. 101 

 102 
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INTRODUCTION 103 

Each year, an estimated 340 million new cases of curable sexually transmitted infections 104 

(STIs) occur globally, with most affecting low- and middle-income countries.1 In South Africa, 105 

the prevalence of Chlamydia trachomatis (CT), Neisseria gonorrhoeae (NG) and Trichomonas 106 

vaginalis (TV) among pregnant women is estimated at 25-40%, with a higher burden among 107 

those with HIV infection.2-4 Those infections can be associated with adverse pregnancy 108 

outcomes such as still birth, low birthweight and pre-term delivery, and may facilitate HIV 109 

transmission.5 Syndromic management is the standard of care in South Africa.5 In South 110 

Africa, partner management is carried out through a passive contact referral system. Index 111 

patients are given a referral slip to provide to their sex partner(s), informing them of the 112 

condition and the need for them to receive the same antimicrobial treatment even if 113 

asymptomatic.5 With the current standard of passive partner information, an important gap 114 

exists in effective partner management. High acceptability of partner notification is reported; 115 

however, the uptake of partner treatment remains low.6 A test of cure at 3-5 weeks after 116 

completing STI treatment may be performed to determine treatment outcome.1 A negative STI 117 

test result confirms cure while a positive test indicates a persistent STI due to new or persistent 118 

infection.1 119 

There is limited data on the impact of partner treatment on STI treatment outcomes in pregnant 120 

women. Therefore, we evaluate STI treatment outcomes based on test-of-cure result in 121 

relation to reported partner notification and treatment among pregnant women in South Africa.   122 

 123 

 124 

 125 

 126 

 127 

 128 

 129 

 130 
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METHODS 131 

Study design and setting 132 

We conducted a cross-sectional analysis of test-of-cure outcomes within a larger randomised 133 

clinical trial of diagnostic STI strategies to improve pregnancy outcomes (Philani Ndiphile 134 

study) in four primary health care facilities in Buffalo City Metropolitan Health District, Eastern 135 

Cape Province, South Africa.7 136 

 137 

Study population 138 

In a completed randomised controlled trial from 2021 to 2025, pregnant women (≥18 years, 139 

<27 weeks gestation based on ultrasound) were enrolled at their first antenatal care visit. At 140 

the baseline visit women were randomised to one of three arms: to receive either baseline STI 141 

testing with test-of-cure 3-4 weeks after treatment (arm 1), baseline STI testing with repeat 142 

testing at 30-34 weeks gestational age (arm 2), or syndromic management as the standard of 143 

care (arm 3). This analysis includes data for women enrolled in arm 1 from their baseline and 144 

test-of-cure study visits. 145 

 146 

Study procedures 147 

Research nurses collected demographic, clinical, and sexual behaviour data using REDCap 148 

system. Nurse-collected vaginal swabs using the Xpert® Vaginal/Endocervical Specimen 149 

Collection Kit (Cepheid, Sunnyvale, CA) were tested by trained clinical staff on site for 150 

Chlamydia trachomatis (CT), Neisseria gonorrhoeae (NG) and Trichomonas vaginalis (TV) 151 

using the Xpert® CT/NG and Xpert® TV (Cepheid, Sunnyvale, CA) molecular assays.  152 

All women with a positive STI test result received pathogen directed treatment, single dose 1g 153 

oral azithromycin for CT infection, 500mg ceftriaxone intramuscular injection for NG infection, 154 

and a 7-day course of 400mg oral metronidazole twice daily for TV infection. When possible, 155 

same-day treatment was offered, otherwise participants were contacted telephonically to 156 

return to the study site for treatment. Following treatment, women were issued partner 157 

notification slips for the number of sex partners reported within the preceding six months. 158 
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Women were scheduled for a test-of-cure visit 21 days after treatment initiation, with an 159 

allowable visit window of up to 35 days post-treatment. 160 

At the test-of-cure visit, sexual behaviour and partner notification and treatment data were 161 

collected.  Repeat STI testing was performed for the pathogen(s) that were positive at the 162 

baseline visit and cure was defined as a negative test result at the test-of-cure for each specific 163 

pathogen. 164 

 165 

Ethics  166 

The study was approved by the Faculty of Health Sciences Human Research Ethics 167 

Committee at the University of Cape Town (676/2019). All women provided written informed 168 

consent before enrolment. 169 

 170 

RESULTS 171 

A total of 754 women were included in this analysis with a median age of 28 years (IQR 24-172 

33); 417 (55%) were unemployed. Most women were asymptomatic (627/754, 83%) and 30% 173 

(225/754) were living with HIV. Median gestational age at enrolment was 13 weeks (IQR 8-174 

18); 225 (30%) women were primigravida. Of the 754 women, 193 (26%) tested positive for 175 

any STI (15% (112/754) for CT, 5% (37/754) for NG, and 11% (81/754) for TV).  176 

Of the 193 women with a positive STI test result, 183 (95%) received treatment (107 for CT, 177 

33 for NG, and 78 for TV) (Supplementary Table 1); and 176/183 (96%) accepted a partner 178 

notification slip. There was no difference by HIV status for test of cure visit and repeat test 179 

positivity. 180 

Test-of-cure visit was attended within the study window by 59% (108/183) of treated women 181 

with positive STI test result at baseline (65 CT, 19 NG, 45 TV). Of the 108 women who 182 

attended the test-of-cure visit, 19/108 (18%) had a repeat positive STI test (8/65 (12%) for CT, 183 

2/19 (11%) for NG, and 11/45 (24%) for TV). At the test-of-cure visit, 95% of women (103/108) 184 

reported disclosure of their STI to their partner however only 44% (48/108) reported that their 185 

partner received treatment (Figure 1). Among those who reported partner treatment, the 186 
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repeat STI positivity was 4% (2/48) versus 27% (6/22) in those with reported untreated 187 

partners (risk ratio 0.15 with 95% CI 0.03-0.7) which did not change when adjusting for HIV 188 

status (adjusted risk ratio 0.15 with 95% CI 0.03-0.9).   189 

 190 

DISCUSSION 191 

Curable STIs are prevalent among pregnant women in Southern Africa ranging from 15-30%.8 192 

We assessed the impact of partner notification and treatment in a study where aetiological STI 193 

testing was integrated into antenatal care. While most women accepted and reported that they 194 

delivered partner notification slips, fewer than half reported that their partners received 195 

treatment. Effective partner management reduced repeat STI positivity, underscoring its 196 

critical role in STI management, especially during pregnancy. 197 

A substantial proportion of women whose partners did not receive treatment had a repeat 198 

positive STI test at the test-of-cure visit. In contrast, women who reported partner treatment 199 

were significantly more likely to test negative, supporting the association between effective 200 

partner management and successful treatment outcomes. Compared to a similar studies in 201 

Botswana and Kenya providing expedited partner treatment, our cohort demonstrated a higher 202 

rate of repeat positivity, highlighting the possible positive effects of expedited partner 203 

management.9 10 Additionally, among pregnant women living with HIV, persistent CT and TV 204 

infections have been associated with unknown partner treatment status.6  205 

This study has several limitations. Partner notification and treatment data were self-reported 206 

and may reflect overreporting of socially desirable behaviours. In addition, there is a potential 207 

for selection bias with unclear effect, as only 58% of women returned for their test-of-cure visit. 208 

Generalizability may be limited due to relatively small sample size and loss to follow-up. Last, 209 

we did not collect any data on factors that facilitated uptake or provided barriers to partner 210 

services. Stigma and fear of partner violence may be important barriers that should be 211 

considered for successful partner notification and treatment services. Multifaceted packages 212 

addressing barriers for both the index individual and partner and influencing multiple points in 213 
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the partner notification and treatment pathway, are likely required to facilitate partner 214 

management.11 215 

Our findings reinforce that partner treatment is an important component of syndromic or 216 

diagnostic STI management and effective in preventing re-infection. Despite high rates of 217 

partner disclosure, the gap between reported partner notification and reported confirmed 218 

treatment was substantial, i.e. women did notify their partners but were not certain about 219 

whether these went to receive treatment. This indicates that current partner notification 220 

strategies may be insufficient without additional interventions such as expedited partner 221 

therapy, partner tracing, or community-based treatment support. Aetiological testing provides 222 

a valuable opportunity for targeted treatment, but without robust partner management 223 

systems, its impact on STI management will remain limited. Strengthening partner services 224 

within antenatal care could reduce STI reinfection, improve pregnancy outcomes, and interrupt 225 

onward transmission in high-burden settings. 226 

 227 
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