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Abstract 
Introduction  
Sexually transmitted infections impose enormous burden of morbidity and mortality 
in developing countries. STIs, was once the neglected issue from the community point 
of view, as it is attached with sigma and no acute emergency. However with advent of 
HIV/AIDS epidemic, the dimensions of this disease are changed for program mangers 
and for those who suffer from AIDS. 
 Objective 
 To study the health care seeking behaviour and its determinants among sexually 
active adult population in Mumbai city having complaints of STI and the risk 
perception for STI/HIV among them. 
Methods 
Community based descriptive cross sectional study. Information collected using 
confidential pretested structured interview schedule. Study period June 15 to August 
31, 2005. Variables included sociodemographic, knowledge, risk perception and type 
of services. Data analyzed using SSPS version11 for Univariate, bivariate, 
multivariate analysis. Chi square and Fishers exact tests used to assess statistical 
significance.   P values of < 0.05 considered for statistical significance. Study 
approved by the Institutional Ethics Committee (IEC) of SCTIMST.   
Results 
 Study population of 260 with males 127(48.8%) and females 133(51.2 %). Sex 
worker population is 13.5%. Self perceived morbidity of STIs in community is 9.6%. 
Among 260, 199(76.5%) took action for STI symptoms. (males 83.5%, females 69.9 
%( p- 0.013). Presenting symptoms were genital and urethral discharge (22.7%) and 
(29.6%) had mixed infection. 48.2% took treatment within 7 days but 72.9% took 
treatment for less than one week. Compliance was seen among 47.7%, males(59.4%), 
females (34.4 %) p <.001. And 28.6% followed up. Partner notification by 26.8% (p< 
.001) and 4.3% partners took treatment, 11.6% attended VCTC. Private practitioner 
was first choice by 75.3%. Determinants associated with health seeking are gender, 
religion (35.2% non Hindus took action compared to 64.8% Hindus. Health seeking 
more among sex workers compared to homemakers. (AOR: 12.84, 95%CI: 1.03- 
160.04) Stigma associated with health seeking. Knowledge about diagnostic and 
treatment facilities associated with health seeking. (AOR 2.78: 95%CI 1.16-6.68). 
People who perceived risk of STI, 93.5% took action compared to 72.4% who did not 
know perceive risk. (p -0.001)  
Conclusions 
Health seeking was observed more among males. Females especially homemakers did 
not seek treatment mainly due to stigma. There is need to identify and provide 
treatment to infected individuals who do not seek care especially among homemakers 
and educating the community about the significance of compliance and follow up 
along with training the Private sector providers on STI management Socio-
demographic factors, knowledge about the availability of services and risk perception 
plays major role for health seeking. Risk perception is a sensitive indicator for 
behaviour change. There is acute need to provide tailor-made massages for STI 
though focused campaign and paying specific attention to gender issues.                           
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CHAPTER – 1 

Introduction 

1.1  Background  

Sexually transmitted infections (STIs)* impose an enormous burden of morbidity and 

mortality in many developing countries both directly through their impact on reproductive 

and child health and indirectly through their role in facilitating the sexual transmission of 

HIV infection.1 Symptomatic STIs are thought to contribute to a large extent in increasing 

the transmission of HIV, the virus that causes AIDS.2  One fifth of total HIV cases of the 

world are in Asia where the epidemic is growing rapidly in recent years.3  

The global burden of disease due to STIs in 1990 accounted for two percent among adult 

men and   nine percent among adult women in the reproductive age groups.4   STIs are also 

associated with psychological and economic complications for men and women. Hence the 

control of STIs is recognized as a global health priority.5 

Many of the bacterial STIs such as syphilis, gonorrhea can be diagnosed and treated, and 

yet millions of cases in the world are left untreated leading to continued transmission and 

complications such as pelvic inflammatory diseases which may lead to impaired fertility in 

females.6 Many STIs are also associated with particular type of cervical cancer.6  During 

1990’s in countries such as Cambodia, Thailand and parts of India significant heterosexual 

transmission of HIV was first noted primarily from female sex workers to their male clients , 

 

__________________________________________________________________ 

    *STI (sexually transmitted infections). Although STD’s (sexually transmitted disease) and STIs are 

synonymous since the late 1900s the term STI has been used more often as there are many men and women  

who may be  infected but are asymptomatic. 
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and then from the infected males to their regular sex partners.7 The World Health 

Organization estimated that in 1999, 340 million new cases of curable STIs occurred 

globally, of which 150 million cases were reported from South and southeast Asia including 

50 million from India.6 

India reports second largest actual number of HIV cases in the world next only to 

South Africa. 8 Epidemiological analyses of reported AIDS cases in India reveals that AIDS 

mainly affects young people in the sexually active age group.9 The   majority of the HIV 

infections were in the sexually active age group of 15 to 45 years and the predominant mode 

of transmission is heterosexual (87.7 percent).9  Sentinel surveillance data(2003) accounts for  

males (73.5)  and females (26.5) percent.10  

The distribution of STIs and HIV/AIDS in India is very heterogeneous and epidemics 

are focusssed sharply in a few Southern states and Maharashtra with most other parts of India 

having extremely low rates of infection.7  STIs are more dynamic than other diseases and 

their epidemiological  profile depends upon the regional demographic, socioeconomic, 

ethnographic and health factors.11 There is high level of sexual and reproductive morbidity in 

the general population. The STI prevalence in urban areas is assumed to be 5 to10 percent.12   

Failure to diagnose and treat STIs at an early stage may result in serious complications and 

sequelae.13 

The problem of HIV/AIDs in Mumbai is existent and on rise. Over the last decade 

there are changing trends of the epidemic and multiple sub epidemics are observed within 

these epidemics.8 Mumbai reports a concentrated epidemic with HIV sero prevalence of 1.25 

percent among antenatal women whereas a growing sub epidemic among female sex workers 
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with prevalence of more than 50 percent within same communities is observed.10 It is 

estimated that HIV prevalence among STI clinic attendees in Mumbai had risen in 1999 to 36 

percent from one percent in 1987.14 The exact magnitude of the STI burden in Mumbai is not 

known. Although sentinel surveillance systems exist the data is not always reliable or 

complete as it includes only public sector institutions and few NGO sites.4   The effectiveness 

of STI control programmes depends on the quality of the STI services and the extent to which 

patients seek health care. The social stigma that accompanies STIs may result in people 

seeking care from alternate providers or not seeking care at all.11  Hence the symptomatic 

populations seek health care from alternate sources and few cases are reported. For ensuring 

universal access to appropriate STI care programs these factors have to be considered.15  

Health seeking behaviour and risk perception for STI and HIV occurs within a complex 

set of conditions. Issues such as poverty, gender inequality, stigma, and discrimination are 

present in the different setting of the world and are assumed to exist in this area as well 

affecting access to STI services.16 Health seeking choices for STI are not made only by an 

individual but influenced by the various community dynamics and the larger social network 

within which people operate. The risk behaviours which predispose people for STI are the 

same which make him vulnerable to HIV infection. 

A centrally sponsored National STI control programs has been in place since 1946.  However 

this became a part of National AIDS control programme (NACP) in 1992 in an attempt to 

address the significant public health problems.17  Effective, accessible, timely and appropriate 

STI treatment is the key to reducing the global burden associated with STIs and HIV.13 On 

December 1, World AIDS day 2003, government of India announced its decision to provide 
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anti retroviral treatment, free of cost to people living with HIV/AIDS in the six HIV high 

prevalence states including that of Maharashtra.17 

As part of NACP various STI related services have been upgraded and strengthened in 

Mumbai through AIDS control Society. This also includes establishing Voluntary Counseling 

and Testing Centers (VCTCs) for HIV testing. However these services are not being optimally 

utilized by the population. Many of these programs like VCTC are not linked up with other 

National Programs but work in isolation. With rising spread of HIV infection in Mumbai, it is 

of utmost concern that the individuals who really need the STI and VCTC services should 

know about their availability and be able to access these services. 

It is only when individuals, who are at risk of acquiring STI/HIV infection, perceive 

the risk and then make use of the established services, complete their treatment, inform their 

partners, and partner get tested and treated that this chain of STI transmission can be halted. 

There appear various factors like accessibility in terms of geographical reach out, social reach 

out, affordability, inadequate knowledge about the infection and facilities which affect the 

health seeking behaviour for STIs. Presently there is very little information about the path 

people take on becoming infected with STI, whom they turn to for advice or about how STI 

symptoms are perceived, recognized or related to decisions to seek care.  

In this context the study of health care seeking behaviour and its determinants for STIs and 

risk perception becomes significant.  
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1.2 Review of literature 

1.2.1 Natural History of STIs 

STIs are part of the wider spectrum RTIs (reproductive tract infections) and infect the 

reproductive tract primarily through sexual route or from mother to child. Thus the individuals 

within the sexually active age groups are at greatest risk of acquiring STI infection.8 STIs 

share a number of biological, medical and behavioral characteristics that distinguish them from 

other infectious diseases. It is believed that individuals with high rates of sexual partner 

change including female sex workers play an important role in transmission of infection.4 

1.2.2 STIs and HIV/AIDS  

Urbanization, economic and social reforms across countries, increased spending power and 

outside cultural influences have contributed rapidly to an increase in STIs and expanding the 

HIV spread.18  There is strong correlation between the spread of conventional STIs and HIV 

transmission, and both ulcerative and non ulcerative  STIs have been found to increase the risk 

of sexual transmission of HIV.13   The spread of HIV/AIDS has complicated the management 

and control of some STIs like chancroid. There is strong evidence that chlamydia, gonorrhea 

and trichomonal infections greatly increase the risk of sexual transmission of HIV when 

accompanied by genital ulcers which is a common symptom of some STIs13. The last decade 

has witnessed the changing trends of STI infections, its symptoms and presentation along with 

marked shift in seeking treatment due to availability of broad spectrum antibiotics across 

pharmacies.11 This led to partial complacency, which causes delay in diagnosis and increases 

the vulnerability to self and partner.16 This leads to complications and enhances spread of HIV.  

 



 6 

1.2.3   Syndromic management of STIs 

Guidelines for syndromic management of STIs (based on signs and symptoms) were 

introduced by WHO in 1991. Though there are debates concerning the effectiveness of 

syndromic approach leading to over treatment, the current status is that though they have 

their shortcomings, they can be adapted to the epidemiological patterns of STI in a given 

setting.19

Health care seeking practices for STI differ across countries. Data from studies 9, 12, 22, 23 in 

India report that health care seeking for STI varies from 40 percent to 75percent. However 

in contrast a population based study (1993) in Tanzania24 found that nearly all men and 90 

percent women reporting symptoms of STI had sought treatment in the official health 

 This approach can be very useful with at risk people who may not follow up. 

1.2.4   Health care seeking behaviour and practices for STI  

Health care seeking behaviour may be defined as any activity undertaken by individuals 

who perceive themselves to have a health problem or to be ill for the purpose of finding an 

appropriate remedy.20 Health seeking behaviour can be studied by two approaches. The 

first emphasizes on the ‘end point’ (utilization of the formal system, or health care seeking 

behaviour) and the other studies the ‘process’ (illness response, or health seeking 

behaviour).21 Factors which promote ‘good’ health care seeking behaviours are not rooted 

solely in the individual, but are also influenced by the local dynamics of communities 

which have an influence over the well being of its people.16 The decision to engage with a 

particular medical channel is influenced by a variety of socio economic variables such as 

sex, age, the social status of women and also the type of illness, access to services and 

perceived quality of the service.21  
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sector. A study from Peru25 in 2004 among women reported that among 77 percent of 

women who had symptoms indicative of RTI, about 70 percent had objective evidence of 

one or more RTIs. Study26 from Calcutta among female sex workers in 1997 reported that 

patterns of initial treatment seeking are shown to be generally appropriate but subsequently 

due to lack of time and money they could not fully comply with recommended treatment 

and this was a cause for concern.   

Partner notification strategies help to break the chain of infection and reinfection for STIs.27 

Studies across countries found that informing the partner and their treatment are essential 

components of treatment seeking and cure package for STI control.27,28,29  However findings 

suggest that partner notification is minimal due to serious social and physical consequences 

for the women.1  Community based trials in Msaka, East Africa (2001)observed that where 

part of STI management also included counseling advice to clients on abstinence and 

condom use during treatment people had better cure rates.28
   

1.2.5   Choice of provider 

STIs accounted for 10 to 20 percent of adult patients attending government health 

facilities11 (2004) in developing countries. However various studies11,12,24,25 report that such 

infections are rarely treated in the public health sector, as patients prefer to visit traditional 

healers, unqualified practitioners, pharmacists or qualified private practitioners who are 

more accessible, less judgmental  and less stigmatizing by the nature of their services.   

A study29 conducted in United Kingdom (2004) reported that people with STIs also frequent 

STI specialist departments in hospitals. However the long waiting time, lack of privacy and 

overload of patients results in poor compliance and follow up. A study25 from Peru in 2003 

found that of all women who reported symptoms, 23.5 percent reported never seeking 
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health care and majority of the others took self medication. Another study 30 from Peru 

indicated that patients with symptomatic STIs initially seek treatment from pharmacies and 

training pharmacists in syndromic management and referrals to clinicians was feasible and 

improved practices. Similar study 31 from Central Africa in 2000 on the quality of STI 

treatments pointed that national STI and HIV control programs will have to improve STI 

management in pharmacies and informal sector if they want to have an impact on the 

dynamics of STI and HIV transmission in urban centers. Findings suggests that local 

governments focus primarily on the public sector and less on private medical practitioners, 

pharmacists and the informal sector which provides most of the care for  STI patients.31 

1.2.6   Determinants of health care seeking practices   

There are many reasons why patients delay seeking health care for STI symptoms and do 

not perceive the risk. The factors which are multilayered and complex are as follows 

1.2.6.1   Gender 

The health and social consequences of STIs are much greater among women especially in 

the reproductive age groups which reflects a variety of biological, economic and social 

factors.32 Though women are more likely in general to report illness symptoms, STIs 

particularly in women are more subtle or asymptomatic and more difficult to diagnose than 

among men. 33 A study from Delhi 34 in 2001 reports that women do not seek care for 

symptoms such as vaginal discharge because they do not perceive the implication of this 

symptom for health. Women are thus less likely to be treated when they have symptoms 

and continue having sex while symptomatic as symptoms are less painful.34 This leads to 

delay in treatment and complications. Moreover a study 35 from Egypt in 1993 reports that 
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women may not have access to services because of their status or they may feel shy about 

reporting a STI which usually causes them to be stigmatized by the community. A study 36 

from India in 2004 which compared the status of women across regions observed that 

gender inequity manifests in a weaker role for women in decision making, less control over 

resources, restrictions in physical movements and thereby decreases the access to health 

services.  

1.2.6.2 Socio economic and cultural factors 

A study35 from Egypt in 1993 points that the socio economic constraints from the living 

conditions may act as barriers for health seeking and may thus lead to ‘culture of silence’ 

which surround women’s health. Another study37 from Cambodia in 2004 comparing the 

health seeking behaviour between poor and better off people found that poor used the 

government centers more often than the better off but only if they were situated close to 

their homes. The younger age is considered a negative predisposing factor for STI treatment 

seeking.33 Studies show that young people are less likely to perceive risk and find it 

difficult to consider the potentially adverse outcomes.  A study38 on health care use among 

two regional groups of Tamil Nadu and Uttar Pradesh in India (1990) reported that customs 

and traditions of communities play an important role in health seeking. Certain 

communities which have exposure to extra domestic world have increased knowledge about 

availability of services and this increases the confidence in seeking and interacting with 

service providers. There are prejudicial norms that stigmatize STIs and promote fear about 

revealing the STI status and thus people avoid seeking care.

 

38 
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1.2.6.3 Knowledge  

A Tanzanian study24 on health seeking behaviour for STIs in 1993 found that knowledge 

about symptoms, transmission and facilities can promote health seeking practices. A study 

among migrants39 in Mumbai (2004) reported that the information about the availability of 

services led to increased use of health services. Awareness and knowledge about STIs is 

associated with increase in health care seeking behaviours such as improved compliance 

with taking medications and follow up. The study24

Peoples own perception of health and disease and the value they put on different health 

states may differ from the clinician’s diagnosis and what the epidemiologist investigates. 

What may appear trivial from the clinician’s perspective may have profound consequences 

on the health and well being of the individual.4 Most women infected with STIs/HIV in 

Asia have been the monogamous wives or regular partners of higher risk men.18  However a 

 from Tanzania also suggests that 

educational interventions that seek to increase knowledge about STIs have found increase 

in health seeking practices. 

1.2.6.4   Stigma 

 Many people infected with STIs and HIV may not know that they are infected, others may 

not seek care, even if it is available because of the stigma or potential recurpessions.3 At the 

root of stigmatization are misconceptions as well as long standing prejudicial attitudes 

regarding people who are affected by STIs.16 A study40 from Zimbabwe in 2005 found that 

the lower rates of women seeking treatment for STIs especially in distant locations could be 

due to lack of mobility and stigma. 

1.2.6.5 Risk perception 
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few studies 41,42  done in 2004 suggest that that there is widespread disapproval of condom 

use within marriage. A study42 from South Africa in 2004 reports that apart from education, 

perceived risk of HIV infection from the partner is the most powerful determinant of 

condom use within marital and cohabiting partnerships. A study43 from Malawi in 2005 

found that perceived risk is as an important element for behaviour change and determines 

health seeking practices among people who engage in risky behaviors. 
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1.3 Rationale of the present study 

 STI although has separate national program, it was neglected by clinicians, policy makers, 

and also by patients themselves due to stigma and self limiting nature of illness.2 The 

emerging epidemic of HIV/AIDS in India has made the control of STI as one of the most 

important strategies for decreasing the HIV transmission in a community.8 Effective and 

early management of STIs can prevent the development of complications and its sequelae 

thus decreasing the spread of these infections in the community and offering a unique 

opportunity for HIV prevention.13  

The health seeking behaviour for STI and risk perception occurs within a complex set of 

conditions which is seen to be affected by social values, cultural beliefs, socio-economic 

forces and power structures in the family and society.16 What people do when they have 

symptoms or suspicion of STIs will have major implications for STI and HIV control. Delays 

in seeking and obtaining diagnosis and treatment can allow for continued transmission and 

greater probability of adverse sequelae. There are various barriers to seeking services such as 

demographic, socio-economic, lack of knowledge about the illness, diagnostic facilities, 

stigma and discrimination. The decision to seek health care for STI/HIV is also influenced by 

risk perception.43 

The HIV epidemic is now undergoing a transition spreading from high risk groups into the 

general community.5 Data shows the prevalence of HIV infection as 1.13 percent in the 

general population and more than 50 percent among female sex workers in Mumbai city.5,10 

Indian adults are at potential risk of STI and HIV infection as data reports that there is 

extramarital sexual contact by 8.6 percent men and 1.7 percent women.9,44  The prevalence of 

condom use among married couples in India is  about 2 percent.22 
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The study setting and health post in Mumbai were chosen as it has heterogeneous population 

consisting of general community (85 percent), migrant population residing at their workplace 

and female sex workers. (15 percent).45 It is these dynamics which exist in the community 

which makes it vulnerable for STIs.  

Various STI clinics and VCTC services were established and strengthened by AIDS control 

Society through National AIDS Control Program (NACP) which was not being optimally 

utilized. Majority of the population were seeking services for STI from the private sector.11 

Now with the free availability of antiretroviral therapy (ARV) for people with AIDS through 

NACP these STI clinics and VCTCs can become potential entry points for STI and HIV 

prevention and control. 

 

People who have symptoms of STI or those who merely suspect that they may have a STI 

may in fact be infected. If untreated they could spread the infection to their partners. 

Presently little is known about whom these people turn to for advice or about how these STI 

symptoms are perceived, recognized or related to decisions for seeking health care. Majority 

of studies on health care seeking behaviour have been undertaken among STI clinic attendees 

and female sex workers.4 They are of limited usefulness in understanding the health seeking 

behaviours at the population level and are also source of bias.4 Thus in this context it is 

important to study the health care seeking behaviour for STIs and its determinants along with 

risk perception among sexually active adult population who have symptoms suggestive of 

STIs so that it could be used for improving the existing STI and HIV control programs.  
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1.4   Objectives 

1.4.1 General objective 

To study the health care seeking behaviour and its determinants among sexually active 

adult population (SAAP)* in Mumbai city having complaints suggestive of sexually 

transmitted infections and the risk perception for STI/HIV among them. 

1.4.2 Specific objectives 

1 To study the health care seeking behaviour among sexually active adult population   

having complaints suggestive of STIs. 

2 To determine the factors associated with health care seeking behaviour for STIs 

among sexually active adult population. 

3 To assess the risk perception for STI/HIV by sexually active adult population. 

         ____________________________________________________________ 

* Sexually active adult population: Men and women in the age group of 18 to 45, which include both 

married and unmarried individuals.  

 

Organization of this report 

After the chapter one which gave the overview about STIs, health care seeking behaviour 

concepts and the relevant studies on this topic, chapter two is about the methods adopted to 

undertake this study, the ethical considerations, the conceptual framework for the study 

and the variables used.  

Chapter three will talk about the results of the study and in chapter four the discussion 

about the results, their significance and comparing them with other studies is undertaken. 

Chapter five deals with the conclusions and recommendations those are based on the study.  
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Chapter - 2 

Methodology 

2.1   Study design 

 Community based descriptive cross sectional survey 

2.2   Study Setting  

Urban Mumbai is divided into 24 wards for administrative purposes. Each ward has defined 

geographical boundaries and has specific services and amenities provided by the civic 

authorities. In each ward health posts are established for every 50000 population to render 

outreach health services to the population with defined boundaries for administrative 

purposes.  The area catered by one health post located in a specified ward, in southern part 

of Mumbai city is selected for this study.  

 This area with approximately 10000 households (one third commercial households) have 

an average family size of five. The social composition of this population was middle and 

lower middle income groups. The catchment area of the study health post (50000) 

comprises of general population (85 percent) and at risk population of female sex 

workers(15 percent) who are residing in 100 to 120 households.45 Majority of this area has 

been neglected for almost all civic services and has led to considerable social neglect in the 

precint due to presence of female sex workers. However over the years a number of NGOs 

have been involved in HIV/AIDS related activities in this area. 45 

2. 3 Study period 

Planning of study                        -     May 1, 2005 to June 15, 2005 

Field work and data collection    -     June 16, 2005 to August 31, 2005 

Data analysis and report writing   -   September 1, 2005 to October 31, 2005 
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2.4 Study population 

 All population residing in one health post area is selected for the study. The population of 

one health post was 50000, 50 percent of them belonged to the sexually active population, 

so it comes to around 25000. 

2.5 Sample size 

The prevalence of STI in community urban setting was taken as five percent.12, 17 Hence in 

one health post area, the approximate number of sexually active individuals with STI 

complaints was around 5000. Five percent of this population was included in the study. So 

the number of individuals with complaints suggestive of STI to be included in the study is 

250. To be on the safer side 260 sexually active adult individuals with symptoms suggestive 

of STIs were included in the present study 

2.6  Sampling frame 

 In the study area the sexually active adult population in the age group 18 to 45 will be 

approximately 25000.This  health post area is divided into 19 field areas for administrative 

purposes each served by a community health volunteer. 

2.7 Sample selection procedure 

 Each field area has a population of approximately 2650. Cluster sampling method was 

adopted to identify the study population. In order to get equal representation the total 

sample size of 260 was divided by the number of divisions (19) to get the number of 

symptomatic adults to be selected from each division. It came to 14 individuals per field 

area. Thus from each field area 14 sexually active people with STI symptoms (seven males 

and seven females) were to be included in the study. Each field area had approximately 530 

households. One house in each field area was taken at random to determine the index 
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household.  The nearest household was selected next and it continued till 14 symptomatic 

persons per area were selected. On an average around 140 households per field area were 

screened to get this required number. In case of refusal by eligible symptomatics the 

immediate next house was taken for the interview. 

2.7.1 Inclusion criteria  

The individuals in the age group of 18 to 45years (married and unmarried) who were 

willing to participate were included in the study. Screening questions were asked about 

present complaints of STI based on STI syndromes which are identified for STI syndromic 

approach treatment by National AIDS control organization. The syndromes include genital 

and urethral discharge, genital ulcer, pain in lower abdomen, burning micturition, growth, 

warts and swelling in genital region. Individuals who had any one or more of these 

symptoms were included in the study.  

2.7.2 Exclusion criteria 

 All individuals who were residing in Mumbai for less than 6 months were excluded from 

the study. 

From the selected household one person satisfying the inclusion criteria and who was 

willing to participate was selected for the study. If there were more than one eligible person 

per household then preference was given to the youngest member. In case the participants 

were willing to be part of study but wished to reschedule their interview the house was 

revisited the next day. If at times privacy could not be ensured at the residence of the 

respondents then they were brought to the nearest health facility with an appointment for 

interview. 
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2.8   Data collection 

The necessary permission was taken from competent authority of Municipal corporation of 

greater Mumbai. Primary data was collected after taking written or verbal consent from the 

participants through face to face interview using a structured interview schedule in local 

language. Information regarding health seeking behaviour of sexually active adult 

population for STIs was collected. 

2.8.1 Study Tool  

The data collection tool used was a structured interview schedule. ( Appendix 1) The tool 

was sufficiently pretested before starting the study. The interview schedule contained two 

parts. The first part was concerned with the demographic and socio economic data, 

knowledge about STI/HIV and general questions for risk assessment. The second part had 

information about their symptoms, health care seeking behaviour, the choice of provider 

and their personal risk perception for STI/HIV. Responses to each question of the schedule 

(variable) were coded into a number of categories accordingly. 

2.8.2    Investigator  

The female participants were interviewed by the Principal investigator whereas the male 

participants were interviewed by a male research assistant considering the sensitive nature 

of the information.  

 
2.9 Variables 

 As shown in Figure 1 based on the framework the variables included in this study were: 
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Figure 1- Conceptual framework for this study 
                                                                Source: adapted from Helen Ward et al (1997)20 
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2.9.1   Socio demographic and economic factors  

a. Age : there is close association between age and health seeking behaviour. Attitudes   

and perceptions towards one’s health and health care delivery system vary considerably 

with age. Information on age was collected and recorded as age in completed years. 

b. Sex : in some societies females are more active than men in terms of health care seeking 

practices and men may use public health facilities more than women. 

c. Religion: it is observed that among some religious groups  women rely more on home 

remedies and this may affect health seeking. 

d. Marital status: is an effective predictor of health care seeking. Information was 

collected as single, married, divorced, widow, separated and later recoded as single, 

married and others for analysis.  

e. Literacy: there is a direct correlation between the educational status and health seeking 

practices. Information on literacy status was collected as illiterate, less than primary 

school, secondary school completed and higher secondary and above. It was finally 

recoded and analyzed  as those who attended less than primary and those who have had 

some form of schooling. 

f. Occupation: different levels of morbidity are associated with each occupational status 

category resulting in differential demands and health seeking patterns e.g. information 

on occupation was based on the type of work meaning homemaker, service, organized, 

unorganized and sex worker. Sex workers are associated with risky behaviour affecting 

health seeking.  

g. Type of residence: the type of living arrangements correlates with health seeking as 

people living in brothels may behave differently from those in nuclear families. This 
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study  included  nuclear , extended , joint family  and also brothels and workplace as in 

this area, a large number of households (people who eat from the same kitchen) are 

based in commercial premises.   

2.9.2 Knowledge about STIs  

About the disease, symptoms, mode of transmission, complications and about the availability 

of diagnostic and therapeutic services which was correlated with health seeking practices. 

2.9.3 Risk Perception 

 Information on risk assessment was first collected in general way and later personal questions 

regarding mode of acquiring infection, whether through sex or otherwise, knew any HIV 

positive person and  whether their symptoms were  suggestive of STI.  

2.9.4  Disorder 

Depending whether first episode or chronic problem the health seeking practices may differ.  

2.9.5 Type of services   

 Information about the availability, accessibility,  expenditure incurred was collected. 

These independent variables will directly influence health care seeking practices for 

individuals to take no action or some home remedies which is treated as no action or go to a 

formal provider or a pharmacist (denotes taking action).  

 

2.10 Operational definitions 

2.10.1 Health Care Seeking Behaviour   

Information about sequence of remedial actions which individuals with symptoms 

suggestive of STI had taken to rectify their perceived ill health. This included the type of 

Health seeking action, time lag between onset of symptoms and health seeking, duration 
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of therapy, compliance, follow up, who influenced them to seek services, type of health 

care providers consulted, formal or otherwise, and information on referrals if any. 

2.10.2  Risk Perception  

Defined as respondent’s opinion of their chances of getting STI/ HIV  

2.10.3   Risk behaviors  

Are actions that increase the likelihood of harmful health outcomes. 

2.10.4   Sex work  

Exchange sexual services for money or goods.  

2.10. 5 Formal sector15 which includes  

2.10.5.1 The Public sector 

Specialized STI, Gynecology clinics, first level care, including health posts, dispensaries, 

maternity homes of municipal corporations, reproductive health  clinics  

2.10.5. 2 Private sector  

Private STI clinics, OPDs of private hospitals, Private physicians, Pharmacists, Non 

governmental organizations , Indian system of Medicine (ISM) and Homeopathy. 

2.10.5.3 The informal sector  

Traditional healers, unqualified medical practitioners 

 

2.11 Data analysis  

Collected and cleaned data had been entered in the spreadsheets in Excel and analyzed using 

SSPS version 11 for windows for univariate, bivariate and multivariate analysis. Chi-square 

tests and Fishers exact tests were used to assess statistical significance.   P values of  < 0.05 

were considered statistically significant. 
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 2.12 Ethical issues 

This study was approved by the Institutional Ethics Committee (IEC) of Sree Chitra Tirunal 

Institute for Medical Sciences and Technology.   The age group of 18 to 45 years was 

considered as sexually active age group as 15 to18 years could not give legally valid consent. 

The participation of the individuals was voluntary and based on informed written or verbal 

consent.  The rights of every participating individual were given due respect and the element 

of voluntariness, confidentiality and self protection was maintained. Privacy for the 

individual during the interview was maintained. One individual per household was selected 

to avoid conflict within the family. The participants were free to withdraw any time during 

the course of study.  No incentives of any type were given to the individuals. But in the field 

area the individuals were given a health promotion talk about STIs symptoms and importance 

of seeking treatment. Symptomatics who were willing to seek treatment were motivated and 

referred to the nearest municipal health facility with a written referral note. The staff in the 

above said facility was informed about the study and the referral note. All information 

provided by the participants will be treated as confidential. The pretested structured interview 

schedule which had two parts, first with the identifying details of the participant has been 

delinked and all the identifiers masked. The information collected during course of study will 

be exclusively used for research purpose only. 
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Chapter – 3 

Results 

This chapter deals with the results of study undertaken for health seeking behaviour practices 

and its determinants. This chapter is divided into four sections namely 

      3.1 Profile of Study population with respondent characteristics 

3.2 Health seeking behaviour practices  

3.3 Determinants of  health care seeking behaviour 

3.4 Risk Perception for STI/HIV in study population 

SECTION 3.1   Profile of study population with respondent characteristics   

 The study setting is located in the specified ward of Mumbai Municipal Corporation. The 

population is 5300045 with 10000 households which includes one third commercial 

establishments. These establishments are also utilized for dwelling purpose by their 

employees and the area is also inhabited by female sex workers. Only one individual per 

household was included. The median size of the household is five with minimum one 

member and maximum 22 members. The median individual income per month was rupees 

fifteen hundred and the mean expenditure incurred for one episode of illness including 

medicines, investigations, doctors fees was rupees 180. 

3.1.1 - Self reported morbidity 

The study included 260 individuals reporting symptoms suggestive of STIs. However to 

reach out to these 260 individuals with symptoms 2500 sexually active adult population from 

500 households were screened. Therefore the self perceived morbidity of STIs in this 

community is 9.6 percent.  
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3.1.2 - Respondent characteristics 

3.1.2.1 Sex, age and literacy 

 The study population was specifically selected from age group of 18 to 45 years. In this 

study of 260 participants the sex distribution was 127 (48.8 percent)males to133 (51.2 

percent) females. The mean age in completed years was 30years.  Distribution of the subjects 

interviewed by age and literacy has been shown in Table-1. Approximately 45 percent of the 

study population was in the age group of 25 -34 years and only 21.8 percent of females in the 

18-24 years age group. More women (26.3 percent) than men (8.7 percent) were illiterates 

whereas almost all men and women were below the secondary level of education. Only 10.5 

percent of the population was above the secondary level of education.  

Table – 1 
Age distribution and literacy [N=260]   
 
Age Group 
(Years) Total (%) Males (%) Females (%) 

18 -24 years 66(25.4) 37(29.1) 29(21.8) 
25-34 years 115(44.2) 56(44.1) 59(44.4) 
35-45 years 79(30.4) 34(26.8) 45(33.8) 
Total 260 (100) 127(100) 133(100) 
Literacy ( in years of schooling) 
Illiterate  46(17.7) 11(8.7) 35(26.3) 
1-4 yrs 37(14.2) 20(15.7) 17(12.8) 
5-10 yrs 149(57.3) 82(64.6) 67(50.4) 
11-15 yrs 28(10.8) 14(11) 14(10.5) 
Total  260(100) 127(100) 133(100) 
 
3.1.2.2 Socio-economic and demographic characteristics of respondents by sex 

As shown in Table-2 that majority of the population (60.4 percent) were Hindu whereas 39.6 

percent were others mainly Muslims and few Parsis. Among all participants 64.6 percent 

were married, 25.8 percent were single and 7.1 percent of males and 12.1 percent females 

were widowed, separated or divorced. Majority of the population (84.2 percent) had a 
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monthly family income of more than Rs 1800. More than half of the females were 

homemakers as compared to 46.5 percent males who were doing service. As shown in the 

Table 2, sex worker population was 13.5 percent with 3.1 percent male sex workers and 

pimps.  

Table – 2 
Socio-Economic and demographic characteristics of respondents by sex [N=260] 

Category 
Religion   

 Total (%) Male (%) Female (%) 
Hindu (%) 157(60.4) 82( 64.6) 75( 56.4) 
Non-Hindu (%) 103(39.6) 45(35.4) 58(43.6) 
Total (%) 260 (100) 127(100) 133(100) 

Marital status 
 Total (%) Male (%) Female (%) 
Married (%) 168(64.6) 75(59.1) 93(69.9) 
Single (%) 67(25.8) 43(33.8) 24(18) 
Others(%) 25(9.6) 9(7.1) 16(12.1) 
Total (%) 260(100) 127(100) 133(100) 
 Total (%) Male (%) Female (%) 
≤ Rs. 1800/-  41(15.8%) 24( 18.9) 17(12.8) 
Above Rs.1800/- 219(84.2%) 103(81.1) 116(87.2) 
Total (%) 260 (100) 127(100) 133(100) 

Occupation 
 Total (%) Male (%) Female (%) 
Housewife 76(29.2) 0(0) 76(57.1) 
Service 66(25.4) 59(46.5) 7(5.3) 
Organized 23(8.8) 22(17.3) 1(.8) 
Unorganized 47(18.1) 34(26.8) 13(9.8) 
Sex worker 35(13.5) 4(3.1) 31(23.3) 
Others 13(5) 9(6.3) 5(3.8) 
Total 260(100) 127(100) 133(100) 

Individual income 
 Total (%) Male (%) Female (%) 
Nil income 89(34.2) 9(7.1) 80(60.2) 
≤ Rs1800/- 23(8.8) 6(4.7) 17(12.8) 
Rs1800 and above 148(56.9) 112(88.2) 36(27.1) 
 260 (100) 127(100) 133(100) 
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3.1.2.3 Type of Residence  
 
The type of residence in this study population had two special groups of brothels and 

workplace where majority of the males live together at the workplace quarters, e.g. hotel 

boys, press workers and small scale units which are plenty in this locality. Majority of the 

population live in nuclear families (31.9) percent, (18.5) percent live in extended and (25.4) 

percent in joint families One significant finding is that 9.6 percent of males live at the 

workplace whereas 14.6 percent of sex workers live in brothels.  

        SECTION 3.2   Health seeking behaviour practices  

Health seeking behaviour amongst sexually active adult population in the age group of 18 to 45 

years was studied among 260 participants.  

3.2.1 Self reported symptoms  

As shown in Table-3 majority of the females (38.3 percent) reported genital discharge as the 

presenting complaint whereas the men (22.7 percent) first complained of burning and pain 

during urination. 29.6 percent of population had more than one complaint with majority of 

women 46.6 percent reporting more than one presenting symptom. 

Table – 3 
Self reported symptoms [N=260] 
 

Screener/ Presenting 
symptoms 

 Sex of participant 
Total (%) Male (%) Female (%) 

Genital/urethral discharge 59 (22.7) 8(6.3) 51(38.3) 
Burning/pain  urination 59(22.7) 55( 43.3) 4(3) 
Growth/ Warts  24( 9.2) 22(17.3) 2(1.5) 
Genital sore/Ulcer 18(6.9) 16(12.6) 2(1.5) 
Pain in lower abdomen 14(5.4) 2( 1.6) 12(9) 
Swelling in the groins 9(3.5) 9(7.1) 0(0) 
Mixed infection 77(29.6) 15(11.8) 62(46.6) 
Total 260(100) 127(100) 133(100) 
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3.2.2 Treatment taken for STI/RTI by sexually active adult population  
The practices of health seeking for STI treatment among this population varies with 

sex. The details are enumerated in Table- 4.  The health seeking behaviour is seen among 76.5 

percent of the 260 participants in the study. However among those who took action the 

proportion of males( 83.5 percent) taking action was much more compared to the females( 69.9 

percent) respectively. The P value of .013 indicates that the association is statistically 

significant. A total of 23.5 percent of the individuals have not sought any treatment and 9.6 

percent have used some home remedies as first action. It is important to note that 70.8 percent 

of the study participants had symptoms lasting for more than 2 weeks.  

Table – 4 

Treatment taken for STI/RTI by sexually active adult population [N=260]  
TREATMENT  SEEKING  PATTERN 

Total 
 (%) 

Male 
(%) 

Female 
(%) 

P value 
Fisher’s 

Exact test  
Action taken Yes 199(76.5) 106(83.5) 93(69.9) 

.013  No 61(23.5) 
 

21(16.5) 40(30.1) 

 Total 260(100) 127(100) 133(100)  
3.2.3 Health Seeking Practices for STI/RTI by sexually active adult population  
 

As shown in Table-5 among the individuals who seeked the treatment (199) the first contact 

with the provider within seven days was made by 96 individuals (48.2 percent). More males 

(50.9%) took treatment within seven days as compared to females (44.7 percent). However 

more than half the participants (51.8 percent) took first action after seven days. The period of 

treatment varies amongst these individuals. About seventy three percent took the treatment 

for less than one week, 18.1 percent for two weeks, and 6 percent for one month whereas 

only three percent continued medicine for more than a month.  
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The compliance with the treatment was seen in only 47.7 percent of the participants. The 

compliance was more seen in the males (59.4 percent) than the females (34.4 percent). The P 

value of .001 indicates that the association is statistically significant. However the follow up 

with the provider was more among females (30.1) percent as compared with males (27.4) 

percent. Of the 199 who took action 23 (11.6 percent) attended the Voluntary counseling and 

testing center (VCTC) for an HIV test. Majority (95) percent were referred to VCTC by 

private sector, public sector doctors and only 4.3 percent were voluntary and self reported.  

Table – 5 
Health Seeking Practices for STI/RTI by sexually active adult population [N=199*] 
 

TREATMENT  SEEKING  PATTERN Total 
 (%) 

Male 
(%) 

Female 
(%) 

P value 

FET 

1 First contact with Provider  N= 199    
 Within 7 days Yes 96(48.2) 58(50.9) 38(44.7) 

.394  More than 7 days  103(51.8) 56(49.1) 47(55.3) 
  Total 199(100) 114(100) 85(100) 
2 Period of treatment N= 199    
 Less than 1 week Yes 145(72.9) 84(79.2) 61(65.6) 

.074**  One week to  two weeks  36(18.1) 17(16) 19(20.4) 
 2 weeks to 4 weeks  12(6) 4(3.8) 8(8.6) 
 More than 4weeks  6(3) 1(.9) 5(5.4) 
   199(100) 106(100) 93(100)  
3 Compliance with treatment N=199    
 Completed treatment Yes 95(47.7) 63(59.4) 32(34.4) .001  No 104(52.3) 43(40.6) 61(65.6) 
  Total 199(100) 106(100) 93(100)  
4 Follow up with Provider N= [199]    
 
 Follow up Yes 57(28.6) 29(27.4) 28(30.1) .754 No 142(71.4) 77(72.6) 65(69.9) 
  Total 199(100) 106(100) 93(1000  
5 Attended VCTC for HIV test    [N=199]    

 
  Yes 23(11.6) 12(11.3) 11(11.8) 

.564   No  176(88.4) 94(88.7) 82(88.2) 
  Total 199(100) 106(100) 93(100) 
* For this analysis we have excluded those who have not taken action 
** Chi square test for analysis  
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3.2.4 Partner notification and partner treatment  

All participants were questioned about partner notification.  Three students among the 260 

participants did not answer. Among the remaining 257, 69(26.8) percent had notified their 

partners but more women (39.7) percent than men (13.5) percent had informed their partners 

about their symptoms. However after partner notification only 3 (4.3 percent) of the partners, 

attended the clinic for treatment and all were female partners of male participants. The P 

value of < .001 indicates that the association is statistically significant. 

 
3.2.5 Sequence of actions taken by the participants 

Table-6 summarizes and shows the actual numbers of health seeking actions taken by the 

participants .The first treatment seeking action for STIs was taken by 199(76.5 percent) of the 

260 participants. From 199 participants 89 (34.2 percent) went for a second action and only 24 

(9.2 percent) took some third course of action. More males (53.3 percent) as compared to 

females (46.7 percent) took some action. However the subsequent follow up actions with the 

provider were more by women as compared to men.  62.5 percent of females as compared to 

37.5 percent males went for third action. 

Table – 6 
No of Contacts with the provider  
 
 

Total  Male (%) Female (%) 

 
First contact     [N=260] 199(76.5) 106(53.3) 93(46.7) 

 
Second contact [N=199] 89(34.2) 44(49.4) 45(50.6) 

 
Third contact    [N=89] 24(9.2) 9(37.5) 15(62.5) 
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3.2.6 Patterns of health seeking actions taken by the participants 

The patterns that emerged from the information on the health seeking actions experienced by 

the participants have been summarized in Table-7. It shows the distribution of provider wise 

contact as against their chronological order as reported by the participants. Provider wise the 

Private sector health practitioners were the first choice by 75.3 percent of the participants as 

compared to 24.7 percent who choose government institutions as first contact with health 

systems. However by second and third actions increasing number of participants were 

availing the government health facilities.  There was also significant increase (15.7 percent) 

of participants seeking action from a pharmacist as second choice after visiting a private 

allopathic practitioner as first choice. However by third action there was changing trend with 

more participants visiting government institutions (29.2 percent), non-allopathic ISM& 

Homeopathy practitioners (16.7 percent) and STI and Gynecology Specialists (16.7 percent).  

Table – 7 
Treatment seeking (Provider wise) Contact [N=199]  
 

                                Contact 
Providers 

First 
contact Second contact Third contact 

Private sector institutions  

Allopathic practitioners (for profit) 123(61.8) 34(38.2) 6(25) 

NGO clinic( not for profit) 10(5) 1(1.1) 1(4.2) 

 Non Allopathic (ISM&Homeopathy) 11(5.5) 8(9) 4(16.7) 

Gynecologist  and STI Specialist 1(.5) 2(2.2) 4(16.7) 

 Pharmacy 5(2.5) 14(15.7) 2(8.3) 

Government  Institution  49(24.7) 30(33.7) 7(29.2) 

Total 199(100) 89(100) 24(100) 

 
 



 32 

3.2.7 Reasons for choice of first provider  

 Most of the patients (53 percent) had chosen their first provider on the basis of faith and 

belief of getting cured from them. Near distance was next commonly cited reason by 94 

participants (44.8 percent).  A third group reported that privacy and confidentiality was 

extremely important for reproductive complaints of personal nature. As observed in Table-8 

many of the participants gave more than one answers.  

Table – 8 
Reasons for Choosing Provider [N=199] 

Reasons Frequency  Percentage 
Faith and Belief 112 53.3 
Near distance 94 44.8 
Privacy and Confidentiality  63 30 
Lack of money 47 22.4 
Not aware of Government facility 11 5.2 
other reasons-N 8 3.8 
 

3.2.8 Decision for seeking health care 

All participants who took action (199) and 25 participants on self medication were asked 

about decision making for that action.  Majority (68.8 percent) of the participants decided by 

themselves where to go. However what is prominent is that only 45.9 percent women 

compared to 90.4 percent men decided themselves. For 16.5 percent females the spouses or 

partners decided on their behalf whereas 34.9 percent times the other family members made 

the decision. The P value of < .001 indicates that the association is statistically significant.  

 
3.2.9 Duration of under care of provider 
 
It is worthwhile to mention that out of 199 (76.5 percent) who took some action 73.9 percent 

said that they were under care of the provider for less than one week. 26.1 percent had taken 

treatment for more than one week. There was a male female difference with males (56.2) 
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percent taking shorter duration of treatment as compared to females (43.8) percent. The 

women if had started treatment tend to take it for longer duration. ( P value - 0 .107) 

3. 2.10 Treatment seeking for past STI episodes  

One hundred and twenty eight (49.2 percent) of the 260 participants had history of past STI 

complaints and recurrent problems. More than 70 percent of the females gave history of past 

complains compared to 26 percent males. The P value < .001 indicates that the association is 

statistically significant. As observed in Table-9 the treatment seeking behaviour was 

influenced to a great extent by the nature, duration, severity and perception of the past 

symptoms. Many of the participants had more than one past complaint. It is evident that 

complaints of genital ulcers (more in males) which are painful are followed by some medical 

intervention whereas genital discharge and pain in abdomen cited by women were not 

viewed as seriously by the study participants.  

Table – 9 
Treatment seeking for past STI episodes based on symptoms [N-260] 
 

Complaint (%) Action taken (%) 
P 

value 
χ 2 

1 Genital Ulcer 26(10) 24( 92.3) 
.000  Male 18(54.5) 16(88.9) 

Female 8(8.4) 8(100) 
2 Genital discharge 93(35.8) 38(40.9)  
 Male 7(21.2) 7(100) .000 Female 86(90.5) 31(36) 
3 Abdominal Pain 27(10.4) 14(51.9)  
 Male  0(0) 0(0) .020 Female 27(28.4) 14(51.9) 
4 Pain & burning  urination 38(14.6) 24(63.2)  
 Male 14(42.4) 12(85.7) 

.004 Female 24(25.3) 12(50) 
Total  episodes of past 

Symptoms   184 100(54.4) 
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SECTION 3.3     Determinants of Health Seeking Behaviour 

The factors associated with health seeking practices for STI treatment including 

compliance with treatment, follow up and partner notification has major impact on control of 

STIs. The determinants are social economic, demographic, knowledge and awareness of the 

STIs and risk perception. Apart from these factors the nature and duration of symptoms also 

plays vital role in health seeking behaviour.  The factors are discussed below:  

As shown in Table -10 there is a difference in health seeking practices among males and 

females. Of the 61 study participants who had not taken any action 65.6 percent were females 

as compared to 34.4 percent males who had not taken action. P value of .013 indicates that the 

association is statistically significant.  

Religion, marital status and type of residence are also independent variables which affect 

treatment seeking.  Among 199 participants who took action, only 35.2 percent % non Hindus 

took action as compared to Hindus (64.8 percent). Action was not taken by married 

participants (29.8 percent) as compared to single participants (9 percent) and others (20 

percent) who included widows, divorcees and separated men and women. P valve of .003 

indicates that the association is statistically significant. 

Another significant finding was that participants living in brothels 94.7% percent took action 

for STIs as compared to 66.3 percent from nuclear families. P vale of .006 indicates that the 

association is statistically significant.  
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Table – 10 
Determinants of Health Seeking [N=260]  

FACTORS AFFECTING TREATMENT  
SEEKING 

HEALTH SEEKING PRACTICES  
 

Action taken 
(%) 

Action not 
taken 
(%) 

 Total 
 (%) 

P 
value 

χ 2 
1 Gender    

.013  Males 106(83.5) 21(16.5) 127(100) 
 Females 93(69.9) 40(30.1) 133(100) 
2 Age     
 17-19 years 13(76.5) 4(23.5) 17(100) 

.834  20-29 years 84(79.2) 22(20.8) 106(100) 
 30-39 years 73(73.7) 26(26.3) 99(100) 
 40-45 years 29(76.3) 9(23.7) 38(100) 
4 Religion     
 Hindus 129(82.2) 28(17.8) 157(100) .011  Non Hindus 70(68) 33(32) 103(100) 
5 Marital status     
 Married 118(70.2) 50(29.8) 168(100) 

.003  Single 61(91) 6(9) 67(100) 
 Others 20(80) 5(20) 25(100) 
6 Type of Residence     
 Nuclear 55(66.3) 28(33.7) 83(100) 

.006 
 Extended 38(79.2) 10(20.8) 48(100) 
 Joint 48(72.7) 18(27.3) 66(100) 
 Workplace 22(88) 3(12) 25(100) 
 Brothel 36(94.7) 2(5.3) 38(1000 
 

 3.3.1 Socio economic status and Health seeking 

As observed in Table -11 there is an association between occupation, individual income and 

health seeking. Homemakers are less likely to seek care (59.2 percent) as compared to 

participants doing service (81.8 percent) and female sex workers (97.1 percent).P value of 

<.001 indicates that the association is statistically significant. 

Health seeking increases with increase in individual income as shown in Table -11. Among 

the higher income group only 16.2 percent of the participants did not seek care as compared 

to 33 percent in low income group.   
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Table – 11 
Socio economic determinants of health seeking [N=260]  

DETERMINANTS 

HEALTH SEEKING PRACTICES  
 

Action taken 
(%) 

Action 
not taken 

(%) 

 Total 
 (%) 

P 
value 

χ 2 
1 Literacy status     
 Illiterate 41(89.1) 5(10.9) 46(100)  
 1-4 years 28(75.7) 9(24.3) 37(100) 

.167  5-10 years 109(73.2) 40(26.8) 149(100) 
 11-15 years 21(75) 7(25) 28(100) 
2 Occupation     
 Home maker 45(59.2) 31(40.8) 76(100) 

<.001 

 Service 54(81.8) 12(18.2) 66(100) 
 Organized 17(73.9) 6(26.1) 23(100) 
 Unorganized 39(83) 8(17) 47(100) 
 Sex workers 34(97.1) 1(2.9) 35(100) 
 Others 10(76.9) 3(23.1) 13(100) 
3 Individual income     
 Less than Rs 1800/- 75(67) 37(33) 112(100) 

.002  >= Rs 1800/- 124(83.8) 24(16.2) 148(100) 
 

3.3.2 Knowledge about STIs and health seeking practices 

As seen in Table 12 knowledge about the transmission, symptoms of STI and availability of 

diagnostic facilities plays a vital role for seeking health care. 83.3 percent of participants who 

knew how STIs are transmitted took some action as compared to those who had not heard 

about it. Knowing how STIs are transmitted was a more sensitive indicator for knowledge 

than just having heard about STIs. Also the knowledge about the availability, place and 

timings of STI diagnostic and treatment facilities had a tremendous impact on health seeking 

and 88.3 percent who knew where the facilities were had seeked treatment from some source 
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as compared to 65.2 percent who did not know about facilities. The P value of < 0.001 

indicates that the association is statistically significant.  

Table – 12 
 
Knowledge about STIs and health seeking practices [N=260]  
 

 HEALTH SEEKING PRACTICES  
 

Action taken 
(%) 

Action not 
taken (%) 

 Total 
 (%) 

P 
value 

Fisher’s 
Exact 
test 

About STI transmission Yes 105(83.3) 21(16.7) 126(100) 
.013 

 No 94(70.1) 40(29.9) 134(100) 

About STI symptoms Yes 96(83.5) 19(16.5) 115(100) 
.019 

 No 103(71) 42(29) 145(100) 

About STI diagnostic facilities Yes 113(88.3) 15(11.7) 128(100) 
<.001 

 No 86(65.2) 46(34.8) 132(100) 

 
 

3.3.3 Reasons for taking no action and delay as reported by participants 

As shown in Table-13 many of the participants gave more than one answers for not seeking 

health care. Social stigma (60.5 percent) was the most cited reason for not seeking action or 

delay. Majority of women said that lack of time (17.3 percent) and the symptoms get better 

on their own (15.8 percent). Other indirect factors related to autonomy in seeking health care 

were fear, family reasons and permission. 
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Table – 13 
Reasons for taking no action & delay as reported by participants: [N=114*] 
 

Reasons  Frequency  Percentage  
Social stigma 69 60.5 
Lack time 45 17.3 
Better on its own 41 15.8 
Fear of  others finding out 36 13.8 
No idea about facility 31 11.9 
Lack money 26 10 
Family reasons 22 8.5 
Permission from others 10 3.8 

* includes 61 who did not seek treatment and 53 who delayed action 
 

3.3.4 Social stigma for health seeking 

 Among the 69 participants who responded that STIs are associated with stigma (60.9) 

percent did not take action compared to 42.2 percent who did not associate STIs with stigma.  

P value of  0.057  indicates that the association is statistically significant.   

 

SECTION 3.4   Risk Perception for STI/HIV in study population 

The health seeking practices by the individuals who have symptoms suggestive of STI 

depends mainly on awareness, knowledge of the illness, the availability of treatment facilities 

and perceiving the risk for seeking treatment. In normal course the individuals seek treatment 

for critical illnesses because they perceive the risk for the same. In STIs the symptoms/illness 

is neither critical nor lethal. Therefore perceiving risk is an important factor in the backdrop 

of HIV epidemic to promote health seeking behaviour. The factors on the risk perception are 

dwelled in this section.  

3.4.1 Assessing Risk perception for STIs / HIV 
 
As shown in Table 14 specific questions to assess the practices and the risk perception for 

STI/HIV were asked. An HIV positive person was known to 37.7 percent of participants 
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whereas 41.5 percent knew somebody who had died of AIDS. Among the total 260 

participants 64(24.6 percent) responded that they had acquired this infection through sex. 

Other responses were otherwise or did not know how they got infected. Only 17.7 percent 

said that their symptoms were suggestive of STIs. Approximately 60 percent did not know 

about the association between STIs and HIV/AIDS. 

Table – 14 
 
Risk Perception for STI/HIV [N= 260]  
 

RISK PERCEPTION FOR STI/HIV  
   Total (%) 
1 Know HIV positive person Yes 98(37.7) 
  No 162(62.3) 
  Total 260(100) 
2 Know anybody who died of HIV/AIDS Yes 108(41.5) 

  No 152(58.5) 
  Total 260(100) 
3 How  you acquired this infection   
 Through sex Yes 64(24.6) 
  No 85(32.7) 
  Don’t Know 111(42.7) 
  Total  260(100) 
4 Are your symptoms suggestive of STI Yes 46(17.7) 
  No 29(11.2) 
  Don’t Know 185(71.2) 
  Total 260(100) 
5 STIs increase chance of acquiring HIV Yes 93(35.8) 

  No 12(4.6) 
  Don’t Know 155(59.6) 
  Total 260(100) 
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When asked about condom use with regular partner 23(9.3) percent said they always used 

condoms compared to 176(68.5) percent who replied to never using condoms. However 

when questioned about condom use during last sexual act only 5.1 percent said they had used 

condoms.  

 
3.4.2    Risk perception for STI/HIV as determinant for health seeking for STI   
 
 
As observed in Table-15 the response to questions on risk perception, if at risk on having 

only one partner, among those who perceived the risk took greater action as compared to 

those who did not perceive risk. P value of .034 indicates that the association is statistically 

significant. Also knowing an HIV positive person or person having died of AIDS is 

associated with taking action. Approximately eighty six percent people who knew an HIV 

positive person took action compared to 71 percent who did not know anybody with HIV. 

Another significant finding was that the participants who perceived risk and accept acquiring 

infection through the sexual route (92.2) percent took action compared to (68.5) percent who 

did not know the source of their infection. P value of < .001 indicates that the association is 

statistically significant. Similarly associating their symptoms with STIs more than 90 percent 

took action compared to 72.4 percent among those who did not know associate their 

symptoms with STI. P value of .011 indicates that the association is statistically significant.  
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Table – 15 
 
Risk Perception for STI/HIV as a determinant for health seeking for  STI  [N=260]  
 

 Health seeking practices P  
value χ 2 

  Action Taken  
  Yes(%) No(%) Total (%)  
One partner -Risk Yes 47(87) 7(13) 54(100) 

.034  No 105(77.2) 31(22.8) 136(100) 

 Don’t 
Know 47(67.1) 23(32.9) 70(100) 

 Total 199(76.5) 61(23.5) 260(100)  
Known HIV positive person Yes 84(85.7) 14(14.3) 98(100) 

.007 
 No 115(71) 47(29) 162(100) 
 Total 199(76.5) 61(23.5) 260(100)  
Known anybody who died of 
HIV/AIDS Yes 90(83.3) 18(16.7) 108(100) 

.037 
 No 109(71.7) 43(28.3) 152(100) 
 Total 199(76.5) 61(23.5) 260(100)  
STIs increase chance of 
acquiring HIV Yes 79(84.5) 14(15.1) 93(100) 

.036 
 No 10(83.3) 2(16.7) 12(100) 
 DK 110(71) 45(29) 155(100) 
 Total 199(76.5) 61(23.5) 260(100)  
How you acquired this problem                  
Through Sex Yes 59(92.2) 5(7.8) 64(100) 

.002  No 64(75.3) 21(24.7) 85(100) 
 DK 76(68.5) 35(31.5) 111(100) 
 Total  199(76.5) 61(23.5) 260(100)  
Symptoms suggestive of STI Yes 43(93.5) 3(6.5) 46(100) 

.011  No 22(75.9) 7(24.1) 29(1000 
 DK 134(72.4) 51(27.6) 185(100) 
 Total  199(76.5) 61(23.5) 260(100)  
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3.4. 3  Multivariate analysis 
 
 In the multivariate analysis for health seeking behaviour for STIs the heath seeking practices 

(action or no action taken) was considered as the outcome variable. Predictor variables where 

those which where found statistically significant in bivariate analysis namely sex, 

occupation, religion, knowledge about diagnostic and treatment facilities and risk perception 

about acquiring infection The study found that predictor variables such as knowledge of 

diagnostic facilities was independently associated with taking action by the participant. 

(Adjusted OR: 2.8 :95%CI 1.16- 6.68). Health seeking practices were also associated with 

occupation. Health seeking was more among sex workers compared to homemakers. 

(Adjusted OR: 12.8, 95%CI: 1.03- 160.04)  

Table – 16 

Determinants of health seeking practices  [N=260]  
 
Predictor variable Health seeking practices P value 
 Adjusted Odds Ratio         

(AOR) 
95% Confidence Interval 

( CI) 
 

Sex:             Male 
                    Female 

1 
2.7 

 
.87 – 8.6 

 
0.087 

Religion:      Hindus 
                    Non Hindus 

1 
1.7 

 
.90 – 3.3 

 
0.108 

Occupation  
                Homemaker  
                 Organized 
                Unorganized 
                Others 
                 Sex workers      

 
1 

11.5 
12.7 
7.3 
12.8 

 
 

1.38 -95.4 
1.25 -130 
.74-71.7 
1.03-160 

 
 

0.024 
0.032 
0.088 
0.047 

Knowledge of 
diagnostic facilities -No 
                                 Yes 

 
1 

2.8 

 
 

1.16 – 6.7 

 
 

0.022 
Acquired this infection 
Don’t know 
Otherwise 
Through sex  

 
1 

3.5 
2.2 

 
 

.96 – 12.6 
.584- 8 

 
 

0.248 
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     _______________________________________________________________ 
This model is being used to present the burden of disease in a community, the proportion that 

are symptomatic, the proportion that seek care, those who receive appropriate care and 

follow up. Proportions who inform their partners and the partners treated. This reflects that 

individuals recognized symptoms and seek care; very few encompass the comprehensive 

range of activities which constitute STI treatment to prevent further transmission of infection 

in the community.   

Taken Action  

Treated correctly  
Compliant  

Follow up  

V
C
T

 

 

100% 
 
 75% 
 
47% 
 
30% 
 
28% 
 
26% 
 
 
11% 
 
 
4% 
Partner  
treated 

Symptomatic (260) 

Partner 
inform 

Figure - 2                                 Results at a glance 
Source: [ adapted from Piot Fransen mode]  WHO bulletin (2001)28 
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Chapter -4 

Discussion 

Health care seeking behaviour for STI is surrounded by complex issues many of which are 

unnoticed and unresolved  due to ‘culture of silence’ and taboos attached to the same. The 

discussion is based on the situation which prevails for the symptomatic people, the stigma, 

the decision making process about where, when and from whom to seek care. 

 4.1 Self reported morbidity  

 Based on the symptoms suggestive of STIs in the study sample was 9.6 percent in the 

selected ward of Mumbai. The self reported STI prevalence measured as genital discharge or 

ulcers in urban settings is five percent.9,12 The variation with this study could due to two 

factors. The selected area in Mumbai has higher proportion of at risk population of female 

sex workers and individuals who reside at the workplace making them vulnerable to STIs. 

The reporting of symptoms was based on syndromic approach and the estimated prevalence 

of reproductive health problems for women living in Mumbai is 54 percent.9,22   The reported 

prevalence based on the clinical symptoms of STIs may correlate poorly with actual STI 

prevalence in the community as found in a study34 from Delhi, India. However another 

study46 found that perceived ill health is important in its own right, because it determines the 

health seeking behaviour and results suggest that most people do not regard their symptoms 

as trivial. The present study seeks to emphasize on the health seeking behaviour and its 

determinants more than on prevalence of STIs.  
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4.2  Health seeking practices  

4.2.1 Self reported symptoms 

 The most common presenting symptom reported was genital discharge in 22.7 percent 

women and burning urination (symptoms of urethritis) in 22.7 percent men. Majority of 

participants (29.6 percent) reported more than one symptom signifying mixed infection. 

Information on the prevalence of morbidity associated with STI/RTI (reproductive tract 

infection) in India comes mostly from studies 34,46 on self reported gynecological morbidities. 

A study40 in 2005 from Zimbabwe reported similar findings with 25 percent men 

experiencing urethral discharge and 30 percent women with vaginal discharge. During the 

screening process getting symptomatic women was much easier than getting symptomatic 

men. There are similar findings from NFHS data22 where 40 percent women reported at least 

one reproductive health problem whereas self reporting in men was not as frequent.  

4.2.2 Health seeking pattern 

 In this study of 260 sexually active adult population  three forth among them were taking 

some action for STIs from formal sources as compared to a quarter  who did not taken any 

action.  Some studies9,22,38,46 from  India report higher percentage (approx 46 percent) of men 

and women with symptoms suggestive of STI  not taking any treatment. Therefore contrary 

to these studies where more than half bear their problem silently without seeking advice or 

treatment ( culture of silence) , this study has 76 percent seeking care (69.9) percent females 

and (83.5) percent males. A study47 from Bangladesh also reports that women suffering 

illness report seeking care significantly less often than men. The probable explanation for 

higher percentage seeking care could be that since this selected area has a prominent red light 

area which has a high HIV prevalence among sex workers various intervention programs 
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both by the government and voluntary sector have created awareness about STIs and 

HIV/AIDS. There also exist a large number of health facilities in this area with two Medical 

colleges, two STI clinics, (male and female) Health posts, dispensary and a TB clinic through 

Mumbai municipal corporation, more than 30 private allopathic and non allopathic 

practitioners,   six NGO run clinics and two VCTCs within one and half km distance of this 

community thus improving availability of health services.   

The first contact with the provider in this study was after seven days in nearly half of the 

participants. A study48 from Tamil Nadu reported that some symptomatic women may delay 

seeking treatment for a month before seeking care.  

4.2.3 Duration of treatment 

 Over 70 percent of the participants took treatment for less than a week.  Most of the 

participants said that their doctors prescribed medicines for one to two days. If they felt 

symptomatically better then they never went for follow up nor did the doctor ask them to 

follow up. This finding corresponds to another study49 from Australia which observed that 

STIs are mainly asymptomatic or mildly symptomatic and once the symptoms are relieved 

there is no motivation to continue the treatment. 

4.2.4 Compliance 

 The prescribed treatment was completed by 47.7 percent of the participants. However what 

they referred to completing treatment meant that the one or two day treatment which doctor 

had prescribed was taken by them. More men reported completing treatment but even among 

them the pattern and duration of therapy was inadequate for a complete cure. One study16 

from India reported that just over one third of patients completed the recommended treatment 

regimen and duration of therapy was inadequate for cure. 



 47 

4.2.5 Follow up 

 The follow up rate among the study participants was only 28.6 percent. However more 

women then men followed up with the provider. Most reported that symptoms disappeared in 

two days and so there is no need to continue treatment or follow up with the provider. Since 

many of the women in this study reported complications such as recurrence of symptoms, 

backache and pain during sex this could be one of the motivations to follow up. 

4.2.6 Partner notification 

 Only a quarter of the participants had informed their partners about their symptoms with 

more females informing their partners. But none of their partners attended the clinic for 

treatment or check up. However three women attended the clinic for treatment along with 

their husbands. The study finds that men rarely inform their partners but when the doctors 

insist take their wives for treatment on some pretext or the other. 

The doctor’s role in partner notification and treatment is vital. Partner notification is vital for 

effective STI management, but a study11 from India has found that this procedure is rarely 

discussed or initiated by health care providers. Unless both the partners are treated it is 

difficult to break the chain of transmission of infection and this has serious consequences in 

terms of acquiring HIV. A study27 from United States found that doctors prefer client 

initiated partner notification rather than provider initiated discussion.  Partner notification 

which refers to communication with partners about morbidity is often restricted. Similar to 

this study it is observed that women often do not inform their husbands about their 

gynecological symptoms. 48,50 A study48 among married women and men in rural Tamil Nadu 

reported that 37.3 percent of women with symptoms of possible reproductive tract infections, 

and one fifth of the symptomatic male respondents informed their spouses about their illness 
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experience. Moreover, communication was generally vague and not specific and among them 

only 27 percent  were asked by the providers to refer their partners for treatment.  

4.2.7 Condom promotion 

 In this study only eight percent of the participants reported being counseled by provider 

about condom use, 7.5 percent about abstinence and 1.5 percent were informed by their 

providers to get their partners for treatment. It is observed that most of the services offered 

by practitioners were curative by nature and they rarely advised about safer sexual practices. 

What is surprising is that the study area has been identified as at risk area by national and 

international organizations with many intervention programs being implemented 

simultaneously through various public and voluntary sector agencies since the last decade. 

Yet the total quality of care provided to the infected individuals was far from satisfactory. 

The initial step was taken. Some of the barriers for seeking services had been diminished but 

once the clients came to the clinics multiple opportunities were being missed for counseling 

about safer sexual practices. Similar findings from an African study51 revealed that condom 

promotion was done in only 30 percent of the consultations and only one percent of the 

patients actually received condoms. .Health education was given to only 15 percent of the 

symptomatic women and men. In STI/HIV control programmes the importance of these 

issues has been emphasized since long however the policy and practices do not match. The 

emphasis must be on implementing these activities at the ground level and regular 

monitoring and evaluation will yield positive results.  

 

4.2.8 Voluntary HIV counseling and testing Centers( VCTC) 
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 Of the 199 who took action 23 (11.6 percent) attended VCTC for an HIV test. However 

when asked who referred them it was interesting to note that none of these were voluntary.  

56.5 percent were referred by Private doctors and other by public sector doctors. Only 4.3 

percent were voluntary. National AIDS Control Organization (NACO) guidelines on HIV 

testing emphasize that no individual should undergo mandatory testing for HIV, and testing 

must be done after taking informed written consent with pre and post test counseling.17 

However as observed in this study most of the HIV testing was on referral basis done for the 

providers rather than the individual benefit. Another barrier to voluntary HIV testing is that 

people may not perceive themselves to be at risk and lack of expectation of benefit may 

reinforce the decision not to take a HIV test.43  

4.2.9 Integrated approach for STI management 

This study reveals that only a quarter of the clients received adequate treatment for cure. An 

important issue to be considered for STI treatment and health seeking is that visiting a health 

provider (private or public) is only the first step. The entire gamut of activities includes 

completing the full course of treatment as symptoms of STI disappear soon, following up 

with provider, informing partner about symptoms, both taking treatment, if necessary getting 

an HIV test and adopting preventive measures during treatment. When all participants were 

questioned about preventive measures adopted during treatment 66.9 percent replied that they 

took none. Others said they abstained from sex (14.2 percent), 11.2 percent said they used 

condoms and 7.7 percent washed genitals regularly. Abstinence during infective phase and 

condom use are important components for STI treatment which were rarely observed in this 

setting.  A study from a STI clinic in India found that the quality of case management, 

especially counseling for prevention, is inadequate and poor.52  
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4.3 Type of Provider consulted 

 More than 75 percent of the study participants had consulted a private sector practitioner    

during first contact. These findings compare favorably with all India9,22 findings where only a 

quarter of persons in urban areas suffering from STIs sought treatment at Government 

facilities. Studies11,16,29 show that STI/RTI patients prefer seeking treatment from private 

rather than public sector. The main reasons cited  by the participants for not seeking 

treatment in government health services was the long waiting time, inconvenient hours, lack 

of facilities and privacy for examination, absence of lady doctor especially by the females, 

and indifferent attitude of the providers. However as evident from this study the case 

management for STI by private practitioners is incomplete. STI programs need to collaborate 

with private sector to ensure complete and up to date case management. 

During the second and third contact the number of participants visiting pharmacies, ISM, 

homeopathy and specialist care increased significantly. There is a strong and prevalent 

system of indigenous medical care in India and a multitude of different providers in the 

formal and informal sectors. For symptoms of chronic nature like vaginal discharge many 

participants prefer taking ayurvedic and homeopathy preparation as they believe that they 

cause less harm. Similar studies11,30 show that STI patients seek care from pharmacies and 

private providers without formal training who provide various combinations of drugs. In such 

settings health education is never given, partner notification is rarely encouraged.  

4.4 Socio demographic factors associated with health seeking for STI    

a. Age group though not significantly associated with health seeking in this study, majority of 

the study population with symptoms were below 34 years. This is most productive age group. 

Countries like China and India which have a predominantly young population are specially 
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vulnerable to STIs and health seeking practices in this group assume great significance as 

younger people are less likely to perceive risk of infection and seek care.2  

b. Literacy status - there was no significant association between literacy status and health 

seeking practices may be due to the availability of frequent awareness programs held in the 

community. However findings suggest that educated women are more likely to know HIV 

prevention strategies, and to use appropriate STI protection and seek health care.33  

c. Gender issues- Health seeking was observed more among men as compared to women. 

When questioned on who takes the decision only half the women as compared to men said 

they took their own decisions. Of the women who did not take self decisions, the partners 

decided on their behalf quarter of the time whereas other family members (35) percent time 

decided on their behalf. Similar findings from NFHS22data regarding women’s autonomy, 

found that only 49.9 percent of women were involved in decisions about their own health and 

in 33.9 percent times spouse makes decision whereas 7.8 percent times other family members 

decide on the women’s behalf.32 

d. Income and occupation - Finding  from this study clearly reflect that income and 

occupation are significantly associated with health seeking practices. Individual with low 

income (less than Rs 1800) 33 percent did not seek health care as compared to 16.2 percent 

with higher income. Occupation wise, among the homemakers only 59.2 percent had visited 

a provider as compared to 80 percent among those who were working outsides the homes. 

Among the sex workers majority 90 percent and more reported seeking some health care 

though compliance, follow up was poor. However these finding among sex workers should 

be interpreted with caution. In this setting majority of the sex workers interviewed were 

above 20 years and had been in the profession for few years. They also complained about 
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pain during sex and this could interfere with the profession thus necessitation some 

intervention. Also majority of the interventions in this area were focusssed for sex workers. 

They also reported that they took treatment for the minimum possible time to relieve their 

symptoms but was it enough for a cure. Is health seeking for STI only about visiting a 

provider. These issues need to be considered grimly by all the organizations who are working 

in the field of HIV/AIDS. 

Another surprising finding was that homemakers living in adjoining buildings of the brothels 

did not know what the symptoms of STI were or where and whom to go for care. Whatever 

they had heard came from TVs and family members. The HIV seropositivity among pregnant 

women attending antenatal clinics was high in some slums of Mumbai.10 At times the lack of 

resources are compounded by inequalities and poor health seeking.16,33,47 Thus only 

strengthening the provision of STI services will be inadequate unless the socioeconomic 

disparities among groups are addressed. In at risk areas the intervention programs should 

consider expanding their scope of activity to include the homemakers. Those with 

reproductive symptoms and a positive risk assessment must be addressed. This will have 

positive externalities for women’s health. 

e. Place of residence- In our study 9.6 percent and 14.6 percent participants were residing at 

the workplace and brothels respectively. Migrants were living together at the workplace and 

had good knowledge and access to services. In this study it was observed that health seeking 

practices were more among people living in workplace and brothels as compared to people 

residing in nuclear families. This could be due to work dynamics. Sex workers in brothels 

with painful ulcers would affect daily work and thus seek care compared to homemakers in 

nuclear families where the significance and implication of symptoms was not understood. 
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Increasing urbanization with migratory patterns in mega cities are some important issues 

affecting health seeking behaviours for STIs. Most of the migrants (predominantly male) are 

married, but live alone in cities and are prone to risk behaviours making them vulnerable to 

STIs. A study39 from Mumbai among migrant population shows that health seeking in 

migrants is influenced by variety of factors like the duration of stay in city, the existing social 

networks and the presence of community health volunteers However the patterns of health 

seeking and follow up among them need to be strengthened.  

4.5 Knowledge about STIs 

 Which included symptoms, mode of transmission, and awareness about diagnostic and 

treatment facilities was significantly associated with health seeking. In this study the 

awareness of linkage between STI and HIV/AIDS was present in one third of the participants 

though more than 50 percent had heard of STIs and more than 95 percent about HIV/AIDS. 

This suggests that just having heard abut STIs is not indicative of increased health care 

seeking behaviours. The study findings are higher than behavioural sentinel surveillance 

(2001) findings9 where 24.2 percent men had heard of STIs and 20 percent know about 

linkages between STIs and HIV/AIDS. It was found that people with knowledge about STI 

symptoms and transmission, 83 percent were taking action compared to 70 percent with no 

knowledge. Also awareness about the diagnostic facilities significantly improved health 

seeking (88.5 percent who knew about facilities sough treatment compared to 65.2 percent 

who did not about the facilities. One explanation for the high levels of knowledge in this area 

could be that due to high proportion of female sex workers various intervention programs by 

the government, private and voluntary (NGO) sector are being implemented since a decade. 

The female sex workers had higher levels of awareness and health seeking practices than of 
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the general population. However knowledge does not automatically transfer to risk 

perception for STIs and good practices for STI treatment. Majority of the participants had 

taken treatment for only two days as prescribed by private practitioners and follow up rate 

was low. Education and knowledge are key factors to decrease the risk for HIV/STI infection 

due to various reasons one of them being improved treatment seeking behaviour such as 

improved compliance with follow up appointments and taking medications.33 

4.6 Stigma and health seeking 

 In the present study participants who said STIs are associated with stigma 60.9 percent did 

not take action compared to 42.2 percent who said stigma was not an issue. The stigma 

associated with STIs was an important factor for health seeking in this community. It is 

observed that community norms regarding sexuality and STIs promote fear of revealing 

one’s STI status and avoidance in seeking health care. Some STIs which are more 

stigmatizing may result in fear of seeking treatment or of notifying a sexual partner. 

Studies33,36,40  show that stigmatization of persons with STIs leads to increased discrimination 

and isolation. This invokes fear among those infected and negatively affects health seeking. 

Social norms that stigmatize STIs including HIV/AIDS are probably the most powerful 

existing barriers to seeking health care. Hence the importance of social networks for 

promoting healthy behaviours.   

4.7 Condom Use in Marriage  

Among the 260 participants five percent responded affirmatively about condom use during last 

sexual act. Globally, the percentage of married couples using condoms for family planning 

appears to have declined slightly during the past decade. 41,42  There is  opposition to the use of 

condoms within marriage. With the spread of HIV/AIDS epidemic  from the at risk population 
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into the general population the promotion of condom as a means of dual protection for family 

planning and STI control can be an effective strategy. The Mwanza and Rakai trials in Africa 

implicated that once the epidemic has reached beyond the traditional at risk groups, improved 

case management of STIs in the general population is recommended.51 

4.8 Risk perception for health seeking 

Among the study population 37.7 percent where aware of someone who is infected with 

HIV/AIDS and 41.5 percent knew someone who had died of AIDS. These are important 

predictors for risk perception. The BSS9 (2001) findings in the general population state that 

24.6 percent were aware of someone infected with HIV.  

Although 24.6 percent participants replied that they acquired infection through sexual route, 

only 17.7 percent of total participants said that their symptoms were suggestive of STIs. This 

indicates that correlation between personal symptoms and STIs is poor. A study53 from urban 

Africa found those who perceive themselves at risk are most likely to seek services and change 

behaviour. Most of the AIDS awareness programs in vulnerable areas focus mainly on 

HIV/AIDS and superficially on STIs. People have heard of STIs but linking them to their own 

symptoms, perceiving risk and then seeking health care does no go hand in hand. Knowledge 

and risk perception are important predictors for behaviour change and should be addresses 

together.  

Highlights of discussion 

The socioeconomic and demographic factors influence the health seeking patterns for STIs. 

In the urban settings of Mumbai where STI health services are readily available, awareness 

about HIV/AIDS is high, patterns of initial treatment seeking are medically appropriate but 

subsequently poor compliance and follow up practices are a cause for concern.  To improve 
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the health seeking practices among population groups the dual influences of material life 

conditions and people’s knowledge and risk perception about their health status must be 

adequately addressed. Along with at risk groups strategies to include the symptomatic 

homemakers will yield positive results for STI control. Vast numbers of people in India are 

severely disadvantaged in terms of income, education, power structures and gender. 

Addressing these basic issues of human rights lies at the core of achieving better health 

outcomes.  

 4.9   Limitations of the study 

One important limitation of this data is that measurement of the health care seeking 

behaviour is based on the reported morbidity due to STIs and treatment action and not 

directly observed as the illness process unfolds. However every effort has been made to 

minimize the problems of inaccurate recall by interviewing the currently symptomatic 

individuals and focusing on major morbid experiences and actions taken till date. Also there 

may be many others with asymptomatic disease who could not be included.  

Another issue is about the effect of illness type and stage on treatment choices. Individuals 

with more advanced and chronic illness may treat differently than the first episode cases. 

However the cross sectional nature of the study and the inclusion of all current symptomatics 

irrespective of duration, severity helps obviate the potential confounding influence of illness 

stage and type.  
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Chapter -5 

5.1 Conclusions  

The health care seeking behaviour of people with symptoms suggestive of STI was studied 

among sexually active adult population in Mumbai city.  A quarter of the study population 

did not seek any treatment for their symptoms more so among women. Though three quarter 

of the population took some treatment nearly half took action only after seven days.  The 

duration of therapy was adequate in only a quarter of the participants with most taking 

medications for less than a week. The compliance with treatment was observed by half the 

participants with more men completing treatment. However the follow up rate was higher 

among women. A quarter of the participants informed the partners about their symptoms and 

only four percent among them took treatment, all women. Past complaints were experienced 

by half the participants, of them women rarely took action. Among the at risk population like 

female sex worker, the attitude towards health seeking for STI complaints within one week 

was observed, however the compliance and follow of the treatment was poor. 

More than 75 percent of the STI care was obtained from the private sector. However on 

subsequent visits more people went to the public sector, pharmacies and specialists. 

Treatment seeking practices were influenced by a number of sociodemographic variables, 

significant among them were gender, religion, marital status and occupation. Half the 

homemakers did not take any action for their complaints. Social stigma played an important 

role among women for not obtaining health care.  The knowledge about symptoms, 

transmission and availability of STI diagnostic and treatment facilities were major 

determinants for health seeking. Treatment seeking was observed more in those who 

perceived the risk especially who attributed their symptoms to STI. Risk perception is a 
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sensitive indicator for behaviour change. Treatment seeking for STI which includes 

compliance, follow up, partner notification, partner treatment, HIV testing and adoption of 

safer sex practices like condom use were adopted by less than a quarter. These issues need to 

be addressed on a priority basis for effectively controlling the HIV/AIDS epidemic from 

spreading into the general population.  

5.2 Recommendations 

• Focused campaign to create awareness about STIs and RTI among the general 

population: Tailor made need specific campaign for population subtypes. The training 

program on issues of STI for men and women needs to be created. 

• Motivation and appraisal of general community specially homemakers for seeking 

treatment for symptoms suggestive of STIs  

• Making STI/RTI diagnostic and therapeutic services more accessible and prominent 

by educating the potential service users on the availability and advantages of the 

diagnostic and therapeutic services through information, education and 

communication campaigns to focus on the location, timing and services offered by 

geographical areas and population subtypes. 

• Gender sensitization for seeking treatment and compliance of treatment.-1) The 

specific issues of seeking treatment by women with asymptomatic infections. 2) The 

partner notification and completing course of treatment by couples to ensure the 

compliance and non recurrence.  

•  Mainstreaming of STI services with general health care for screening of cases and 

reducing stigma. 
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• Socio demographic factors and its impact on health due STI which may culminate 

into AIDS with its aftermath  needs to be addressed 

•  Involvement of private providers with updating of their diagnostic and treatment 

skills for STI and strengthening the referral linkages between the public and private 

sector.  

• Training of pharmacists for syndromic treatment and referrals. 
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Appendix -1 

(INTERVIEW SCHEDULE) 

 
 

 
         Sl. NO                                                                DATE: 
 

 
       Code No 
                                           
Health care seeking behaviour and its determinants among sexually active 

adult population for Sexually transmitted infections(STI) 
 

Achutha Menon Centre for Health Science Studies, Sree Chitra Tirunal Institute for Medical 
Sciences & Technology, Thiruvananthapuram, Kerala, 695011. 

 
 

SCREENER QUESTIONS 

1. What is your age in completed years? ……………….. 

2. Duration of residence in Mumbai    1. < 6 months    2. > 6 months. 

3. Are you suffering from any of these complaints at present? 
1. Foul smelling genital discharge     
2. Genital sore/ulcer    
3. Pain in lower abdomen   
4. Growth or warts in genital region    
5. Burning pain during urination   
6. Swelling in the groins                      
 
 
If  respondent is in age group 18-45years, a permanent resident of Mumbai and 

having complaints of STI symptoms then will be asked for  his/her willingness  to 

participate in the interview.  

 

1. Name of the participant: (optional)………………………….. 
 
2. Household number……………… 

 

     -   - 2 0 0 5 
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ACHUTHA MENON CENTRE FOR HEALTH SCIENCE STUDIES, 

SREE CHITRA TIRUNAL INSTITUTE FOR MEDICAL SCIENCES AND TECHNOLOGY 

TIRUVANANTHAPURUM 

 
Name of the participant :( optional) …………………………………… 

Sr. No:……………………………………………………. 

CONSENT FORM 

My Name is Dr Minni Khetarpal and I am doing my Masters in Public health at the Achutha 

Menon Centre for Health Science Studies, Sree Chitra Tirunal Institute for Medical Science 

and Technology, Thiruvananthapuram. 

I am doing a survey to study health care seeking behaviour for symptoms related to the 

genital urinary system. I need your permission to ask some questions related to your 

reproductive health and health-seeking behaviour which includes the type of provider 

consulted, treatment taken and choices which you have made and the reasons for making 

those choices.  

My services in the form of information and referral to nearby municipal health facilities are 

available to you. The clinical diagnosis, investigation and treatment if any required for your 

ailment can be made available to you from Government (JJ hospital), Municipal ( Alexandra 

STI clinic, Gaurabai clinic and other municipal dispensaries and health post, and also a NGO 

run health post. The results of this study can be used to improve the sexual and reproductive 

health of the community. 

Your identity and the information disclosed by you shall be kept strictly confidential and will 

be used for research purpose only. Your participation in this study is at your own choice and 

voluntary. You can refuse to answer any questions that you are not comfortable with. You 

can withdraw from the study at any time you wish. Your decision will be respected. 

CONSENT STATEMENT 

I understand the purpose of this study and am willing to participate in this study. I understand 

I can withdraw from the study at any time. I also consent for the investigators to undertake 

interview.  

Signature of the Participant:…………………………………………………….. 
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            CODE No DATE:                                                                                              
             
 

Interview Schedule  
 

PART - I :    DEMOGRAPHIC AND SOCIO-ECONOMIC DETAILS 
 

1. Sex:     1. Male         2. Female    
 

2. Marital Status:       1- Married   2- Single   3. Divorced   
                                               4-   Widowed     5- Separated    6. Others 
 

3. Religion: 1-Hindu         2- Muslim  3- Christian     4 - Others                                                                              
 

4. Literacy Status:  Actual years of schooling…………………….. 
 

5. Occupation: 1. Unemployed       2. Housewife      3. Service      
                                            4.  Business             5. Professional       6. Housemaids         

       7. Student      8. Taxi drivers        9. Sex workers      
   10. Petty traders               11.  Others  (specify)……………. 

   
6. Type of family:1. Nuclear  2. Extended 3. Joint  4.Brothel  5. Workplace 

 
7. Size of household:  …………………… 

 
8. Do you use any of the following tobacco products:    
  1. Cigarettes        2. Bidis     3. Pan with tobacco     4. Beatle    
  5. Gutka ( pan parag)   6.  Khaini         7.others         8.None 

 
9. Have you consumed a drink containing alcohol in the last 1 month:      

     1.Yes ……..      2. No …….. 
 

10. Individual income per month…………………………. 
 

11. Total Household income per month:  1. Less than 1000/- 
        2. Rs 1000 to Rs 1799/-    3. Rs 1800 to Rs 2499/-       

4. Rs 2500 to Rs 4999/- 5. Rs 5000 & Above 
 

     -   - 2 0 0 5 
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KNOWLEDGE ABOUT STI/HIV 
 
12. Have you heard about STIs?     1.Yes………..  2.No……… 
 
13. Do you know how STI s are transmitted? 

1.Yes………..  2.No……… 
 
14. Do you think STIs are transmitted in these ways? 
 

S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

 S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

1 Sex with infected 
partner 

  5 Kissing  

2 Mosquito bites   6 Shaking hands  
3 Lack of hygiene   7 Others  
4 Thru donating blood      

 
 

15. Do you know what are the symptoms suggestive of STI?    
1.Yes………..  2.No……… 

 
16. If Yes, the symptoms suggestive of STI are..? 
 
S.
N 

Response 1 – Yes 
2- No  
3- Don’t 
know 

 S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

1 Genital ulcers   5 Genital discharge  
2 Fever   6 Pain in lower abdomen  
3 Burning pain during 

urination 
  7 Weakness  

4 Skin rash   8 Backache  
 

 
17. Do you know the ways of protection from  STI’s? 

  1.Yes………..  2.No……… 
 
18. If yes, the ways of protection are…  
 

S.
N 

Response 1 – Yes 
2- No  
3- Don’t 
know 

 S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

1 Being faithful to 
partner 

  4 Having daily bath  

2 Abstain from sex   5 Washing after sex  
3 Using condoms 

regularly 
  6 Any other way  
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19. Have you heard about HIV/AIDS?   1.Yes ……..     2. No …….. 
 
20. If Yes : HIV/AIDS is spread by:   
 

S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

 S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

1 Sharing toilets   6 Eating from same plate  
2 Donating blood   7 Infected mother to 

child 
 

3 Sexual intercourse   8 Any Other Way  
4 Sharing Needles   9 Don’t Know  
5 Mosquito bites      
 
21. How to protect against HIV/AIDS? 
 

S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

 S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

1 Abstain from sex   5 Being faithful to 
partner 

 

2 Regular condom use   6 Any Other Way  
3 Having bath after sex   7 Don’t Know  
4 Taking treatment for 

illness 
     

 
22. Whether STIs can be treated? :  1.Yes ……..  2. No ……..  3. Don’t Know ……..   
 
23. Diagnosis and treatment of STIs can be made at?  
 
S.N Response 1 – Yes 

2- No  
3- Don’t 
know 

 S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

1 Private clinic   5 Private Hospital  
2 STI clinic (Alexandra)   6 Government clinic  
3 Gaurabai clinic   7 Any other way   
4 Referral Hospital ( JJ/ 

Nair) 
  8 Don’t Know   

 
24. Is there any treatment for HIV?    1.Yes ……..  2. No ……..  3. Don’t Know ……..   
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25. Diagnosis of HIV can be made at?  
 

S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

 S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

1 Private clinic   5 Private Hospital  
2 STI clinic (Alexandra)   6 Government clinic  
3 Gaurabai clinic   7 Any other way   
4 Referral Hospital ( JJ/ 

Nair) 
  8 Don’t Know   

 
26. Who informed you about these facilities? 
S.N Response 1 – Yes 

2- No  
3- Don’t 
know 

 S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

1 MPW/ANM/BMC 
staff 

  6 Posters/pamphlets  

2 Neighbour   7 Awareness campaigns  
3 Doctors   8 Family member  
4 Local NGOs   9 Others  
5 TV/Radio      
 
 
Risk Assessment - STI/HIV  
 

27. Can HIV  affect anybody?  
1.Yes ……..  2. No ……..  3. Don’t Know ……..   

 
28. Who is at risk of acquiring HIV? 

1.Having multiple partner relationship   2. Person with untreated STIs   
3. Homosexuals  4. Drug users  5. Alcoholics 
6. Others……  7. Don’t know…… 

 
29. If an individual has only one partner are they at risk of acquiring HIV infection? 

1.Yes ……..  2. No ……..  3. Don’t Know ……..   
 
30. A person with STI  has  higher chance of acquiring HIV infection?    

1.Yes ……..  2. No ……..  3. Don’t Know ……..   
 
 
 
 
 
 



 71 

PART II:  SYMPTOMS: 
 

Current Episode: 
31. Do you have the following symptoms at present?  
 

S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

 S.N Response 1 – Yes 
2- No  
3- Don’t 
know 

1 Foul smelling genital 
discharge 

  5  Painful  Burning 
urination   

 

2 Genital sore/ ulcer   6 Swelling in Groins   
3 Lower abdominal pain   7 Others  
4 Growth/  genital warts    8   
 
32. For how long have you been having these symptoms?……………….. 
  1.Less than one week      2.Two weeks        3. One month       4. More than one month 
 
33. When did you first take action? 

1. Within 2 days      2. Between 2-7 days    3. More than 7 days   4. No action taken 

 
PAST SYMPTOMS: 
34. Have you had similar complaints in the past?  

      1.Yes ……..  2. No ……..   
 
35. If yes- 
 
Symptoms Episode 

1 
Action 
taken 

Episode 
2 

Action 
taken 

Episode 
3 

Action 
taken 

Foul smelling discharge       
Genital Sore/ulcer       
Painful burning urination       
Lower abdominal pain       
Swelling in the groins        
Genital warts/ growth       
Others…       
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PART III- HEALTH CARE SEEKING BEHAVIOUR 
 

36. When you have these symptoms what do you do?  
1. No action     2.  Self-medication       3. Inform family member   
4. Across the counter/ pharmacy      5.Visit a private doctor  
6. Government facility    6. Vaid ( local healer)      7. Specialist   
8. Others (specify)……………………. 

 
37. What are the Reasons for not seeking health care? 
 

S.N Response Tick the 
answer 
know 

 S.N Response Tick the 
answer know 

1 Lack of time   7 Not necessary  
2 No idea about facility   8 Scared to inform family  
3 Social stigma   9 Fear of others finding 

out 
 

4 No money for 
treatment  

  10 Permission from 
partner/ family member 

 

5 Even without 
treatment illness 
becomes better 

  11 Others  

6 Family did not consent      

 
38. Health care seeking behaviour of patients from onset of STI symptoms 
 
 
 

Items 1st 
Action 

2nd 
Action 

3rd 
Action 

4th 
Action 

5th 
Action 

Provider Consulted 
1.Self medication 2.Private doctor   3.Local quack 
(traditional healer)   4.ISM & Homeopathy 5. 
Pharmacist   6.Community volunteer  7.NGO clinic    
8. Public sector doctor   9.Gynecologist    
10.Specialist   11. Others……. 

     

Reasons for going to provider:  1. Confidentiality   
2. Near distance  3. Lack of money      4. Faith and 
belief   5. Not aware of Government facility     6. 
Trustworthy   7. Others…( specify)…………..  

     
 

Distance to provider from residence 
1. < 1 Km   2. >+ 1 Km but < 5 Km   3. > 5 Km 

     

Who made the decision?  1. Self    2. Partner      
3.other family member     4. Friend/ Neighbour     
5.Others…( specify)………………. 

     

Time lag between onset of symptoms & seeking 
treatment   1.  within 2 days     2.  1 week        3.  1 
month     4.  > 1 month     5. not taken treatment     
6. Others( specify) 

     

Duration of under care of provider 1. > 1 week;  
2. 14 days;   3. 1 month ;    4. > 1 month 
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Examination done   
0 No exam 1. Abdominal examination    2. per 
vaginal examination     3. per rectal examination   
4. others ( specify)……… 

     

Investigations done     
0 no invest          1. Blood examination    
2.Ultrasound      3. HIV test       4. 2 or more       
5.Others…( specify)……….. 

     

Diagnosis made : 1. No diagnosis,    2. STI   
3.RTI……  4. HIV 5. Others ( specify)………… 

     

Approx expenditure for this action taken? 
Rs…………………….. 

     

Services received :  0. No services  1. Capsules      
2. Injections   3. Both   4. Homeopathy pills      
5.Faith healing   6. Vaginal douches    7.Counseling 
for abstinence during infection    8.  Counseling for 
partner notification    9. Blood test    10. Follow up 
advice    12.  Condoms others( specify)…………… 

     

Referred to  0 not referred 1. Private Hospital    
2. Govt hospital    3. VCTC     4.   Traditional 
healer     5. STI specialist     6. Gynaec specialist     
7. others ( specify)………………..  

     

 
LAST EPISODE 
39. Did you buy full course of medicines? 

1.Yes……….. 2. No………… 3. Others………… 
 
40. How long did you continue to take treatment? 

1. 3 days    2. One week        3. Two weeks     4. > 2 weeks. 
 

41. Did you complete the full course of treatment as per advise of doctor 
1. Yes ……….  2. No……….. 3. Stopped midway……… 

 
42. If No, Why did you not complete the full course of medicine? 

1. Costly   2. Felt better   3. Side effects   4. Forgotten   5. No time to take medicine           
6. Others……………….  

 
43. After taking treatment did you go for Follow up ?  1.Yes……  2. No…..…. 
 
44. Did you inform your partner about your symptoms?  1.Yes……  2. No…..…. 
 
45. If No-, then Why did not inform. 
1. Fear of partners reaction     2. No need to inform everything   
3. We don’t talk about such things    4. Fear of loss of earning   
5. Strained relations.    6. Others 
 
46. If YES  did your partner also attend the clinic for taking treatment:   

1.Yes………..   2. No…..……. 
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47. What was the Outcome of treatment? 

1. Cured  2. Improved   3. Status quo  
4. Worsened  5. Changed the provider   6. Others. 

 
48. Did you have any of these complications/problems?  
 
S.N Response Tick the 

answer 
know 

 S.N Response Tick the 
answer know 

1 Recurrence of 
symptoms 

  5 Hospitalized  

2 Persistent backache     6 Bed ridden     
3 Daily activities 

performance affected 
  7 Pain during sex  

4 Marital relations 
strained   

  8 others (specify  

 
49. When you had the symptoms what preventive measures did you take? 

1. None             2. Abstain from sex      3. Used condoms     
4. washed genitals regularly      5. others………………….. 

 
50. Who accompanies you for seeking services?  

a. Spouse/Partner    b. Other Family Member    c. Friend/ Neighbor     
d. Outreach Worker   e. Went Alone     f. Others 

 
51. Reasons for not consulting a public health care provider are: 

a. Timing not suitable   b. Doctors not cooperative    
c. Long waiting time        d. Lack of privacy      
e. Problem with confidentiality  f. No lady doctor       
g. Mark of shame      h. Only  bad  people go here   
i.  Poor quality of services    f. Partner/ family did not allow   
g. Others…………………………    

 
52. 52. Reasons for not seeking treatment for STI symptoms earlier are…….. 
 1. 
 2. 
 3. 

 

If referred to VCTC: 
 
53. Who referred you to VCTC? 

1. Self reported     2. Relatives and family members    3.  Private doctor    
4. Government health worker   5. Pharmacist    6. Partner     
7. Others ( specify)……….. 

 
54. What services were offered ? 

1. HIV   2.VDRL-(Syphilis) test   3. Pre test counseling  
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4. Post test counseling     5. Others……………. 
Risk perception for STI/HIV: 

 
 

55. Methods for limiting your family? 
1. Sterilization 2. IUCD 3. OC  4.Condom 5.No method 

 
56. If no method, reasons for not using any method? 

1 Not completed family     2  Sterilized      3. Condoms not available   
4 Trust my partner     5. Others. 

 
57. Do you use condoms during sex with your regular partner?  

1. Always  2. Sometimes  3. Never 
 
58. Did you use condoms the last time you had relations with your partner?    

1.Yes……  2. No…..….  
   
59. Do you know any person who is HIV positive or has AIDS? 

1.Yes……  2. No…..….  
 
60. Do you know anybody who has died of HIV/AIDS 

1.Yes……  2. No…..….  
 
61. Do you think STIs increase chance of acquiring HIV:   

1.Yes ……..  2. No ……..  3. Don’t Know ……..   
 
62. How do you think you acquired this problem?     

1. Through Sex   2. Otherwise  3. Don’t know 
   

63. Do you think sometimes these symptoms are suggestive of STIs .     
1.Yes ……..  2. No ……..  3. Don’t Know ……..   

 
 
 
 
 
 

Name & signature of investigator 
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