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Abstract

We aimed to describe health seeking and sexual behaviour
including condom use among patients presenting with sexu-
ally transmitted infections (STI) and, to identify socio-demo-
graphic and behavioural risk factors associated with “no
condom use” during the symptomatic period. A cross-sec-
tional study of consecutive new STI cases presenting at the
district STI clinic in Thyolo were interviewed by STI coun-
sellors after obtaining informed consent. All patients were
treated according to National guidelines. Of 498 new STI
clients, 53% had taken some form of medication before com-
ing to the STI clinic, the most frequent alternative source
being the traditional healer (37%). 46 % of all clients report-
ed sex during the symptomatic period (median=14 days),
the majority (74 %) not using condoms. 90% of all those who
had not used condoms resided in villages and had seen only
the traditional healer. Significant risk factors associated with
‘no condom uvse” included: visiting a traditional healer;
being female; having less than 8 years of school education;
and being resident in villages. Genital ulcer disease (GUD)
was the most common STT in males (49%) while in females
this comprised 27% of STIs. These findings, especially the
extremely high GUD prevalence is of particular concern,
considering the high national HIV prevalence in Malawi
(9%) and the implications for STI and HIV transmission.
There is an urgent need to integrate traditional healers in
control activities, encourage their role in promoting safer
sexual behaviour, and to reorient or even change existing
strategies on condom promotion and STI control.

Introduction

Sexually transmitted infections (STIs) are known to facilitate
the sexual transmission of HIV[1][2] and effective STI case
management is known to reduce the incidence of HIV.[3]
Malawi has both high HIV and STT rates. The National HIV
prevalence in Malawi is 9%, while among antenatal women the
syphilis seroprevalence is estimated at 2-10%.[4] In 1990, 42%
of antenatal clinic attendees were diagnosed with at least one
STI and HIV infection rates among patients with STI’s range
from 53-83%.[5] STI control in Malawi is therefore of major
public health importance.

An important determinant of effective STI control is the health
seeking behaviour of people with STI’s who may seek care from
alternative sources (outside an official STI clinic) such as tradi-
tional healers, private clinics, pharmacists and market vendors.
Traditional healers in particular are well reputed in African rural
communities and are often considered to be the most appropri-
ate initial point of contact for help when symptoms of STIs are
thought to be linked to traditional beliefs and related percep-
tions.[6] Knowledge about the relative importance of these alter-
native providers in STI control could encourage better collabo-
ration with some of these groups, encourage early referral for
effective antibiotic treatment and help remove or reduce
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potential barriers to STI control. Control of STIs involves not
only providing effective and early treatment, but also promoting
safe sexual practices by those that are infected. Information on
such practices, would be useful for assessing and improving
existing control activities

The objectives of this study were a) To describe health seeking
and sexual behaviour, including condom use during the sympto-
matic period among patients presenting with STIs; and b) To
identify socio-demographic and behavioural risk factors associ-
ated with “no condom use” during the STI symptomatic period.

Methods

The study was conducted in the main rural public hospital STI
facility in Thyolo district, southern Malawi. Consecutive new
STI cases presenting during a 4-month period were interviewed
after obtaining informed consent. A semi-structured question-
naire, which was pre-tested, was used to gather basic socio-
demographic data, as well as information on health seeking and
sexual behaviour. Confidentiality was ensured and all patients
were diagnosed and managed using National STI guidelines
adapted from the syndrome-based approach (clinical assessment
of signs and symptoms) as recommended by the WHO.[7]
Reported “no condom use” during sexual encounters in STI
symptomatic period was designated as the dependent variable
for identifying potential risk associations.

Analysis was done using the Epiinfo software (Centers for
Disease Control, Atlanta), and the LOGISTIC software.[8] The
level of significance was set at P= 0.05 and 95% confidence
intervals (CI) were used through out. The measures of risk were
determined by crude odds ratio (OR) and adjusted odds ratios
(adjusted OR). Odds ratios were adjusted using multivariate
logistic regression, and all related P-values were based on the
likelihood ratio statistic.

Results

A total of 498 new STI clients who were diagnosed with an STI
participated in the study (median age 25 years). The majority of
patients (79%) came from villages, were married (62%) with a
mean educational level of 6 years in school. Patients included
farmers (38%), unskilled employees (36%), skilled employees
(3%), business people (14%) and students (9 %).

In male patients genital ulcer disease (GUD) was the most com-
mon STI (49%) followed by urethral discharge (42%). In female
patients, abnormal vaginal discharge with or without dysuria
was the most common (50%), followed by genital ulcer disease
(27%), and pelvic inflammatory disease (18%). The median
reported time with STI symptoms before coming to the STI clin-
ic was 14 days (range 2 days to 4 years), with 53% of all
patients having taken some form of medication before coming to
the clinic. The most frequent single source of medication was
the traditional healer (37%) (Table 1).

(Table 1 on the next page).

The majority of STI clients (83%) who had seen a traditional
healer resided in villages and 90% of these patients had an edu-
cational level of less than 8 years in school.

46% of patients with an STI had reported having sex during the
symptomatic period, the majority (74%) had not used condoms
90% of all those who had not used condoms during sexual
encounters resided in villages and had seen only the traditional
healer. The main reasons for no condom use during sex in the
symptomatic period are shown in tablel.
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Total a4 250 498

Previous medication } 132 (53) 130(52) : 262 (53)
Modern (ampicillin, . . N
cotrimoxazole etc) 50 (38) 43(33) 93(35)
Traditional (herbs,

TOOtS etc) 48 (36) 49(38) - 97(3D
Both 34 (26) 38(29) 72(28)

Source of previous medication

(n=262)

. Private health facilities 26(20) 29(22) 55(21)
Drug vendors/pharmacy 24 (18)  38(11) 62024
Traditional healers 48 (36) 49(38) 97437)

. Several of the above 34 (26) 14(11) 48(18)

Median duration of STI

symptoms (days) 14 11 14

Sex during symptomatic

petiod =yes 97 (42) 134 (58) 231 (46)

With same partner 67 (69) 124 (93) 191 (83)
With different partners 3031 107 40 (17)

Condom use during sex in

symptomatic period (n=231) 3(3) 22) 5(2)
Always 3435 22(16) 56 (24)
Intermittent/sometimes 60(62) 110(82) 170 (74)
No condom use

Reasons for “no condom use”

(n=170)
Sex with steady partner
or spouse ) 32(53) 84 (76) - 116 (68) -
Refusal by partner 2(3) 11(10) 13(8)
Condom not available 15(25) 8 (7 23(14)
Reduces pleasure A7) 3(3) 7(4)
Religious reasons/did
not know 7(12) 4 (4) 11(6)

Significant risk factors associated with “no condom use” while

having sex in the symptomatic period include having visited a
traditional healer, being female, having had less than 8 years of
school education, and being resident in villages. (Table 2)

X%, age, marital St
dication .

Discussion

This study shows that 53% of all ST patients had first songht
care at an alternative source, the majority with the traditional
healer. GUD rates in STI clients is extremely high and 74% of
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clients engaged in unprotected sex while symptomatic. Having
unprotected sex was significantly associated with visiting the
traditional healer, being female, being resident in villages and
having had less than 8 years of school education.

Since over half of all STI clients, had first received medication
at a source outside the official STI clinic, these different sources
could be targeted to improve STI management and reduce delays
in effective treatment.[9]

The traditional healer was found to be the most important single
source of alternative care. Visiting a traditional healer for care
was also found to be a risk factor associated with “no condom
use”, indicating that condom promotion is not effectively
encouraged by this group. In Malawi, traditional healers are
generally reputed as being sympathetic, more confidential, and
easily accessible. Considering their importance as an alternative
care provider, and the potential role they could play in encour-
aging safer sexual behaviour, it would be important to integrate
them in control activities and ensure condom availability (to
clients) at their sites. The National Tuberculosis control program
in Malawi conducts training sessions with traditional healers
from around the country, and encourages early referral of tuber-
culosis suspects. Training on STIs and HIV infection could be
linked with such an existing initiative, and might be one way of
also encouraging earlier referral (by healers) for antibiotic treat-
ment.

The extremely high GUD rates in our rural setting although
alarming, is similar to a study in Lilongwe where 67% of all STI
clients had GUD.[10] These figures also compare with other
South African countries worst affected by HIV infection, where
the proportion of men and women with STI who had genital
ulcers lay in the ranges 45-68% and 13-68% respectively.[11]
However, the implication of this particular finding on transmis-
sion of HIV, merits that the National AIDS control program
develops a specific focus for decreasing the incidence and
prevalence of GUD’s. Mass awareness campaigns that are adapt-
ed for the less literate, [12] increased condom availability in
rural areas and promoting the female condom that could facili-
tate independent and assertive behaviour on safer sex by women
are all measures to be considered. The findings of this study will
be useful for reorienting or even changing existing strategies in
STI and HIV control in the district.
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