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Abstract

Every year 340 million people are infected by fowst important sexually transmitted infections edahg HIV
namely syphilis, gonorrhoea, trichomoniasis anailyldia. Sixty-nine million of these infections ocdén sub-
Saharan Africa. What people do when they have gtym or a suspicion of STIs has major implicatiéms
transmissions and consequently for disease confifuk study examined the reasons for patterns aftlne
seeking and related sexual behaviours of patiehtspresented at the STI clinic in Suntreso, Kumgsis was
a cross sectional descriptive study. A study ofrab with Sexually Transmitted Infections (STI) attending an
STI clinic in Kumasi, Ghana found thaf 185 patients, Sixty four percent (n=119) of thertaged for more
than 4 weeks before seeking treatment at the dimitanother 61% (n=114) had sought treatment Asenand
Eighty percent (n= 148) of the patients had sexeghsymptomatic.

Keywords: Disease, infected, health seeking.

1. INTRODUCTION

Sexually Transmitted Infections have become a miagaith problem globally, and their prevention basn a
priority since HIV/AIDS emerged as a life-threategidisease (Wasserheit, 2001; World Bank, 2006).

Every year approximately 340 million people aresgtiéd by four most important STls excluding HIV (\WH
2006). These infections are syphilis, gonorrhoei@hamoniasis and Chlamydia (Fonck et al., 2001 A
estimated 69 million of these infections occur ub-sSaharan Africa. In the recent Demographic aedltd
Survey in Ghana, 3% of women and men who have leagrsex reported having had STI 12 months befae th
survey (GSS, 2009).

STIs and HIV/AIDS are spread through certain higk-rbehaviours and both diseases share the same
epidemiological risk factors. Because they are agprtirough similar behaviour, people exposed tero8irls
are an easily identifiable group at high risk oMHhfection. The control of STIs is therefore anpiontant step

in slowing the spread of HIV infection. Successfuerventions have shown that early detection aedtient

of STIs decrease the incidence of HIV/AIDS. Gros#kuet al., in 2005 showed that improved STI tresaitn
reduced HIV incidence by about 40% in a rural papah (Mwanza) in Tanzania. The most convincing
epidemiological evidence was a study that examserdconversions rates among people with “comparébl
sexual exposure and different incidence rates of Hiis study demonstrated that the risk of acgoisiof HIV

in the presence of ulcerative or non ulcerative iSTicreased by a factor of two to six (Menschlgt2008).

One parameter determining the transmission dynaafi&T| in a given population is the duration ohé that
an individual with STI is sexually active. Thusspite of the effectiveness of treatment regimems,impact of
an STI control programme also depends on when tedemdividuals seek treatment and the extent tachvh
they have unprotected sexual activity during tkisqd (Mcllhaney, 2000).

Due to stigma surrounding sexuality, STIs remaimsdalen epidemic (Wilkinson, 2002). The consequeras
been sustained STI epidemics with increased spéatlV, leading to huge personal and economic 133
longer a person has an STI, the greater the chainoemplications and the risk of infecting othdfactors that
prolong the period of infectiousness are thus eagclinical and public health importance and ehdglthcare
seeking is critical in the early detection and colndf STIs (Ward et al., 2007).

Studies on health care-seeking behaviour concei®irlg showed that delay in seeking care is comnmoong
STI patients (Aral et al., 2009; Fonck et al., 200he prevalence of delay in seeking treatmensfbis in both
industrialized and developing countries ranges f&8% to 73% (Pitts et al., 2000). The use of hetfiities

in developing countries is referred to as being mlem compared to developed countries on accounthef
choices between different health care systems @&oe003). In the developed countries patientd ternuse
health facilities more frequently thus about 859 seek treatment for any illness as compared ieldping
countries where only 25% will seek treatment orrevisit a health facility. A study in the Nethertmand
China among clients with STI showed that 27% of sheple delayed seeking care by more than 4 weeks a
compared to study in Kenya by Fonck et al., 200Er@63% delayed in seeking care. Therefore it le@h b
suggested that early health care-seeking behabmpromoted as a part of STI health care (Aral.e@09). A
better understanding of the factors influencingtiment seeking behaviour is critical for effect&&l control.
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Understanding these factors could assist in dewrgddpealth education initiatives and public he@itbhgrammes

to control STIs and in turn, HIV.

This study aims to assess healthcare seeking lmehieannd factors associated with care- seeking arpatignts
attending a specialized STI clinic in Kumasi. Thdormation will contribute towards the developmerit
appropriate health education programmes to helpcedhe spread of STIs and HIV/AIDS in high-risk
populations.

The study however did not consider HIV patientsaslthey reported with other STls.

Problem Statement

Suchman (2009) estimated that STls constitute dnéheo ten main health problems responsible for loks
healthy life years.

A significant number of Ghanaians suffer from SThidamany have multiple sexual partners but do net us
condoms to protect themselves (Adu-Sarkodie et241Q0). A study on the prevalence of STI among
commercial sex workers in Accra and Kumasi showexvgdences of 75 percent and 80 percent respegctivel
(Agyarko-Poku, 2001).

Furthermore what people do when they have a symmpma suspicion of STIs has major implications for
transmissions and consequently for disease comesays in seeking and obtaining diagnosis andrreat can
allow for continued transmission and a greater gbdtty of developing of adverse sequelae (WHO,800

A review of patients’ records at the Suntreso Siflicfrom January to December 2000 showed thatentban
50% had had symptoms for a week or more beforertiagoto a regular clinic and had spent anotherkwee
before coming to the referral centre (Agyarko-P&Q@Q1).

As most STls are asymptomatic, infected people amginue to have sex thereby increasing the tressan
cycle.

An understanding of the health seeking and sexefadliour of STI patients is therefore importar®Ti control
programmes are to be effective.

2. Literature Review

2.1 Health Care Seeking for STI

‘lllness’ means an unhealthy condition of body dndn The term ‘Patient’ denotes an individual undexdical
treatment (Ward et al., 2007). Although an illnésads to a person seeking care, not all those Withss
become patients. Symptoms are subjective evidehitlaess, and according to Wilkinson et al., 2002 way
these symptoms are perceived, evaluated and aotetb{ acted) on is defined as ‘lllness behaviolliness
behaviour does not always lead to seeking healh @daperson has to take action in order to geefrélom a
symptom or illness. Any attempt at finding a reméddiya perceived iliness is defined as “health emeking
behaviour” (Ward et al., 2007).

One of the interventions outlined in the WHO GloBalategy for STI is the “Promotion of early recaito
health services by people suffering from STIs agdheir partners’. This aims at promoting early lHezare
seeking among clients.

Effective and accessible STI treatment and prewangirogrammes are key to reducing the global burden
associated with STI.

The use of health facilities in developing courdrie referred to as being complex compared to deeel
countries on account of the choices between diftdnealth care systems (Kroeger, 2003).

In many developing countries the patient’s first@amter for STI is self medication and treatmentthe
informal health sector. Over- the- counter purchasfeantibiotics at pharmacies (drug store or ckestiop) or
from a drug vendor and quack doctors is almostarsal despite laws that regulate the distribut@arf, 2003).
The treatment obtained from these sources is frayjumadequate or ineffective. Patients do noeofteceive
the benefit of prevention education including comdase and their sexual partners are not treatedwrselled.
In Ethiopia getting care from a government healthic was often the last resort for therapy. Reasoited by
community members included the stigma of STI- amigic, long waiting time, judgemental staff , caitation
fee, social implication of being seen as an STiepatind lack of privacy (Laga et al., 1999).

Studies in Uganda and Kenya about healthcare spékdicate that STIs are commonly held to be beteated
by traditional healers (Darj, 2003; Fonck 2001)cIstindings relate to the decisions about whergetek care.
A similar study carried out in Malawi showed th&% of clients had sought treatment elsewhere with t
frequent alternative source being the traditiorelér (Mensch, 2008).

2. 2 Potential Factors Influencing STI Health C&ezking Behaviour

There are three large categories of social andvi@iral factors that influence clients to seek tiynieeatment
for STIs (Aral et al., 2009). These are patientrabgeristics (behaviour) Provider characterist&sit(des of
health care providers) and the healthcare systegaii@ation of the health care delivery system)a(Aat al.,
2009). These factors influence the timely and appate care seeking of STI patients at various leve
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Knowledge of the factors that influence people’'sisien to seek treatment for STls will provide atée
understanding of where people go for treatmentafoiSTI, and who goes where. For instance, wherpl@eo
choose to go for treatment could be influenced tmyvider characteristics like their previous expecie with
health care providers, as well as their perceiviidagy of the treatment provided by specific pietis. Other
factors that could influence where people go featment include patient characteristics, such asatwn,
income, health insurance coverage, age, sex, ma@thaicity, religion and marital status. Charaistigs of
healthcare system could also influence patientaghosuch as their geographic distribution, avdilgbof
support services, quality of care, conveniencenacy.

In a Kenyan study, 41% of 471 clients attendingSdm clients waited for 4 weeks, and 23% delayednfiore
than 2 weeks before seeking care stating reasamsitiitude of staff, lack of privacy and clientégje as a major
determinant of ability to seek care (Fonck et @10 Another study in Singapore showed that 73%eddior 4
week and 27% delayed for over 2 weeks before sgetdane. Reasons for delay include: social stigratitn
against sexual promiscuity, fear of public exposarebarrassment, and lack of privacy (Leenars.g2@03).
Delay in health care-seeking behaviour seems wigmgficantly associated with extreme age groupcfiariah
et al., 2002). Younger age groups often lack kndgdeon STIs; this might cause them to underestirtate
risks.In a study conducted among adolescents in the dSSanth Africa, ignorance of the seriousness o&6STI
was found to be associated to delay in seeking ddme subjects (54%) thought symptoms would subaitk
tended to wait longer than 10 days for a resolutidso, fears of notifying parents served as aibato seeking
care among 45% of the adolescents.

Among older study participants, those aged 45yaadsabove 68% tended to delay seeking @adethe reasons
for delaying were: waiting for resolution (34%) a@chbarrassment or fear of attending the STI cljgitd6). In
another study in Uganda among STI clients, 74%liefts aged 50 years and over delayed more thaaeksv
before seeking care (Bearinger et al.,, 2007). Tdasaons cited were embarrassment (30%) and thel socia
implication of been seen as STI clients (32%).

2.3 Sexual Behaviour

There is renewed interest in human sexual behadndrthe factors influencing it as a better unéeding will
help to lessen the formidable threat of the newwariquely dangerous epidemic of STIs (Agnius €t2008).
Worldwide condom is used by 5 per cent of couplas ihaccounts for 8 per cent of overall contraiveptse.
The prevalence of condom use is higher in the rdexeloped regions than in the less developed redib® %
vs. 3 %). Condom prevalence is lowest in Africa%) but in Ghana the prevalence of condom use isecka
from 0.3 per cent in 1999 to 2.7 in 2005 (UNAIDS)02). In Australia although consistent condoms use
remains moderately high, it is of some concern tmtdom use has not increased since 1997 desfitede
increases in sexual activity among the people wineerexperienced sexual intercourse and increases o&
STIs (Agnius et al., 2008).

A study carried out among clients attending an @ifiic in Malawi showed that 76% of clients hac skiring
the symptomatic period of STI (median 14 days) Wit majority (74%) not using condoms (Zachariahlgt
2002)

Important skills are also required to engage ievpntion behaviours which include the ability téeefively
communicate with one's sex partner about saferreéxsal to engage in unsafe sexual practices,eproge of
barrier-method contraceptives, and the ability xd a situation when prevention behaviours are pagsible
(Dubois, 2006, Hammerschlag, 2004).

A study conducted among college girls in the Unfibthat the person who suggested the use of aoomeés
seen as somebody who was not romantic, yet morerejahan those persons who did not suggest thefuse
condom. If the woman suggested a condom, the péooepf her was that she was not as promiscuoubes
women who did not suggest the use of a condoméRbetrry et al., 2002).

In developing countries however the situation ffedént where women are often unable to negotiatesdéx due
to socio-cultural reasons and the fear of been asg@momiscuous.

Sexual behaviours also contribute to the STI burihedeveloping countries. These behaviours are ilyeav
influenced by the socio-cultural, economic, anditall contexts, which in the past two decades have
deteriorated at an accelerated rate in many afmasetal change has included rising levels of ildiguwithin
countries, growing inequality between countriegrélased levels of globalization, increased propostiof
people who live in cultures they were not bornii @ larger proportion of the world’s populatiovidig in post
conflict societies (Aral et al., 2009). One effeftthese changes is an increase in multiparthewadeactivity,
which in turn increases the rate at which infecad susceptible individuals are sexually exposezhth other
and consequently the rate at which STls spread.

2.4 Knowledge and Prevention of STI

The rising number of HIV infections and other SEmong patient population has called for behavioural
interventions with the aim of empowering clientéhwincreased knowledge as well as an increase@ pioa of
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risk of STls.

Two of the most universally acknowledged issuesrerelated knowledge and stigma.

Possessing information about STI is essential ta@lde to recognize and correctly interpret onggmsiand
symptoms as manifestations of an STl for prompé-sgeking, a lack of knowledge does not alwayda@xp
delays in care-seeking behaviour (Meyer-Weitz et 2000, Liu et al., 2003). For example, in a study
adolescents attending a public STI clinic in Chaagreater levels of knowledge were associated defhyed
care-seeking among females (Fortenberry, 2008 .possible that fear of stigma or the emotionalseguences
of having an STI may supersede a person's conferiseir well-being when he/she suspects that thay be
infected (Annang et al., 2007).

In addition to understanding what impedes or featitis persons with or at-risk for STls to accesscal care, it

is also of public health importance to provide gyatealth education and counselling to those whaadcess
care in order to prevent new infections (FortenpeR002, Scoular, 2001, Amaro et al., 2001). Howgve
research has shown that the opportunity for pasgrtisis STl-related prevention interventions igmftnissed.
In a study in Brazil, post-test STI counselling slomt appear to be universally offered or of cdasity high
quality based on research conducted. A study cdaduby Giffin and Lowndes (1999) found that of 42
Brazilian women who were interviewed immediatelieahaving received a positive result for Chlamyidighe
context of routine gynaecological care, only twalerstood that the disease was sexually transnatteldonly
four knew the correct name of the disease. Appratéty half of the gynaecologists interviewed instetudy
reported that they did not explicitly inform thetigat that her condition was sexually transmitt€de primary
reasons for not discussing the specifics of the @dgnosis cited by providers were the desire mdagausing
potential relationship problems for the couple tipatarly in the case that the patient was marrad feeling
that dialogue regarding sex and sexuality were béybe scope of their professional responsibili{@gfin et
al., 1999).

Another study carried out to better understand blwghfactors that influence STI care-seeking amedqtinality of
health education and counselling received amongrstéxual women, heterosexual men, and men who have
sex with men (MSM) attending two large, public STihics in Nwanza, Uganda. The results indicateat tipon
presenting at a clinic not all individuals receiakequate education and prevention counselling freaith care
personnel. Only a minority (23%) of participantpaged having discussions regarding condom useadngr
notification with their attending STI care providalling into question the quality of health edimatefforts at
these public clinics (Grosskurth et al., 2005).

3. DISCUSSION

An important determinant of transmission dynami€sSdls in a given population is the duration of ¢ira
person with an STI remains infectious and is sdyumitive. Hence apart from the effectiveness eftteatment
regimen, the success of STI interventions to redtenresmission is also influenced by the time tmdtdted
individuals wait before initiating treatment ana textent of their unprotected sexual activity dgrihat period.
Understanding the factors influencing delay in trealare-seeking behaviour among patients with STI i
essential in the development of appropriate headtication programmes for health workers involvein
control.

This study examined a cross section of patiengmding an STI clinic in Kumasi. These individuatmistitute a
high-risk group for transmitting STIs, includingVWand are a priority target group for interventions

One limitation of this study is the fact that onhose who experienced STI symptoms and sought atattee
designated clinic were included in this study. Thado did not seek care may have different chatiatites and
this may limit the generalization of the study fimgks.

Also both sexual activity and condom use while stanpatic were self-reported. This may lead to rebak
and socially desirable answers. However, the stualy conducted among new clients attending theccéind it

is possible that recall bias was minimal.

3.1 Healthcar e Seeking Behaviour

From this study, 64.3% of the patients delayedriore than 4 weeks before seeking treatment foisaiple STI
(n=119), reasons cited for not reporting immediasimptoms started were embarrassment (38.7%), thape
symptoms will go away (16%), not knowing where 0(81.1%) and 5% thought symptoms were not impartan
The results of this study reassert previous studiedings (Aral et al., 2009, Fonck et al., 200thpt delay
between symptom recognition and health care seegiagfeature of STl-related illness behaviour. Sehevere
studies in Kenya and Uganda among STI clients, hitiw63% and 56% respectively delayed for more t#han
weeks before seeking care. Reasons cited weredh&kowledge about the importance of seeking prompt
medical care (36%), lack of information about aalié services (34%) and finally lack of financiakources
(21%)

The results of this study point to salient deteaniis of the delay in health care-seeking behavidyratients
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with STls that need to be addressed in health éducparogrammes with a view to facilitate earlyghasis and
treatment.

Delay in health care-seeking behaviour was siggilily associated with whether client had heard oif &d
specific STI symptoms. A significantly higher prapon of patients who had not heard of STI sougbatment
late compared to those who had heard of STI

(p<0.001). Clients seeking care who had genitalt@isge sought care late as compared to clientshaticsores
over genitalia or dysuria (p < 0.001).

A study in Uganda among STI clients showed thatsineerity and nature of the symptoms may influeace
person’s decision to delay in health care-seekiepaliour. Having sores around the genital area was
significantly associated with seeking care eaidied vaginal discharge was associated with a delagéking
care (p value<0.001) (Nuwaha, 2009).

This reflects the influence of severity of the syomps over health care-seeking behaviour. Thus mtatie
perception of genital ulcers as being more sermmpelled them to seek care earlier as compareddmal
discharge which was possibly not deemed seriousilé8iobservations were made in a study among fergal
clients in the US in which persons with genital tsasought care early compared to those with gedisgharge
(Hook et al., 2007). Thus if the symptom does mbervene with a person’s activity then these peopds
postpone seeking care.

Among the clients attending the clinic, 61.6% hadght care elsewhere citing the social implicaijiomnmoral
behaviour) of being an STI client 32.5%, long waithours (21.9%), lack of privacy (21.1%) and stgof ST
only clinics (16.7%) as some of the reasons fokisgecare elsewhere. A study in Ethiopia among 31%
clients also showed that getting care from a gawemnt health clinic was often the last resort farépy. Some
of the reasons documented for the delay were fgenatof STI- only clinic (20%), long waiting timel%%),
judgemental staff (10%), consultation fee(10%),iaoknplication of being seen as an STI patient(25bd
lack of privacy(20%) (Laga et al., 1999). A simiudy in Kenya among 471 clients with STI foundttbhoice
of an STI clinic was often the last option due ¢asons like convenience of the location (25%),guyv(18%),
affordability (18%) of the services and social ifogtion of being seen as an STI patient (25%) (kaetcal.,
2001). Similar observations were made by Nuwah@420n Uganda where 45% of patients reported late
because they believed the symptoms were not serious

In many developing countries the patient’s first@amter for STl is self medication and treatmentthe
informal health sector. Over- the- counter purchaseantibiotics from pharmacy shops or from dremdors
and quack doctors is almost universal despite thassregulate the distribution (Darj, 2003).

Self-medication (35.1% in this study) has been shaw a factor influencing delay behaviour from pres
research. In this study 28 out of the 40 resporsdehb self medicated reported to the STI clinie l&lthough
this has reaffirmed what other studies have foundkénya and Uganda (Darj, 2003; Fonck, 2001), qaite
different situation was reported in Singapore whesgmilar study found a much lower proportion (93%41%).
This was attributed to the strict rules on the kandlity of antibiotics over the counter (Gordonadt, 2003; Irwin
et al., 2007). Considering increasing cases of deggtance to common STIs around the world, healtitation
on the consequences of self-treatment has to baasized in health education programmes.

Age significantly influenced health care-seekindidgour (p<0.05). Those aged 26-35years tendecekayd
seeking care compared with other age groups. Twaseno significant association between delay intheare-
seeking behaviour and educational level or mastatus. No association was also found between dalay
healthcare seeking and occupation of respondentekis@s gender. A study in Kenya also found thget was
the only determinant of healthcare seeking withdtieer socio demographic characteristics playingate in
determining how long they waited. Clients aged R6y8ars delayed before seeking care as compardteto
other age groups (Fonck et al., 2001).

A study conducted among adolescents attending arl®iic found that clients aged 18-23 in the UPored
that ignorance of the seriousness of STls was &dedowvith delay in seeking care (MacDonald et2003).
There was no significant association between delayealth care-seeking behaviour and educationel ler
marital status. No association was also found bemweelay in healthcare seeking and occupation of
respondents. Gender had no significant influencéealth care-seeking behaviour (p-value=0.09). & legre
however more women (70%) than men in the studyinlar study in Kenya among clients with ST foutit
although women delay in seeking care than men, tbeg to report more often than men citing reaskoa |
women being more susceptible to STI and increask&df complications in women.

In another study in Uganda, men more often than eomeport a different healthcare-seeking attitudemw
confronted with an STI. The men in this study répdrattending the public health sector significamtiore
often for a STI than for other health problems.sTiniplies that more of the men will have soughtasewhere
before reporting to the clinic thus if the symptopgssist afterwards. STI case management mustfeeedfas
widely and effectively as possible to have a sigaiit impact on the STI epidemic.
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3.2 Sexual Behaviour Eighty percent of the patients continued to have whiles they were experiencing
symptoms suggestive of STls. It has been suggdbtedreluctance of the patient to admit having an S
symptom (denial) or thinking that the symptoms weot a priority, may be the reason for continuiegusal
activity with symptoms (Nuwaha, 2009). It is als@ygested that the severity and nature of the symptmay
influence the delay in health care-seeking behavi@wbois, 2006, Wilkinson, 2002). This study foutiht
severity of symptoms had significant influence okenlth care-seeking behaviour. Those who had sevst
unpleasant symptoms like genital sores had solaget @arly compared to those with symptoms suctagma&
discharge.

Sexual behaviours also contribute to the STI buidenany countries. These behaviours are heavilyenced
by the socio-cultural, economic, and political @t$, which in the past two decades have deteedrat an
accelerated rate in many areas (Aral et al., 2009).

In this study twenty one percent of the respondesyisrted having had two or more sexual partnessabserts
to the issues raised by Aral in 2009 that changesotcio-cultural, economic and political contexdds to an
increase in multi-partner sexual activity, whichturn increases the rate at which infected and epiiate
individuals are sexually exposed to each othercam$equently the rate at which STIs spread.

About 80% of the respondents continued having skitewhaving STI symptoms. Among those who had sex
while having symptoms of STI, a majority (89%) aiot use condoms and this is in agreement with atiemal
estimates of decreasing trends of condom use elitimmated that just about 2.7 of the populatica eendom as
a form of protection against STI/HIV. A study cadiout among clients attending an STI clinic in &l
showed that 76% of clients had sex during the sgmatic period of STI with the majority (74%) noting
condoms (Zachariah et al., 2002). In Ghana, a aimstudy also found that a significant number ofiians
suffer from STI (47%) and many have multiple sexpaitners (54%) but do not use condoms (58%) ttepto
themselves (Adu-Sarkodie et al., 2000).

STIs and HIV/AIDS are spread through certain high-roehaviours and low condom use is one of such
behaviour. Because they are spread through sitmdhaviour, people exposed to STls are an easihtifable
group at high risk of HIV infection. Thus the numlzf people exposed to STI in this study could hell/e
contracted HIV through this risky behaviour. Grassk et al., in 2005 showed that improved STI treait
reduced HIV incidence by about 40% in a rural papah (Mwanza) in Tanzania. Promoting condom use is
therefore essential in reducing the spread ofsitesit epidemic alongside HIV.

The sexual partners of the clients seeking catheatlinic were mostly their girlfriends or boyfiés (57.5%).
Three percent of the clients had sex for cash &893 with their spouse. There was no significasbamtion
between perceived source of an STI with delay ialthecare-seeking behaviour. The presumed sourtes o
infections for these clients were: spouse (10.8ayual partners (24.9%) and girlfriends/boyfrie(ti3.5%).
About half (50.8%) of the patients did not know swmurce of the suspected STI. This is an issuelwoaking
into because if these respondents cannot telldhecs of infection then partner treatment beconiisult and
this only means that they can easily go back toigfected increasing risk of complications and tineent
failure.

Partner notification is important for interruptirige transmission of STIs and preventing possiblentual
reinfection, but in practice there are obstacleatielAits may not inform their sex partners out odrfe
embarrassment, or unawareness of the importandeing so. In resource-poor settings, it is usuiatigractical
for notification to be done by the health sectorH®/ 2006). Clients’ level of education did not affeheir
decision about having sex whiles symptomatic (u&at0.05). Also clients’ level of education did maftuence
their decision to either use condom or not use dhés goes on to show that important skills areunegl to
engage in prevention behaviours which includesathiéity to effectively communicate with one's searimer
about safer sex, refusal to engage in unsafe sgxaatices and proper use of condoms and theds bhkive
nothing to do with ones level of education (Dub@806, Hammerschlag 2004).

3.3 Knowledgeon STI

Ignorance or misinformations are powerful obstattesesolving problems, and this is particularlyetrwhere
STIs and HIV/AIDS issues are concerned. Ignorarfc8Tds and AIDS can exist in all types of peoplel adi
age groups. However it is more widespread amonteadents and young people, the very people whikalg

to be more sexually active than others, unlikelyp¢an stable sexual relationships, and who haws pocess to
STD care services (Dubois, 2006). In this study9%9 of the participants were below 35years of g level
of knowledge of clients on STI was good as 77.&@etr of the patients had ever heard of STI. Amdrg t
respondents, 20.5% reported that they had heardt &ty or AIDS. The majority (77.8%) had heard abou
STIs and knew the common STI names such as: garearhsyphilis, herpes and chlamydia. Gonorrhoea
(35.1%) and syphilis (17.8%) were the most commames reported by the respondents, with 20.5% uriable
mention any STI which was a bit disappointing egdBcsince clients were interviewed when they wexding
the STI clinic. Respondents were asked about wawsghich STI can be transmitted and effective meshofl
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protecting themselves from STIs. A few misconcapiavere cited as the cause of STIs: sharing toie89s),
by sharing under pants 8.6%. The majority howeweerectly reported by having unprotected sex (64.9%yel
of education was significantly associated with ktemlge of the methods of prevention of STIs (p<0)0&d
well as ability to name any STI (p=0.01). On thkesthand, level of education was not significaatigociation
with respondents’ knowledge on how STIs can berested (p value >0.13 This reiterates the fact kel
education does not necessarily mean people arariafb about issues and so it is necessary to edsoate
people about STI and the importance of seekingydezhtment. A study conducted by Giffin and Lowsde
(1999) found that of 42 Brazilian women who werteidiewed immediately after having received a pasit
result for Chlamydia in the context of routine ggoalogical care, only two understood that the diseaas
sexually transmitted and only four knew the correne of the disease.

4. Conclusion

A significant proportion of STI patients (64.3%)lalged in seeking care at the STI Clinic for overeéks. This
was due to reasons such as embarrassment (31%gtasymwill go away 38% and 16% did not know where t
go. Eighty percent were sexually active whiles sionmatic and 89% of them did not use any condomgur
this period. Fourteen percent also had more th@nsexual partner. STI knowledge was good as 7h&8%o
ever heard of STI. Among the respondents, 20.5%rteg that they had heard about HIV or AIDS. The
majority who had heard about STIs knew the nameofmon STls such as gonorrhoea, syphilis, herpds a
chlamydia. A few misconceptions were cited as thgse of STIs. Some of these were sharing toiledsuader
pants. The majority however correctly reported kavihg unprotected sex. Twenty four percent had no
knowledge about prevention of STIs. The importaotseeking care early for STI and abstaining freex
during and before treatment, consistent condonandamproving symptom recognition have to be inooaped

in the existing prevention intervention programmekose who seek care for STI should be considesed a
primary target for renewed prevention efforts. 8itlcey are already in the STI clinic, personalizednselling
emphasizing the importance of safe sex and eadittheare-seeking behaviour should be given.

REFERENCES

1. Adanu M.K., Allan G. H., Seffah J. D., &Anarfi.K2008) Sexually transmitted infections and hea#hking
behaviour among Ghanaian Women in Acétfrican Journal of Reproductive Health?2 [3]: 151-158

2. Adam, P. C. G., De Wit, J. B. F., Bourne, Car$tL., & Edwards, B. (2009). Does research onsirbvide
keys to prevention? (Tech. Rep. No. 14). Sydneyy [Seuth Wales: University of New South Wales, Nadio
Centre in HIV SocialResearch.

3. Adu- Sakordie Y, Steiner MJ, Attafuah J,Tweedy2R00) Syndromic management of urethral discharge
Ghanaian pharmacies.Sex Transm Infect ; 76(6):4890-4

4. Agnius PA, Pitts MK, Smith AM (2008) Sexual bela and related knowledge among a representative
sampleJournal of Public Health476-481, Australia.

5. Agyarko-Poku, (2001) Prevalence of STI among mmential sex workers. In: HIV Survellance report in
Kumasi, Oxford University Press, Kumasi, page 44-47

6. Amaro H., Gornemann |. (2001) Health care watiian for sexually transmitted diseases: Influeotpatient
and provider characteristics.Research issues in human behaviour and Sexualhsrrdted diseases in the
AIDS era 140-160.

7. Annang L., Walsemann K. M., Maitra D. & Kerr, G.(2007). Does education matter? Examining racial
differences in the association between educatiohSar diagnosis among black and white young adutidles

in the U.S.Public Health Re[d25 Suppl 4: 110-21

8. Aral S.O and Wasserheit J.N. (2009) STD relé&ealth care seeking and health service deliveryHolmes
KK, ed.Sexually transmitted diseasésew York: McGraw Hill,:1295-305.

9. Asamoah-Odei, E. J., Antwi P.M., Asamoah-Adu A(BD01) HIV Surveillance among Men Attending STD
Clinic in Accra, Ghana VIl International Confererme AIDS in Africa, Yaounde, Cameroon, 12/8-11, tkhet
T.P.026.

10. Bearinger L.H., Sieving R.E., Ferguson J., BtmaN. (2007). Global perspectives on the sexual and
reproductive health of adolescents: patterns, pt@we, and potential.ancet369(9568):1220-31

11. Cabada M.M., Maldonado F., Bauer |., Verdonck 8eas C. & Gotuzzo E. (2007). Sexual behaviour,
knowledge of STI prevention, and prevalence of merarkers for STI among tour guides in Cuzco/Péru.
Travel Med14(3): 151-7.

12. Darj E., Mirembe F.M., & Rassjo Eva-Britta (3)®TI-prevalence and differences in social backgdoand
sexual behaviour among urban and rural young wameélyandaSex Reproductive Healthcat¢3): 111-5.

98



Journal of Biology, Agriculture and Healthcare www.iiste.org
ISSN 2224-3208 (Paper) ISSN 2225-093X (Online) J.'—,i_l
Vol.3, No.10, 2013 ||S E

13. Dubois A. F., Jeannin A., Spencer B., GervadoRi., Graz, B., Elford, J., Hope V., Lert F., \Wat., Haour-
Knipe M., Low N. & Van De Laar M. (2006) Mapping YISTI behavioural surveillance in Eurof@MC Infect
Dis, 10, 290.

14. Fenton K. A., Korovessis C., Johnson A. M., Md@en A., McManus S., Wellings K. (2001). Sexual
behaviour in Britain: Reported sexually transmitiefections and prevalent genital Chlamydia trachtsn
infection.Lancet, 3581851-1854.

15. Fonck K., Mwai C., Kirui P., Ndinya-Achola J. & Temmerman M. (2001). "Healthcare-seeking betawi
and sexual behaviour of patients with sexually ¢naitted diseases in Nairobi, Kenys&exual Transmitted
Disease28(7): 367-71.

16. Fortenberry J. D., McFarlane M., Bleakley AuUlIBS., Fishbein M., & Grimley D. M. (2002). Relatiships

of stigma and shame to gonorrhea and HIV screeiingerican Journal of Public Healt§2, 378-381.

17. Gerbase A.C., Rowley J.T. & Mertens T.E. (20@®bal epidemiology of sexually transmitted dissas
Lancet 351 Suppl 3:2-4.

18. Ghana Demographic and Health Survey, (2009gpn&hStatistical Service (GSS), Noguchi Memorial
Institute for Medical Research (NMIMR) and ORC Mac(2009). Claverton, Maryland, GSS, NMIMR, and
ORC Macro.

19. Ghana Health Service, (2010) Annual Reportré&dyrctive and Child Health Unit.

20. Giffin K. and Lowndes C. M. (1999) Gender, s#®ity, and the prevention of sexually transmissible
diseases: a Brazilian study of clinical practicec Sci Med.48(3):283-92.

21. Gordon SM, Mosure DJ, Lewis J, Brown S, McNa&; Schmid GP.(2003) Prevalence of self-medication
with antibiotics among patients attending a clifdc treatment of sexually transmitted diseagekn Infect
Dis;17:462-65.

22. Grosskurth H., Mosha F., Todd J., Mwijarubi lEgkke A., Senkoro K., Mayaud P, Changalucha &oNi

A, & ka-Gina G,(2005) . Impact of improved treatrhehsexually transmitted diseases on HIV infectionural
Tanzania: randomized controlled triehncet;346:530-36.

23. Hammerschlag, Margaret R., Sarah A. RawstrorKefaneth Bromberg. (2004) "Sexually Transmitted
Diseases." IrKrugman's Infectious Diseases of Childrdrith ed. Edited by Anne A. Gershon, Peter J. Hote
and Samuel L. Katz. New York: Mosby.

24. Hook EW, lll, Richey CM, Leone P, Bolan G, Spiagj C, Henry K, Clarke P, Smith M, Celum CL. (2007
Delayed presentation to clinics for sexually traitted diseases by symptomatic patients. A potentatributor

to continuing STD morbiditySex Transm Di24:443-48.

25. Irwin DE, Thomas JC, Spitters C. E, Leone P#at®n JD, Martin DH, Zenilman JM, Schwebke JRoKo
EW. (2007) Self-treatment patterns among cliertsnaing sexually transmitted disease clinics amdetffiects
of self-treatment on STD symptom duration. The $t@doup.Sex Transm Di4:372-77.

26. Kroeger, A. (2003) Anthropological and socioelical health care research in developing countBesial
Science & Medicine, 17:147-161.

27. Laga M, Manoka A. & B Kixuvum (1999) Non Ulcéxee STI as a risk Factor for HIV infections in wem
Results from a cohort Study. AIDS; 95-100

28. Leenaars PE, Rombouts R, Kok G. (2003) Seekfieglical care for a sexually transmitted disease:
Determinants of delay behaviotublic Health Nurs8:17-32.

29. Liu H., Detels R., Yin Y., Li X. and VisscheB,. (2003) Do STD clinics correctly diagnose STDsf? A
assessment of STD management in Hefei, China.Gz661.

30. MacDonald, Noni E., & David M. Patrick (2003%exually Transmitted Disease Syndromes.Ptimciples
and Practice of Paediatric Infectious Diseas@&nd ed. Edited by Sarah S. Long. New York: Chilirch
Livingstone.

31. Mcllhaney, J. S., Jr. (2000). "Sexually Trartsedi Infection and Teenage Sexualitptherican Journal of
Obstetrics and Gynaecolog3:334 - 339.

32. Mensch, B. S., P. C. Hewett, Gregory, R. & efgfiger, S. (2008). "Sexual behaviour and STI/Htatss
among adolescents in rural Malawi: an evaluatiothefeffect of interview mode on reporting." Stush#Plann
39(4): 321-34.

33. Meyer-Weitz, A., Reddy, P., Van Den Borne, H.\Wok, G. & Pietersen, J. (2000) The determinarits o
health care seeking behaviour of adolescents atigreiTD clinics in South Africa. Journal of Adolestce,
23:741-752.

34. Ministry of Health Ghana (2000) HIV Sentinelr@&illance 1999 National AIDS Control Programme,
Disease Control Unit, Ministry of Health, Accra, &ta, June, unpublished reports.

35. Nuwaha F. (2009) Factors influencing timingeéking health care among patients with sexuallystmitted
diseases in Kampala, Ugan@ent Afr J Med45:320-23.

36. Pitts Marian and Tracy Clarke (2000) Human f@pavirus infections and risks of cervical canaghat do

99



Journal of Biology, Agriculture and Healthcare www.iiste.org
ISSN 2224-3208 (Paper) ISSN 2225-093X (Online) J.L,i_l
Vol.3, No.10, 2013 ||$ E

women know Health Education Research Vol.17 nodePa06—714.

37. Scoular Anne 2001) Scientific Evidence on Condom Effectiveness for gy Transmitted.Sexually
Transmitted Infectiong8 (6): 452-57.

38. Suchman L. (2009). Interactional troubles inefto-face survey interviewslournal of the American
Statistical AssociatioB5(409): 232-241.

39. The World Bank. (2006) The impact of AIDS invdmping countries is serious. World bank. World
development report. http://www.worldbank.org/aidss@/'confront/ assessed on the 12/11/2010

40. Wasserheit J.N (2001). Epidemiological synetgterrelationships between human immunodeficievioys
infection and other sexually transmitted diseaSes. Transmit Diseasel9:61-77.

41. Ward H, Mertens T.E, & Thomas C. (2007) Healtbking behaviour and the control of sexually tnaEtted
diseaseHealth Policy Plan12:19-28

42. Wilkinson D & Rutherford G. (2002) Populatioaged interventions for reducing sexually transmitte
infections, including HIV infection (Cochrane Rewie The Cochrane Library [2]. Oxford: Update softeia

43. World Health Organization (WHO) (200&8Yeekly Epidemiological Recor¥sl. 73, No. 26.

44. UNAIDS, (2009). The public health approach TS ontrol. UNAIDS Best practices collection. pade$8
www.unaids.org/publications/documents/impact/sthtfshtroltue. pdf

45. Zachariah R., Nkhoma W.E, Harries A.D., AreMdt& Chantulo A. (2002) Health seeking and sexual
behaviour in patients with sexually transmittedeatifons: the role of traditional healeiSex Transm Infect
78:127-129

ACKNOWLEDGEMENT

| am very grateful to God almighty.

My thanks also go to Dr Clerk for the directionslamputs towards this work to make it a success.

| also express my gratitude to the Kumasi Metroltidairectorate,

| sincerely appreciate my family, for financing ghproject to the very end and for their support pralyers
throughout the MPH programme.

100



This academic article was published by The International Institute for Science,
Technology and Education (IISTE). The IISTE is a pioneer in the Open Access
Publishing service based in the U.S. and Europe. The aim of the institute is
Accelerating Global Knowledge Sharing.

More information about the publisher can be found in the IISTE’s homepage:
http://www.iiste.org

CALL FOR JOURNAL PAPERS

The 1ISTE is currently hosting more than 30 peer-reviewed academic journals and
collaborating with academic institutions around the world. There’s no deadline for
submission. Prospective authors of IISTE journals can find the submission
instruction on the following page: http://www.iiste.org/journals/  The IISTE
editorial team promises to the review and publish all the qualified submissions in a
fast manner. All the journals articles are available online to the readers all over the
world without financial, legal, or technical barriers other than those inseparable from
gaining access to the internet itself. Printed version of the journals is also available
upon request of readers and authors.

MORE RESOURCES

Book publication information: http://www.iiste.org/book/

Recent conferences: http://www.iiste.org/conference/

IISTE Knowledge Sharing Partners

EBSCO, Index Copernicus, Ulrich's Periodicals Directory, JournalTOCS, PKP Open
Archives Harvester, Bielefeld Academic Search Engine, Elektronische
Zeitschriftenbibliothek EZB, Open J-Gate, OCLC WorldCat, Universe Digtial
Library , NewJour, Google Scholar

e BSCO INDEX@ COPERNICUS
ros INFORMATION SERVICES DN RSN B LI AR

@ vmensyize sourmaocs @

£z Elektronische
@0® Zeitschriftenbibliothek

open

GEORGETOWN UNIVERSITY

LIBRARY



http://www.iiste.org/
http://www.iiste.org/journals/
http://www.iiste.org/book/
http://www.iiste.org/conference/

