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S U M M A R Y  

B A C K G R O U N D : Both 1 month of daily (1HP) and 3 months 
of weekly (3HP) isoniazid-rifapentine are recommended as 
short-course regimens for TB prevention among people living 
with HIV (PLHIV). We aimed to assess acceptability and 
preferences for 1HP vs. 3HP among PLHIV. 
M E T H O D S : In a cross-sectional survey among PLHIV at 
an HIV clinic in Kampala, Uganda, participants were 
randomly assigned to a hypothetical scenario of receiving 
1HP or 3HP. Participants rated their level of perceived 
intention and confidence to complete treatment using a 
0–10 Likert scale, and chose between 1HP and 3HP. 
R E S U L T S : Among 429 respondents (median age: 43 
years, 71% female, median time on ART: 10 years), 
intention and confidence were rated high for both 

regimens. Intention to complete treatment was rated at 
least 7/10 by 92% (189/206 randomized to 1HP) and 
93% (207/223 randomized to 3HP). Respectively 86% 
(178/206) and 93% (208/223) expressed high confi-
dence to complete treatment. Overall, 81% (348/429) 
preferred 3HP over 1HP. 
C O N C L U S I O N S : Both 1HP and 3HP were highly ac-
ceptable regimens, with 3HP preferred by most PLHIV. 
Weekly, rather than daily, dosing appears preferable to 
shorter duration of treatment, which should inform scale- 
up and further development of short-course regimens for 
TB prevention. 
K E Y  W O R D S :  tuberculosis preventive treatment; ac-
ceptability; values; human immunodeficiency virus 

Improving uptake for TB preventive treatment (TPT) 
is crucial to address the TB pandemic; however, there 
is little evidence on treatment preferences among 
people living with HIV (PLHIV) in high TB incidence 
settings.1,2 Although 6 months of isoniazid preventive 
treatment (IPT) has been accessible for decades, shorter- 
course TPT is not widely available in routine care.3,4 

Recently, 3 months of weekly isoniazid-rifapentine 
(3HP) has been recommended in many high TB 
burden countries, including Uganda, while 1 month 
of daily isoniazid-rifapentine (1HP), another WHO- 
recommended short-course TPT regimen, is not yet 
available.5 These newer, shorter TPT regimens have 
similar efficacy, higher treatment completion rates, 
and a lower incidence of serious adverse events than 
the traditional 6–9 months of IPT.6–8 In addition, the 
cost of rifapentine has dropped since 2019, and fixed- 
dose combinations have become available, making 
1HP and 3HP viable alternatives to IPT.3,9,10 

Despite the emphasis on patient-centered care, which 
takes into account the preferences and values of PLHIV 
in the WHO End TB strategy,11 it remains uncertain 
whether patients would prefer 3HP or 1HP. Patient 
preferences could inform TPT regimen recommendations 
and scale-up, but there may be trade-offs with cost and 
the feasibility of offering several regimens.12 Treatment 
preference impacts patient adherence, satisfaction, and 
outcomes.13 Evidence on TPT preferences among PLHIV 
is especially sparse.2 Studies in low TB incidence settings 
found that TPT regimens with higher effectiveness, fewer 
side effects and shorter duration were preferred.14,15 

Prior work to inform TPT policy has measured perceived 
confidence to complete treatment (self-efficacy),16 which 
refers to people’s beliefs about their individual capabil-
ities to execute behaviors necessary to achieve important 
goals.17 In addition, perceived intention (commitment to 
act in a certain way) is influenced by self-efficacy, as well 
as patients’ attitudes and subjective norms.18 Thus, 
individual perceptions of confidence and intention 
reflect treatment acceptability and are strong predictors 
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of behavior.16–18 Therefore, in this cross-sectional survey, 
we aimed to estimate the acceptability of 1HP and 3HP 
among adult PLHIV in a high TB incidence setting using 
perceived confidence and intention, as well as preferences 
between the two regimens, to inform public health 
decisions. 

METHODS 

Study design and participants 

We conducted a cross-sectional, randomized, non- 
interventional survey among adult PLHIV (age �18 
years) attending the Mulago Immune Suppression 
Syndrome (ISS) clinic under the Makerere University 
Joint AIDS Program (MJAP) between July and November 
2022. Mulago ISS clinic is the largest specialized 
outpatient HIV/AIDS clinic in Uganda, with over 
16,000 clients active in care. In 2022, 5,019 PLHIV 
initiated TPT at the clinic; 79% received IPT and 
21% 3HP. Mulago ISS clinic started using 3HP in 
July 2020 through the 3HP Options Trial (clinicaltrials.gov 
NCT03934931), a type 3 effectiveness-implementation 
trial of optimized 3HP delivery strategies.19 In June 
2022, 3HP was rolled out at the clinic as part of routine 
national HIV programming. Although recommended 
by national HIV guidelines,5 1HP was not in use at the 
clinic when this study was conducted. 

We invited consecutive adult PLHIV attending their 
routine HIV/AIDS clinic appointments who had not 
started TPT within the past year, were not currently 
being treated for active TB, and were not incarcerated 
to participate in the survey. All interested and eligible 
PLHIV were included. All participants provided written 
informed consent in English or Luganda. Given that 
many clients had previously taken TPT, excluding them 
may have led to selection bias. Moreover, retreatment 
with TPT could be considered in the future. Thus, we 

included PLHIV with prior TPT (3HP or IPT) experi-
ence who had not been treated within the last year. 

Data collection 

Participants were randomly assigned (using simple 
randomization) to hypothetical scenarios of receiving 
either 1HP or 3HP via the in-built randomization 
feature of Sawtooth’s Lighthouse studio offline survey 
app, which also facilitated survey data collection.20 

Allocation was concealed for the first part of the 
survey until the interviewer had to present either 1HP 
or 3HP information to elicit confidence and intention 
for the respective regimen. Participant education 
flipbooks, available in English and Luganda, were 
used to inform participants about TB, latent TB infection 
(LTBI), as well as 1HP or 3HP regimen-specific 
information on efficacy, number of tablets per dose, 
dosing frequency, duration of treatment, potential 
drug–drug interactions, including with antiretroviral 
therapy (ART), and potential side effects (Supplementary 
Data 1). Participant education materials and the 
questionnaire design were refined based on structured 
feedback from the first 29 participants and interviewers 
during a pilot phase. This feedback led to minor word 
changes and a change in the order of questions. All data 
were included in the final analysis. 

Following this education, participants were asked to 
rate their level of perceived confidence and intention to 
complete the assigned hypothetical regimen, using a 
visual 11-point Likert scale ranging from ‘0’ (strongly 
disagree) to ‘10’ (strongly agree). Participants assigned 
to 1HP were asked to respond to the following 
standard statements: “I feel confident that I would 
be capable of completing all 28 daily doses of this 
treatment” and “I would intend to complete all 
28 daily doses of this treatment”. Participants assigned 
to 3HP responded to equivalent statements with 

Figure 1. Summary of study participant eligibility screening and random assignment to the two hypothetical TB preventive 
treatment (TPT) scenarios, daily isoniazid-rifapentine for 1 month (1HP) or weekly isoniazid-rifapentine for 3 months (3HP). 
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12 weekly doses. After rating confidence and intention 
for one regimen, participants were given a brief 
comparison of key features to the alternative regimen 
(1HP or 3HP) using illustrations in the participant 
education flipbook. They were then asked to state their 
preference between 1HP and 3HP. 

Participants’ sociodemographic and clinical baseline 
characteristics were self-reported (age, sex, education 
level, employment status, current use of hormonal 
contraception) or extracted from electronic medical 
records (ART status, regimen, and duration, viral load 
status, prior TB and prior TPT). Participants’ self- 
reported age was confirmed using electronic medical 
records. Participants also self-reported household 
characteristics with which we derived the global 
multidimensional poverty index (MPI) – a measure of 
poverty that examines deprivations across 10 indicators 
in the dimensions of health, education, and standards of 
living; people deprived in one-third or more of all 
indicators are considered multidimensionally poor.21 

The questionnaire was administered by six trained 

Ugandan research assistants (JN, FW, JK, CN, LA, 
and AN), who were fluent in both English and Luganda. 
They reviewed flipbook content with participants and 
encouraged and answered any questions prior to 
administering the survey. 

Outcomes 

The main outcomes were 1) confidence and 2) in-
tention to complete 1HP or 3HP (11-point Likert 
scale), and 3) preference for 1HP compared to 3HP 
(binary). We explored associations with sociodemo-
graphic and clinical characteristics. Participants’ con-
fidence and intention were also considered predictors of 
preference for 1HP vs. 3HP. 

Statistical analysis 

All data were analyzed using both STATA v14.2 (Stata 
Corp, College Station, TX, USA) and R v4.1.2 
(R Project for Statistical Computing, Vienna, Austria). 
Confidence and intention Likert scale ratings were 

Table 1. Participants’ sociodemographic and clinical characteristics, overall and by TPT scenario 
assignment. 

Random hypothetical TPT regimen 

Overall 1HP 3HP 
(n ¼ 429) (n ¼ 206) (n ¼ 223) 

Characteristics n (%) n (%) n (%) 

Age, years, median [IQR] 43 [38–50] 43.5 [38–50] 43 [38–51] 

Female 304 (70.9) 148 (71.8) 156 (70.0) 
On hormonal contraception 60 (19.7) 35 (23.7) 25 (16.0) 

Education level 
None 94 (21.9) 48 (23.3) 46 (20.6) 
Primary 165 (38.5) 77 (37.4) 88 (39.5) 
Secondary 126 (29.3) 60 (29.1) 66 (29.6) 
Tertiary 44 (10.3) 21 (10.2) 23 (10.3) 

Employed or self-employed 346 (80.6) 163 (79.1) 183 (82.1) 

MPI* 
Not vulnerable 222 (52.0) 111 (53.9) 112 (50.2) 
Vulnerable 122 (28.4) 60 (29.1) 62 (27.8) 
Poor 70 (16.3) 27 (13.1) 43 (19.3) 
Severely poor 14 (3.3) 8 (3.9) 6 (2.7) 

ART regimen 
TDF/3TC/DTG 366 (85.3) 179 (86.9) 187 (83.9) 
TDF/3TC/EFV 12 (2.8) 5 (2.4) 7 (3.1) 
ABC/3TC/DTG 34 (7.9) 16 (7.8) 18 (8.1) 
Other 17 (4.0) 6 (2.9) 11 (4.9) 

Time on ART, years, median [IQR] 10.3 [7.2–14.2] 10.2 [7.4–14.3] 10.5 [6.9–14.0] 
Suppressed viral load (,1,000 copies/ml) 423 (99.3) 204 (99.5) 219 (99.1) 
Reported prior TB 77 (18.0) 40 (19.4) 37 (16.6) 

Reported prior TPT 386 (90.0) 185 (89.8) 201 (90.1) 
IPT 257 (66.6) 119 (64.3) 138 (68.7) 
3HP 126 (32.6) 63 (34.1) 63 (31.3) 
Both IPT and 3HP 3 (0.8) 3 (1.6) 00 (0.0) 

Completed prior TPT 374 (97.0) 181 (98.0) 193 (96.0) 
Side effects with prior TPT 96 (25.0) 43 (23.2) 53 (26.4) 

* The MPI examines deprivations across 10 indicators in dimensions of health, education, and standards of living, with 
people deprived in one-third or more of all indicators considered to be multidimensionally poor. MPI values range from 
0 to 1, with ‘1’ being the highest form of poverty; not vulnerable to poverty ¼MPI score ,0.20; vulnerable to poverty ¼
MPI score �0.20 but ,0.33; poor ¼ MPI score �0.33, but ,0.50; severely poor ¼ MPI score �0.50. 
TPT ¼ TB preventive treatment; 1HP ¼ daily isoniazid-rifapentine for 1 month; 3HP ¼ weekly isoniazid-rifapentine for 
3 months; IQR ¼ interquartile range; MPI ¼ Multidimensional Poverty Index; ART ¼ antiretroviral therapy; TDF ¼
tenofovir; 3TC ¼ lamivudine; DTG ¼ dolutegravir; EFV ¼ efavirenz; ABC ¼ abacavir; IPT ¼ daily isoniazid monotherapy (for 
6 months). 
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summarized as low (rating 0–3), moderate (4–6), or 
high (7–10). We used logistic regression to estimate 
associations between participant characteristics with 
preference for 1HP vs. 3HP. We used ordinal logistic 
regression to estimate associations between partici-
pants’ confidence and intention ratings (using ratings 
from 0 to 10) and their sociodemographic/clinical 
characteristics. As prior 3HP experience could im-
pact preference for 1HP vs. 3HP, we analyzed the main 
outcomes excluding participants who had previously 
taken 3HP in sensitivity analyses. 

Ethical approval 

This survey was approved by the School of Public 
Health Research Ethics Committee at the Makerere 
University College of Health Sciences (Kampala, 
Uganda), the Uganda National Council for Science and 
Technology (Kampala, Uganda), and the University of 
California San Francisco Institutional Review Board 
(San Francisco, CA, USA). 

RESULTS 

In total, 492 PLHIV were screened, and 429 were 
included; 48% (206/429) were randomly assigned to 
the hypothetical 1HP scenario and 52% (223/429) 
to the hypothetical 3HP scenario (Figure 1). Par-
ticipant characteristics are summarized in Table 1. 
Non-participants were similar in age and sex (data 
not shown). 

Most study participants (71%, 304/429) were fe-
male, and the median age was 43 years (interquartile 
range [IQR] 38–50). Of the 429 participants, 335 
(78%) had some education (39% primary school, 
29% secondary school, 10% tertiary education) and 
most (81%, 346/429) were employed. The median 
time on ART was 10.3 years (IQR 7.2–14.2). Based on 
the MPI, 20% (84/429) of the participants were 
multidimensionally poor or severely poor. Most (90%, 
386/429) had previously received TPT: either IPT 
(67%, 257/386), 3HP (32%, 126/386) or both (1%, 3/ 
386). No other TPT regimens were reported. Adverse 
events with prior TPT were reported by 25% (96/386), 
more commonly among those on IPT. 

Both 1HP and 3HP were highly acceptable, and 
participants expressed high confidence to complete 
either 1HP (median Likert scale rating: 10, IQR 9–10) 
or 3HP (median rating: 10, IQR 10–10) (Figure 2). 
Confidence was rated high (7–10) by 86% (178/206) 
of participants for 1HP and 93% (208/223) for 3HP. 
Similarly, intention was rated high by 92% (189/206) 
of participants for 1HP and 93% (207/223) for 3HP. 
However, overall, most participants (81%, 348/429) 
preferred 3HP to 1HP, although preference differed 
according to the order of presenting the two regimens. 

In an ordinal logistic regression using the 0–10- 
point Likert scale ratings, confidence was rated 
higher by those randomized to the hypothetical 3HP 

regimen compared to the hypothetical 1HP regimen 
(adjusted odds ratio [aOR] 1.72, 95% confidence 
interval [CI] 1.12–2.65). Participants using hormonal 
contraception rated their confidence lower than those 
who were not using hormonal contraception (aOR 
0.53, 95% CI 0.29–0.97). Confidence ratings did not 
differ by age, sex, education status, MPI category, 
employment status, time on ART or prior TPT 
(Figure 3A). In a sensitivity analysis excluding participants 
with prior 3HP experience, results were similar (Supple-
mentary Figure S1A). 

In the ordinal logistic regression for the 0–10-point 
Likert scale rating of intention, randomization to the 
hypothetical 3HP regimen was associated with higher 
intention to complete treatment (aOR 1.78, 95% CI 
1.14–2.78). Intention ratings did not differ by age, 

Figure 2. A) Participants’ level of perceived confidence and B) 
intention scores on an 11-point Likert scale ranging from 0 ¼
strongly disagree to 10 ¼ strongly agree, for completing the 
hypothetical TPT regimen to which they were randomized. The 
bars and corresponding numbers show the frequency of the 
Likert scale score for 3HP (black) or 1HP (grey). Percentages are 
shown in brackets at the top for the proportions of participants 
who expressed low (0–3), moderate (4–6) or high (7–10) 
confidence/intention for 3HP vs. 1HP. C) Participants’ preferences 
for 1HP vs. 3HP are shown for all participants and by regimen 
shown first at random assignment (1HP or 3HP). The bars indicate 
preference for 3HP (black) or 1HP (grey). TPT ¼ TB preventive 
treatment; 1HP ¼ daily isoniazid-rifapentine for 1 month; 3HP ¼
weekly isoniazid-rifapentine for 3 months. 
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sex, education status, MPI category, contraceptive 
use, employment status, time on ART or prior TPT 
(Figure 3B). Results were similar in a sensitivity analysis 
excluding participants with prior 3HP experience 
(Supplementary Figure S1B). 

After adjusting for other variables, the participant 
groups most likely to prefer 1HP were those assigned 
to the hypothetical 1HP scenario (27% preferred 1HP 
over 3HP: aOR 3.01, 95% CI 1.78–5.08) and those 
with no history of prior TB (21% preferred 1HP over 
3HP: aOR 3.27, 95% CI 1.32–8.08). In no group did 
more than 27% of participants prefer 1HP over 3HP 
(Table 2). Participants’ preferences for 1HP vs. 3HP 
did not differ by prior TPT experience. Our findings on 
participants’ preferences for 1HP vs. 3HP did not 
change significantly in the sensitivity analysis that 
excluded participants with prior 3HP experience 
(Supplementary Table S1). 

DISCUSSION 

In this cross-sectional survey of 429 PLHIV randomly 
assigned to hypothetical TPT scenarios of receiving 
1HP or 3HP at a large urban HIV/AIDS clinic in 
Kampala, Uganda, we found that 3HP was more 
often preferred, but both regimens were highly ac-
ceptable. When given a choice, over 80% preferred 
3HP (88% of those randomized to the hypothetical 
3HP regimen, 73% of those randomized to hypo-
thetical 1HP). These findings suggest that health sys-
tems should elicit PLHIV preferences before scaling-up 
both 3HP and 1HP, and that in Uganda, greater focus 
should be on 3HP. 

Acceptability was high for both regimens, indicating 
that either regimen, if offered as the only option, 
would likely yield high TPT coverage. This high 
acceptability is consistent with findings of high treatment 

Figure 3. Variables associated with A) confidence and B) intention to complete TPT (n ¼
429 participants). The circle indicates the adjusted OR with a line to indicate the 95% CI. The vertical 
dotted line shows the null. The null denotes no association with confidence/intention. A circle to the 
right of the null whose line does not cross the null indicates higher confidence/intention. A circle to 
the left of the null whose line does not cross the null indicates lower confidence/intention. A circle 
whose line crosses the null indicates no association with confidence/intention. The ORs compare 
subgroups of assigned hypothetical TPT scenario, 3HP vs. 1HP, as well as baseline variables. 
Multidimensional poverty was included as a bivariate: we compared the group which was poor or 
severely poor to the reference group which was defined as vulnerable or not vulnerable (i.e., not 
poor). TPT ¼ TB preventive treatment; OR ¼ odds ratio; CI ¼ confidence interval; 3HP ¼ weekly 
isoniazid-rifapentine for 3 months; 1HP ¼ daily isoniazid-rifapentine for 1 month; ART ¼
antiretroviral therapy. 
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acceptance and completion for both regimens demon-
strated by several randomized clinical trials.6,8,22,23 

Although shorter treatments are often assumed to 
be preferred, we found the opposite in this study – 
perhaps reflecting preferences for fewer medication 
days or lower pill burden. We informed participants 
that 1HP may require adjusting their daily ART dosage 
by adding an extra dolutegravir pill to cater for 
drug–drug interactions with rifapentine.24 Moreover, 
weekly dosing may be preferred over daily dosing. A 
qualitative study in Peru found that participants 
perceived less frequent dosing as less toxic.25 Al-
though we presented potential side effects as equiv-
alent for both regimens, this perception could have 
influenced our participants’ choice. 

In addition, preference for 3HP might also reflect 
greater familiarity with the regimen, although we did 
not find an association with prior TPT experience and 
preference. About one third of participants had pre-
viously taken 3HP, most of them likely in fixed-dose 
combinations. However, participants may have been 
familiarized with 3HP indirectly through the experiences 
of peers at the clinic, through its rollout in a randomized 
trial,19 and programmatically through the HIV program,5 

or via the clinic’s routine health education talks. 
No prior studies have directly compared the pref-

erences of adult PLHIV for 1HP vs. 3HP. In pediatric 
populations, reported drivers of TPT preference were 
pill burden (treatment duration and frequency), medi-
cation fatigue due to prolonged daily dosing, and 

capacity to remember to take their medicines.26 3HP 
was deemed more preferable to IPT due to its weekly 
dosing schedule and minimal disruption to daily lives.25 

Qualitative evidence from the Mulago ISS clinic collected 
prior to the roll-out of 3HP, demonstrated that weekly 
dosing was a key facilitator for patient acceptance and 
completion of 3HP.27 

High acceptability of a short-course TPT regimen is 
key to achieving public health goals. Although we 
found that 3HP was associated with higher confidence 
and intention, both regimens were highly acceptable 
(regardless of patient characteristics, including education), 
and it is unclear whether small absolute differences of 
confidence or intention would translate to a relevant 
increase in TPT coverage and treatment completion 
compared to 1HP. These differences may also be affected 
by scale biases, where some groups may be more or less 
likely to select the end of the scale. 

Our study has some limitations. First, although 
being offered TPT was a realistic scenario for this 
population, the scenarios were nevertheless hypo-
thetical. Observation of real choices (i.e., revealed 
preferences) under actual treatment implementation 
would provide more direct evidence of patient pref-
erence for 1HP vs. 3HP. In addition, our measurement 
of preferences using a quantitative scale may not have 
been contextually suitable to the diverse population of 
HIV-positive Ugandans, with varying literacy gaps 
and sociocultural influences. However, this survey 
was administered by experienced research staff, both 

Table 2. Variation in preference for 1HP vs. 3HP by participants’ characteristics. 

Participants 
preferring 

1HP 
Preference for 

1HP* 
Preference for 

1HP* 
Characteristic N n (%) OR (95% CI) P-value aOR (95% CI) P-value 

Overall preference 429 81 (18.9) 

Age group (median split), years 
18–43 (reference) 216 49 (22.7) 
�44 213 32 (15.0) 00.60 (0.37–0.99) 0.04 00.63 (0.37–1.05) 0.08 

Sex 
Male (reference) 125 20 (16.0) 
Female 304 61 (20.1) 1.32 (0.76–2.29) 0.33 1.16 (0.64–2.10) 0.63 

Employment status 
Unemployed 

(reference) 
83 13 (15.7) 

Employed 346 68 (19.7) 1.32 (0.69–2.52) 0.41 1.54 (0.77–3.06) 0.22 

Prior TB 
Yes (reference) 77 6 (7.8) 
No 352 75 (21.3) 3.20 (1.34–7.66) 0.009 3.27 (1.32–8.08) 0.01 

Prior TPT† 

Never (reference) 43 8 (18.6) 
IPT 257 54 (21.0) 1.16 (0.51–2.66) 0.72 00.87 (0.36–2.10) 0.76 
3HP 129 19 (14.7) 00.76 (0.30–1.88) 0.55 00.55 (0.21–1.43) 0.22 

Assigned TPT scenario 
3HP (reference) 223 26 (11.7) 
1HP 206 55 (26.7) 2.76 (1.65–4.61) ,0.001 3.01 (1.78–5.08) ,0.001 

* Preference for 3HP is the reference group. 
† Participants who had taken both IPT and 3HP are included in the 3HP group. 
OR ¼ odds ratio; CI ¼ confidence interval; aOR ¼ adjusted OR; TPT ¼ TB preventive treatment; IPT ¼ daily isoniazid monotherapy (for 6 months); 3HP ¼ weekly 
isoniazid-rifapentine for 3 months; 1HP ¼ daily isoniazid-rifapentine for 1 month. 
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TPT scenarios were well explained, and piloting 
suggested that all elements of the study were well 
understood, including the quantitative scale. Finally, 
this survey was done in an urban, highly ART-experienced 
population. Future studies may consider replicating this 
assessment in populations with less ART literacy and in 
rural settings with less TPT experience. 

In summary, this study highlighted that both 1HP 
and 3HP were highly acceptable TPT regimens among 
429 PLHIV in Kampala, Uganda, with 3HP being the 
preferable option to many, despite the common as-
sumption that its longer duration would make it less 
preferable. Our findings suggest that health systems 
should not simply replace 3HP with 1HP based on the 
untested perception that a regimen of shorter duration 
will necessarily be more acceptable or result in higher 
levels of completion. These findings strongly support 
the roll-out of short-course TPT (both 3HP and 1HP) 
in high TB-HIV burden settings. Where feasible, patients 
should be given choices between regimens; in Uganda, if 
providing such choice is not feasible, priority may be 
given to 3HP. 

Acknowledgements 

This work was supported by the National Heart, Lung, and Blood 
Institute (Bethesda, MD, USA) under award R01HL144406 (AC 
and DWD). AM was supported by the Makerere University College 
of Health Sciences-University of California Berkeley-Yale Pulmo-
nary Complications of AIDS Research Training (PART) Program 
(NIH D43TW009607) from the Fogarty International Center 
(Bethesda, MD, USA). HEA was supported by an Early Postdoc. 
Mobility Fellowship (191414) and a Postdoc. Mobility Fellowship 
(214129) from the Swiss National Science Foundation and by the 
UCSF Center for Tuberculosis, NIH/NIAID P30: TB Research 
Advancement Center (UC TRAC; P30AI168440), and NIH/NIAID 
R25: TB Research and Mentorship Program (TB RAMP; 
1R25AI147375). The content is solely the responsibility of the 
authors, and the funders had no role in design and conduct of the 
study. 

References 
1 World Health Organization. WHO global lists of high burden 

countries for tuberculosis (TB), TB/HIV and multidrug/rifampicin- 
resistant TB (MDR/RR-TB), 2021–2025: background document. 
Geneva, Switzerland: WHO, 2021. 

2 World Health Organization. WHO guideline on self-care in-
terventions for health and well-being, 2022 revision: web annex 
A: global values and preferences survey report. Geneva, Swit-
zerland: WHO, 2022. 

3 World Health Organization. Global tuberculosis report, 2022. 
Geneva, Switzerland: WHO, 2022. 

4 World Health Organization. Guidelines on the management of 
latent tuberculosis infection. Geneva, Switzerland: WHO, 2015. 

5 Government of Uganda Ministry of Health. Guidelines for pro-
grammatic management of latent TB infection in Uganda; a health 
worker guide. Kampala, Uganda: Ministry of Health Uganda, 2021. 

6 Martinson NA, et al. New regimens to prevent tuberculosis in 
adults with HIV infection. N Engl J Med 2011;365(1):11–20. 

7 Pease C, et al. Efficacy and completion rates of rifapentine and 
isoniazid (3HP) compared to other treatment regimens for latent 
tuberculosis infection: a systematic review with network meta- 
analyses. BMC Infect Dis 2017;17(1):1–11. 

8 Swindells S, et al. One month of rifapentine plus isoniazid to 
prevent HIV-related tuberculosis. N Engl J Med 2019;380(11): 
1001–1011. 

9 Clinton Health Access Initiative. Partners announce reduced price 
for patient-friendly tuberculosis preventive treatments. Boston, 
MA, USA: CHAI, 2022. 

10 Ferguson O, et al. Cost-effectiveness of one month of daily 
isoniazid and rifapentine versus three months of weekly 
isoniazid and rifapentine for prevention of tuberculosis among 
people receiving antiretroviral therapy in Uganda. J Int AIDS Soc 
2020;23(10):e25623. 

11 World Health Organization. The End TB Strategy. Geneva, 
Switzerland: WHO, 2015. 

12 Brian SA, et al. Defining certainty of net benefit: a GRADE 
concept paper. BMJ Open 2019;9(6):e027445. 

13 Lambert N, et al. Reasons underpinning patients’ preferences for 
various angina treatments. Health Expect 2004;7(3):246–256. 

14 Guo N, et al. Patient preference for latent tuberculosis infection 
preventive treatment: a discrete choice experiment. Value Health 
2011;14(6):937–943. 

15 Mohammadi T, et al. Testing the external validity of a discrete 
choice experiment method: an application to latent tuberculosis 
infection treatment. Value Health 2017;20(7):969–975. 

16 Lim RK, et al. Patient choice improves self-efficacy and intention 
to complete tuberculosis preventive therapy in a routine HIV 
program setting in Uganda. PLoS One 2021;16(2):e0246113. 

17 Bandura A, Freeman WH, Lightsey R. Self-efficacy: the exercise of 
control. J Cogn Psychother 1999(2):158–166. 

18 Ajzen I. Organizational behavior and human decision processes: 
The theory of planned behavior. Organ Behav Hum Decis Process 
1991;50(2):179–211. 

19 Kadota JL, et al. Protocol for the 3HP Options Trial: a hybrid type 
3 implementation-effectiveness randomized trial of delivery 
strategies for short-course tuberculosis preventive therapy 
among people living with HIV in Uganda. Implement Sci 2020; 
15(1):65. 

20 Sawtooth Software. Windows-based analytics survey software. 
Provo, UT, USA: Sawtooth Software Lighthouse Studio, 2022. 

21 United Nations Development Programme, Oxford Poverty and 
Human Development Initiative. Global Multidimensional Poverty 
Index (MPI). Unpacking deprivation bundles to reduce multidi-
mensional poverty. NY, USA: UNDP, OPHI, 2022. 

22 Belknap R, et al. Self-administered versus directly observed once- 
weekly isoniazid and rifapentine treatment of latent tuberculosis 
infection. Ann Intern Med 2017;167(10):689–697. 

23 Sterling TR, et al. Three months of weekly rifapentine and iso-
niazid for treatment of Mycobacterium tuberculosis infection in 
HIV-coinfected persons. AIDS 2016;30(10):1607–1615. 

24 AIDS Clinical Trials Group. ACTG A5372: a phase II PK study of 
drug-drug interactions between rifapentine and dolutegravir 
in people living with HIV taking 1HP TB preventive treatment. 
Conference on Retroviruses and Opportunistic Infections, 
2022. 

25 Yuen CM, et al. Toward patient-centered tuberculosis preventive 
treatment: preferences for regimens and formulations in Lima, 
Peru. BMC Public Health 2021;21(1):121. 

26 Hirsch-Moverman Y, et al. Tuberculosis preventive treatment 
preferences among caregivers of children in Lesotho: a pilot 
study. Int J Tuberc Lung Dis 2018;22(8):858–862. 

27 Semitala FC, et al. Acceptance and completion of rifapentine- 
based TB preventive therapy (3HP) among people living with HIV 
(PLHIV) in Kampala, Uganda—patient and health worker per-
spectives. Implement Sci Commun 2021;2(1):1–12. 

Patient preferences for 1HP vs. 3HP 89 



R É S U M É  

C O N T E X T E : L’association isoniazide-rifapentine est 
recommandée comme traitement de courte durée pour la 
prévention de la TB chez les personnes vivant avec le VIH 
(PVVIH), à raison d’un mois de traitement quotidien 
(1HP) et de 3 mois de traitement hebdomadaire (3HP). 
Nous avons cherché à évaluer l’acceptabilité et les 
préférences des PVVIH pour le traitement 1HP par 
rapport au traitement 3HP. 
M É T H O D E S : Dans le cadre d’une enquête transversale 
menée auprès de PVVIH dans une clinique VIH de 
Kampala, en Ouganda, les participants ont été 
assignés de manière aléatoire à un scénario hypothé-
tique de réception de 1HP ou de 3HP. Les participants 
ont évalué leur niveau d’intention perçue et de con-
fiance pour terminer le traitement en utilisant une 
échelle de Likert de 0 à 10 et ont choisi entre 1HP 
et 3HP. 

R É S U L T A T S : Parmi les 429 répondants (âge médian : 
43 ans, 71% de femmes, durée médiane de la thérapie 
antirétrovirale : 10 ans), l’intention et la confiance ont été 
jugées élevées pour les deux schémas. L’intention de 
terminer le traitement a été évaluée à au moins 7/10 par 
92% (189/206 randomisés pour 1HP) et 93% (207/ 
223 randomisés pour 3HP). Respectivement 86% (178/ 
206) et 93% (208/223) ont exprimé une grande confiance 
dans le fait de terminer le traitement. Dans l’ensemble, 
81% (348/429) ont préféré la 3HP à la 1HP. 
C O N C L U S I O N : Les schémas 1HP et 3HP étaient tous 
deux très acceptables, le schéma 3HP étant préféré par la 
plupart des PVVIH. L’administration hebdomadaire, 
plutôt que quotidienne, semble préférable à une durée de 
traitement plus courte, ce qui devrait inspirer l’extension 
et le développement de schémas thérapeutiques de courte 
durée pour la prévention de la TB. 
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