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ABSTRACT
Introdliction

Syndromic diagnosis of STIs/RTIs has been adopted as a simplified and cheap
approach. Many women suffer from reproductive tract infections (RTIs) including
STIs. WHO estimates that worldwide about 340 million new cases of curable
STIs/RTIs occur annually. Failure to diagnose and treat these infections at an early
stage may result in serious complications.

Method

“We conducted a cross-sectional study. We selected 27 clusters following
probability proportional to size from the 200 clusters (villages) and recruited 540
females from the rural areas of the Imphal East district, Manipur state, India, 2007.
We interviewed women with symptoms of STI/RTI to understand their treatment
seeking behaviour. We used a structured questionnaire.

Result

Prevalence of syndromic STI/RTI was 60%, discharges contributes 44%.
Prevalence was higher among young, poor and partners of the drug or alcohol users.
There was delay of 59 days (range: 1 day-5 years) to get the treatment. 39% of
syndromic patients first sought help for treatment from government health facilities
whereas 146 61% received treatment from private practitioners and 105(44%) of
women received treatment from unqualified private practitioners including the
traditional healers residing in their village.

Conclusion

STIs/RTIs are common and affects the vulnerable populations. They did not
seek treatment immediately. Many patients preferred traditional healers. Vulnerable
groups needs to be targeted for the treatment. These include lack of privacy, lack of a
female doctor, availability and accessibility of these facilities. STIs/RTIs detection
and management can prevent HIV transmission. So, it is necessary to educate women
about common symptoms of STIs/RTIs and need for treatment.

Key words:  Imphal East district, Manipur state, STI: RTI, traditional healer,
prevalence. )



1. INTRODUCTION

In 1999, the World Health Organization recommends that the term sexually
transmitted disease (STD) be replaced by the term sexually transmitted infection
(STI). Since the term has been adopted by a wide range of scientific societies and
publications.1 Many women suffer from reproductive tract infections (RTIs) including
sexually transmitted infections STIs. WHO estimates that worldwide about 340
million new cases of curable STIs occur annually,b 151 million of these infection occur
in south and south east Asia.> A large proportion of these infections occur among
women in the reproductive age.” In addition, among the cases of incurable viral STIs,
including an estimated 5 million HIV infections, occur annually. Surveys in family
planning and antenatal clinics in developing countries indicate that the prevalences of
syphilis, gonorrhoea and chlamydial infections range between 6% and 40%.> In many
countries, STIs are among the top five conditions for which men and women seek
care, representing a considerable drain on health services. STIs constitute a large
health and economic burden, especially for developing countries where they account
for 17% of economic losses caused by ill-health.* Although infection rates are similar
in both men and women, the burden of serious consequences of STIs falls mostly on
women and their infants. RTIs often cause discomfort and lost economic
productivity.5 Failure to diagnose and treat these infections at an early stage may
result in serious complications and sequelae, including pelvic inflammatory disease
(PID), infertility, fetal wastage, neonatal and infant infections, as well as ectopic
pregnancy, anogenital cancer and premature death.* There is a strong correlation
between the spread of conventional STIs and HIV transmission, and both ulcerative
and non-ulcerative STIs increase the risk of sexual transmission of HIV.>* Effective
management of STIs is one of the cornerstones of control, as it prevents the

development of complications and sequelae, decreases the spread of those infections
| 1



including HIV in the community and offers a unique opportunity for targeted
education about HIV prevention. Appropriate treatment of STIs at the first contact
between patients and health care i)roviders is therefore an important public health
measure. Traditionally, a presumed sexually transmitted infection has been diagnosed
by either clinical appearance alone or laboratory based test. Those can be
complicated, expensive and they commonly delay the treatment while test results are
awaited. Laboratory based diagnosis is often limited in resource poor country. For
these reasons, WHO recommends the syndromic management of STIs in patients at
primary healthcare level. This approach uses identification of STI patients based on
consistently recognized signs and symptoms including genital ulcer, urethral
discharge, vaginal discharge and lower abdominal pain. Management of STI/RTI
requires a client-friendly health care system that delivers the right type of care

according to the guidelines.

National AIDS Control Organisation (NACO) of India estimates that STIs
occur at an estimated rate of more than 40 million every year. The annual incidence of
STIs in India is 5%.° During 2005, the prevalence of HIV among the STI populatioh
was 6%.” Only 5% - 10% STI patients attend STI Clinics. Nearly 40% of all HIV
infections in India are among women. The control of STI/RTI is one of the important
strategies under the National AIDS Control Programme. Now, India is under the
National AIDS Control Programme (NACP) phase III. RTI management is a part of

the reproductive and child health (RCH) programme of India.

Manipur, one of the northeastern states of the Indian union, is geographically
very close to notorious drug producing “Golden Triangle”. HIV transmission in the
state has been mainly through fhe sharing of needles and syringes among injecting
drug users (IDUs). Manipur is one of the six high prevalence states of HIV/AIDS in

India.® In Manipur state, HIV positivity and VDRL reactivity among STI patients in
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2006 was 4.8% and 1.4% respectively. In Imphal east district, HIV positivity and
VDRL reactivity among STI patients in 2006 was 3% and 1% respectively. > The HIV
epidemic in the state is now affecting general population through sexual transmission.
As STI increases transmission of HIV, appropriate and timely treatment of these

infections is the key for preventing the spread of the HIV.

With this background, we conducted a community based study to (1) estimate
the prevalence of the RTI/STI symptoms among women in the rural community of
Imphal east district and (2) investigate the treatment seeking behaviour of women

with these symptoms.



2. METHODS

2.1. Study population

We conducted the study among women 15 to 49 years of residing in rural
areas of Imphal east district (2007 population: 84,885). We excluded women with

severe and chronic disease and mentally ill patients.
2.2. Operational definitions

We used syndromic approach to identify women with symptoms of RTI/STI in
the community and used the case definition given by the Indian National AIDS
Control Organization (NACO)."® We defined a case of RTI/STI as one who had one
or more of the following symptoms at the time of the interview: (1) abnormal vaginal
discharge, (2) dysuria, (3) lower abdominal pain, (4) ulcer in genital area, (5) swelling

in the groin and (6) other related syndromes.
2.3. Study design

We conducted a cross-sectional study of all villages in Imphal east district.
24. Sampling procedure and sample size

We considered all the villages in Imphal East district as clusters (n=200). We
selected 27 clusters following probability proportional to size. Within the selected
clusters, we randomly selected 20 household and interviewed one eligible woman
from each household. Assuming a prevalence of syndromic STI/RTI of 50%, planning
for a confidence coefficient of 95% and a confidence interval of + 5%, a cluster size

of 20 and a rate of homogeneity of 0.02, we calculated the ;ample size as 540.



2.5. Data collection

2.5.1. Information collected

We surveyed women to identify those with symptoms of RTI/STI. We
interviewed women with these symptoms to understand their treatment seeking
behaviour. We used a structured questionnaire to collect information regarding socio-
demographic details, obstetric history, sexual health/hygienic practices, current
STI/RTI symptoms and STI/RTI symptoms during last six months. From women
having STI/RTI symptoms at the time of interview, we collected information about

help and treatment seeking behaviours.
2.5.2. Data collection procedure

We translated the questionnaire into Manipuri, the local language. We pilot-
tested the questionnaire before the survey. We trained five female health workers for
data collection at the STI clinic, Imphal. Trained female health workers administered
the questionnaire. We interviewed each study subject for approximately 30 minutes.

We conducted the survey during September-November 2007.
2.6. Data analysis

We analysed the data using Epi Info 3.3.2. We divided the number of women
with syndromic STI/RTI by the number of women surveyed to calculate the
prevalence of STI/RTI. We calculated prevalence ratios and their 95% confidence
intervals to identify factors associated with STI/RTI including demographic variables,
socio-economic variables and obstetric history. We compared the mean number of

visits to private and government health facilities using an analysis of variance.



2.7 Human subject protection

The ethical committee of the National Institute of Epidemiology, Chennai,
approved the study. We obtained written informed consent from the study
participants. We ensured privacy when the questionnaire was administered. We
referred women with symptoms of suggestive of RTI/STI to the nearest government

hospital for treatment.



3. RESULTS

3.1 Demographic details

We recruited 540 women. The median age of the participants was 30 years
(range 30-35). Of the 540 females interviewed, 306 (57%) were Hindu, 480 (89%)
had their monthly income below Rs. 3000/-, 211 (39%) were employed and 454

(84%) were illiterate (Table-1).
3.2. Prevalence of syndromic RIT/STI

321 (59%) women reported that they had one or more symptoms suggestive of
RTI/STI at the time of the interview. Of these, 236 (44%) had vaginal discharge, 126
(23%) had urethral discharge and 110 (20%) lower abdominal pain (Table-2).

3.3.  Factors associated with symptoms of RTI/STI

The prevalence of STI/RTI symptoms was significantly higher among women
who were of 30 years of age or less [Prevalence ratio (PR)= 2.4, 95% confidence
interval (CI) = 1.9-2.9], had monthly income below Rs. 3000 (PR=1.9, 95% CI= 1.3-
2.7), had education below secondary school (PR=1.7, 95% CI= 1-1.4) and were non-
Hindus (PR=1.8, 95% CI= 1.6-2.1 (Table-3). The prevalence of STI was higher
among women who failed to conceive (PR=1.4, 95% CI= 1.3-1.7), had pregnancy
complications (PR=1.2, 95% CI= 1-1.5) or delivered at home (PR=3.5, 95% CI=2.3-
5.5). The prevalence of symptomatic STI was also higher among women who did not
wash their private part regularly (PR-1.3, 95% CI= 1.1-1.6), had sexual relationship
during menstruation (PR=1.4, 95% CI= 1.2-1.6) and those whose husband used drugs

or alcohol (PR=2.9, 95% CI=2.3-3.7), (Table-3.)



3.4 Treatment seeking behaviour of syndromic RTI/STI

Of the 321 women with symptoms, 241 (75%) reported that they received
treatment, while 80 (25%) did not receive any treatment. Of the 241 women who
received treatment, 72 (22%) went to government health facilities, 123 (38%) to

private health facilities and 46 (14%) to both government and private facilities

(Figure-l).

The seventy two women who received treatment solély from government
health facilities, ‘Went to these facilities 168 times (mean: 2.3, SD=1.1). The 123>
women who received treatment exclusively from private health facilities visited these
facilities 338 times (mean = 2.7, SD=1.1). The mean number of visits was
significantly higher among women who visited private health facilities (F=6.4,

p=0.01).

Of the 241 women who received treatment for their symptoms, 95 (39%) first
sought help for treatment from government health facilities including sub-centers,
primary health centers, community health centers and STI clinic attached to the
district hospital while 146 (61%) went to private practitioners. 105 (44%) of women
received treatment from unqualified private practitioners including the traditional
healers in the village. The mean duration of symptoms before the patients sought

treatment was 59 days (range: 1 day — 5 years).



4. DISCUSSION

The findings of our community based study among the rural population of
Imphal east district indicated that more than half of the women in the reproductive age
group were having symptoms of RTI/STI. These symptoms were higher among
women who were young, poor and those whose husbands used drugs or alcohol.
Women with ST/RTI symptoms received treatment after a median delay of two

months. Half of the women received treatment from unqualified private practitioners.

Several community based studies in India reported a high prevalence of
women with one or more symptoms of STI/RTIs. Those prevalence ranged from 53%
in Vellore, Tarnilnadu,11 55% in Gadchiroli, Maharashtra,12 61% in Mahindergarh
district in Haryana "> and 66% in Hoogly district in West Bengal.14 Therefore, the
high prevalence observed among women in Imphal east (59%) is comparable these
Indian studies. The HIV epidemic in Manipur is driven by intravenous drug users.
HIV prevalence among the intravenous drug users was 20%.” The presence of an
STI/RTI increases the risk of acquiring and transmitting HIV infection by three to five
times ' and bacterial vaginosis may be a co-factor for transmission, especially among
younger women. The prevalence of STI/RTI symptoms was higher among women
whose husbands used drugs. This finding suggests that HIV infection could spread
from the drug users to their sexual partners. Effective management of STIs/RTIs thus
would help prevent the spread of HIV infection from the drug users to general
population. However, typically, thé women with STI/RTT in our study were younger,
poorer and were close the injection drug users. This suggest that they could have a

harder time accessing health care.
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The length of time that individuals are infected with a given sexually
transmitted disease is an important determinant of its transmission dynamics. If sexual
activity continues to occur, then the longer an individual has an untreated sexually
transmitted disease, and the more opportunity he/she will have to transmit the
infection to others. The duration of infection is also important to the development of
complications. In Imphal east, one fourth of the symptomatic women did not receive
any treatment. Among those who received treatment, there was a treatment delay of
about two months. This delays in the context bf the local HIV epidemic is a public
health threat. It is necessary to educate women about the need for prompt treatment
for their symptoms also, making the public sector more “client friendly” may help

reducing the treatment delays.

More than half of the symptomatic women received treatment from private
practitioners, majority of whom were unqualified. These private practitioners reside in
the same village of the women. Easy aécessibility could be one of the reasons for high
use of the private sector. Studies conducted in India identified several factors
associated with lower utilization of public health facilities for STI/RTI treatment.
These include lack of privacy, lack of a female doctor, availability and accessibility of
thesé facilities. However, further studies are needed to understand the reasons for

lower utilization of public health facilities in the district of Imphal east.

Our study had one major limitation. We estimated the prevalence of RTI/STI
based on the symptoms and did not conduct clinical examination of symptomatic
women. In conclusion, RTI/STI are common among the women in rural areas of
Imphal east district, affecting the poor women and partners of drug or alcohol users.
Symptomatic women do not seek immediate medical help for treatment. Many
patients prefer informal, private sector whereas the public sector does not attract many

RTI/STI patients. Based on our findings, we can propose several recommendations
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for prevention and control of RTIs/STIs in Imphal east district. First, it is necessary to
invest in RTI/STI detection and management to prevent spread of HIV. This would be
especially useful among women who are below poverty line and whose partners are
drug/alcohol users. Second, it is necessary to educate women about common
symptoms of RTI/STI and need for treatment. Third, we must encourage unqualified
providers in management and referral of symptomatic women. Fourth, we need to

investigate reasons for lower utilization of public health facilities.

11
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Table 1: Socio-demographic characteristics of study participants,

Imphal East district, Manipur state, India, 2007

Characteristics No. %

Age’ <20 56 10
21-29 198 37
30-44 255 47
>45 31 6

Religion Hindu 306 57
Non-Hindu 234 43

Education Tlliterate' 454 84
Literate 86 16

Occupation Employed 211 39
Unemployed 329 61

Monthly income*  Above Rs. 3000 60 11
Below Rs 3000 480 89

~* National AIDS Control Organisation, HIV sentinel surveillance, India.
" Below 12" standard
* Personal income



Table 2: Prevalence of syndromic reproductive tract infections / syndromic sexually

transmitted infections, Imphal East district, Manipur state, India, 2007

Current Last six months

Symptoms® Total % Total %

Genital ulcer 11 2 15 3
Vaginal discharge 236 44 238 44
Urethral discharge 126 23 100 19
Swelling in the groin 35 7 34 6
Lower abdominal pain 110 20 129 24
Others 10 2 5 1
Total STI symptoms 321 59 331 61

$ Some had more than one symptoms




Table 3: Prevalence of syndromic RTIs/STIs among study populations according to selected characteristics,
Imphal East district, Manipur state, India, 2007

Prevalence of disease
; Among exposed Among unexposed Prevalence 95% Confidence
Characteristics # Total % # Total % Ratio Interval
Demographic Age below 30 years 253 330 77 68 210 32 24 1.9-2.9
Non-Hindu 187 234 80 134 306 44 1.8 1.6-2.1
Unmarried 210 349 60 111 191 58 1.0 0.8-1.2
Socio-economic Used of drugs/alcohol by husband 192 226 85 50 172 29 29 2.3-3.7
Monthly income below Rs. 3000”/BPL 301 480 63 20 60 33 1.9 1.3-2.7
Education' 117 175 67 204 365 56 1.2 1.0-1.4
Unemployed 204 336 61 117 204 57 1.1 0.9-1.1
Personal hygiene  Sexual relationship without condom 13 13 100 24 35 69 1.5 1.2-1.8
Sexual relationship during menstruation 38 48 79 203 350 58 14 1.1-1.6
Not washing private part regularly . 51 67 76 270 473 57 1.3 1.1-1.6
No change of cloth during menstruation 21 36 58 300 504 60 1.0 0.8-14
Not use of sanitary napkins during menstruation 138 224 62 183 316 58 1.0 0.8-1.1
No bath during menstruation 89 139 64 232 401 58 09 0.8-1.0
Obstetric history ~ Delivered at home 189 259 73 16 77 21 35 2.3-5.5
Treated for infertility 52 63 83 191 335 57 14 1.3-1.7
Pregnancy complications 163 248 66 80 150 53 1.2 1.0-1.5
Current pregnancy 17 30 57 226 368 61 0.9 0.7-1.3
No children 27 41 66 215 357 60 1.0 0.9-14
Delivery in the last six months 24 38 63 218 361 60 1.0 0.7-1.2

™ Personal income
" Below 12" standard



Figure 1: Treatment seeking behavior among women with syndromic RTIs/STIs,

Imphal East district, Manipur state, India, 2007

B Government
B Private
O Government and private

ElNo treatment sought




ANNEXURE 1

Questionnaires for the prevalence study of STI/RTI based on syndromic
approach and treatment seeking behaviors among women in the
reproductive age group, Imphal East district, Manipur state, India, 2007.

I am a MAE scholar from National Institute of Epidemiology, Chennai, India, now posted at
Imphal East district, Manipur state. I am carrying out a study to estimate the prevalence of
STI based on syndromic in Imphal east district. The study findings will be used
to make recommendations for interventions. No names will be taken.

All data will be handed with strict confidence.

Cluster No. Name of the village Study ID No.
Date of Interview Interviewer’s Name: Consent:
(dd/mm/yyyy) 1.YES 2.NO

FORM NO. A: I would like to ask few questions about you:

Q. 1. How old are you?
Years
Q. 2. What is your religion? Tick one only
1. Hinduism 2. Islam/Muslim 3. Christian 4. Others
Q. 3. What is the highest level of education you attained? Tick one only
1. Illiterate 2. Literate and till 5th 3. Till 12® 4. Graduate and above
Q. 4. What is your occupation? Tick one only
1. Agriculture/Unskilled Worker 2. Driver/Cleaner 3.Industrial & Factory
worker
4. Hotel staff 5. Service/office work 6. Business 7. Unemployed
8. Student 9. Housewife  10. Labour
Q. 5. What is your average monthly household/ family income? Tick one only -
1. Nil 2. < Rs.500.00 3. Rs 500 to Rs 1500
4. Rs 1500 to Rs 3000 5. Rs3000.00 to Rs 5000 6. > Rs 5000
Q. 6. Are you Tick one only
1. Unmarried 2. Married 3. Never married 4. Separated/Deserted
5. Divorcee 6. Widowed
If unmarried, go to Q. No. 13 to Q.No. 16, then continue from Q. No 19 onwards.
Q. 7. What is the occupation of your husband? Tick one only

1. Agriculture/Unskilled Worker 2. Driver/Cleaner 3. Industrial & Factory worker
4. Hotel staff 5. Service/office work 6. Business 7. Unemployed
8. Student 9. Labour

19



FORMB. I would like to ask few questions about your personal or family:

PERSONAL/FAMILY HISTORY

Q. 8. Is your husband used like Tick one only
1. Alcohol  2.Ganja  3.Heroin 4. SP Tablet 5. None

Q. 9. How many children do you have?
Tick one only 1. None 2.0ne 3.Two 4. More than
two

Q. 10. When was your last childbirth?
Tick one only 1.Nochild 2.6 months 3. 6-12 months 4. More than one
year

Q.12. Are you pregnant now? 1. Yes 2.No.

Q.13. Did you suffered from inability to conceive or pregnancy? 1. Yes 2.No

Q. 14. Did you suffered once or more the followings in your life? Tick one only
1. Abortion/miscarriage 2. Termination of pregnancy
3. Still birth 4. Ectopic pregnancy 5. None

Q. 15. Where you delivered your children(s)? Tick one only
1. Home 2. Hospital/Health centers

Q. 16. Do you take bath everyday during menstruation period? 1. Yes 2. No
Q. 17. Do you change your cloths (undergarments) daily during menstruation?
1. Yes 2. No

Q. 18. Do you use sanitary napkins during menstruation? 1. Yes 2.No
Q. 19. Do you wash your private parts regularly? 1. Yes 2.No
Q. 20. Do you have sexual relationship during menstruation? 1. Yes 2.No
Q. 21. If yes to Q. No. 17, Do you use condom during sexual relationship?

- 1. Yes 2.No

FORM NO. C: C.1. a. PRESENT SYMPTOMS

Identification of symptomatic STIs /RTIs

Q. 22. Now, do you have any of the following problem/s now? (Please tick
against the SI. No.” ------- Yes/ No )

Q.22.1. Genital ulcer: Sores, blisters or ulcers in the genital area 1.Yes | 2.No

Q.22.2. Vaginal discharge: Foul smelling, discharge (watery or pus or white) | 1.Yes | 2.No
with itching from genitals ’

Q.22.3. Urethral discharge: Pain or burning sensation during urination and a | 1.Yes | 2.No
feeling to pass urine often, itching, burning in the genital area, discharge

Q.22.4. Lymphadenopathy: Swelling, rashes on the genitals or surrounding | 1.Yes | 2.No
area or Hip pain, swollen lymph glands in the groin

Q.22.5. Lower pain abdomen: Continuous pain in genitals & lower abdomen | 1.Yes | 2.No
or pain during sexual intercourse

Q.22.6. Misc: Pubic lice or scabies 1.Yes | 2.No

Q.22.7. If yes to any of the Q above, the subject has STI/RTI symptoms 1.Yes | 2.No

** Sometimes woman complains of more than one disease. If the complain is more than one, tick all
the relevant complains
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C.1.b. PAST SYMPTOMS (Tick one only)

Identification of symptomatic STIs /RTIs

Q. 23. Now, do you have any of the following problem(s) in the last six
months? (Please tick against the SI. (s — Yes/ No)

Q.23.1. Genital ulcer: Sores, blisters or ulcers in the genital area 1.Yes | 2.No

Q.23.2. Vaginal discharge: Foul smelling, discharge (watery or pus or | 1.Yes | 2.No
white) from genitals

Q.23.3. Urethral discharge: Pain or burning sensation during urination and a | 1.Yes | 2.No
feeling to pass urine often, Itching, burning in the genital area, discharge

Q.23.4. Lymphadenopathy: Swelling, rashes on the genitals or surrounding | 1.Yes | 2.No
area or Hip pain, swollen lymph glands in the groin :

Q.23.5. Lower pain abdomen: Continuous pain' in genitals & lower | 1.Yes | 2.No
abdomen or pain during sexual intercourse

Q.23.6. Misc: Pubic lice or scabies 1.Yes | 2.No

Q. 23.7. If yes to any of the Q. above, the subject has STI/RTI symptoms 1.Yes | 2.No

FORM D HELP AND TREATMENT SEEKING

Q 24. Sources: For your symptoms, from which of the following sources did you seek help?

a. Home remedies, self care, family or non-professional friends 1.Yes 2.No
b. Purchased the medicine from Pharmacy shop 1.Yes 2.No
¢. Health worker 1.Yes 2.No
d. Primary health centre or sub-centre 1.Yes 2.No
e. Government hospital 1.Yes 2.No
f. Private hospital 1.Yes 2.No
g. NGO-health camp v 1.Yes 2.No
h. Private practitioner-Allopathy 1.Yes 2.No
i. Private practitioner-Specialist 1.Yes 2.No
J. Private healer-traditional medicine(Local Quake) 1.Yes 2.No
k. Homeopathy 1.Yes 2.No
1. Others-specify 1.Yes 2.No
Q. 25. Sequence of providers consulted (on the basis of the Q. No. 21)

Sequence alb|c|d|e|f glh|i|j|k]|I

Provider type (above list)

Number of visits

Q. 26. What was the first help you sought for this problem outside your home, other than
from friends or family?” Enter First help seeking from above list, ONE only
(aside from self-care, family-friends):

" Sometimes woman complains of more than one disease. If the complain is more than one, tick all the
relevant complains
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Q. 27. “How long was it after your problem began that you first gone there for help?
1. Years: 2. Months: 3. Weeks: 4. Days:

Q. 28. How many times did you go?” (no. of visits)
1.Once 2.Twice 3.Thrice 4.More than thrice

Q. 29. “For how long did you go there?”
1. Years: 2. Months: 3. Weeks: 4. Days:

Q.30. Did you go to any government health facility for treatment of this problem?
Tick only one
1. Yes 2. No.

Q.31. Which government facility did you go to? Tick only one
1. Sub-centre 2. PHC/CHC 3. Medical College 4. District Hospital

Q. 32. Do you want to get treatment now? 1. Yes 2. No

FORM F. I would like to ask you now about your perception of the availability of
the health/treatment services (Perception of availability- to all the participants)

Q.33. Where do you think treatment for these ailments are available? Tick one only
1. Govt. hospital 2. Private hospital 3. Local quacks/traditional healer

Q.34. Where is the residence of the local quacks/traditional healer?
1. Within my village 2. Outside my village

Q.35.What is the distance of the nearest government health facility/treatment centre from your
house? — Kms

Q.36. What mode of transportation is needed to go to the health facility? Tick one only
1. Walking 3. Jeep/Auto 3. Bus 4. Rickshaw 5. Private vehicle

Q.37.What is the cost of travel to your nearest health facility? Rs.

Q.38. Whom do you feel more comfortable talking to in the Health facility?  Tick one only
1. Health Worker 2. Doctor 3. Nurse 4. None

Q.39. How would you prefer to talk with HW/Doctor? Tick one only 1. Alone 2.In a group

Thank you very much for your valuable time.
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ANNEXURE -2
Consent form

Greetings/Namaskar,

We are a team from Health Department, Government of Manipur. We are conducting a study on
sexually Transmitted Infections among the women of Imphal east district, Manipur. The participants
will be explained about the objectives, method and the risks and benefits of the proposed study, as well
as their role in the same, and written informed consent taken from them. In case of those who are not
literate, the same will be read out in Manipuri language to them in the presence of a literate witness,
whom they know. The signature of the cases as well as that of the witnesses will be taken on the
consent form. In cases of minor, either parents or guardians will be obtained the consent

In the present context, due to lack of knowledge and treatment seeking, lots of Sexually Transmitted
Infections spreading from it create a serious health problem to the society. It was heighten due do
ignorance and negligence of the diseases. Such problem is facing by lots of women in our society.
Small germs cause these diseases. The disease gets into our body through contact and once there is
infection, it can even permanently deform our body. Not only this, it will incur lots of financial
problem to the family to get it treated. You or any of the family members might have suffered with
these diseases. You should not fell any while disclosing your problem. If you had taken preventive
measures and treated beforehand, you might not have suffered with these diseases. For the prevention
of the Sexually Transmitted Infections problem in Imphal east district of Manipur state, we would like
to understand the magnitude of this problem and the treatment seeking behaviour of women with
Sexually Transmitted Infections. It is true that it can be treated and prevented. If you want to talk
separately, we will arrange a convenient place for you. If you want help from the heath personnel, we
are ready to refer to the nearest health centre.

In this field we are coming to investigate Thus, between you and we need to ask simple question who

have contracted with it and to persons who did not. Within three months time it will be completed.
Taking part in this is voluntary. You can choose not to participate. Answering the entire question will
take about 30 minutes of your valuable time. At any junction, you can stop answering to question
without giving any reason thereof. This will not affect your rights to health care with medical unit or
any other right. It is not compulsory to answer all the questions; option for specific answer is also
accepted. To make our investigation successful, we need your free and frankness in answering our
questions. However, taking part in the survey may benefit to the community, as it will help to
understand the problem, its causes and potential solution. When the results have been analyzed, a report
will be tabled before the village Panchayat’s, Pradhan, state and central government health authority.
This will definitely give awareness of Sexually Transmitted Infections to the general mass. The
information we will collect in this survey will be completely confidential. They will be informed that
no compensation will be paid to them for participating in the study.

If you wish to find out more about this survey before taking part, you can ask me all the questions you
want. You can also contact Dr. S. Ibungochouba Singh, Principal Investigator, MAE
Scholar, National Institute of Epidemiology, Chennai, Ambattur. Residence:
Lairikyengbam Leikai, Imphal East, Manipur State, India. Phone: 0385-2423178,
Mob. +919436038307

“I have read the forgoing information or it is has been read to me. I have had the opportunity to ask
questions about it and my questions I have asked have been answered to my satisfaction. I consent
voluntarily to participate as a participant in this investigation and understand that I have the right to
withdraw from investigation to anytime without in any way it affecting my further medical care”.

Name Signature

Date Witness

(Consent and signature should be collected from a parent / guardian in case of minors)
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ANNEXURE - 3

eSS ¢

QI WAF TN IO ENDAEA MSSPRF | srawatin wegwr CaAfsAr A /et
AT A e s AfdE gufdmedr Asaf | QEIIEAT AIRARERAT 7T ShwmI, GrIRE
<fRERT S, St FACHINT ST TG T AT OIS (TN SCAan S et |
TR ATRRRfAT 29 IfST Iwawt 1 offt SRR ENSfReal TR AT CHCE | STRwa S
W ot |

RGP B B, W @31 SIS wbwm A /o e AR wwm c@-a
TP, I Tl SO CorR o1 Prafd | AR s (et ew@l wfee eieeema
R RFEERY e TRBERAT (ARPef | SRR e AT pa 2R s ¥|qw
XIS IR SSCARFPY BIR AT RN (T | SCIAW] CoPelT FIHT 52T ST SR-T=30 e~
WA R SR SN 83F@ e | S SO A9, SF3aWel TRCTRRAAL, SIS
S9N | TR Fea TREENAT TR TRAT (AR EHRGAT FACTRIMA | TI9 ST &0 ST
AT A /AR AN AZACY ST FIF A A GHII ZFIN T QRS AR
e | AERY, AR ST AT STRAPT SIS TG NS GHRAT AT (AR AR
TRAT T3 | T QTR SRl C31R3%] TP BIAT W S ZANDT, Sl IR A Il
=11 FANCIRHG SIFHAI |

Y 82T, AT ST GCIRA SEF AR KT AISYW AT [ YRR WG | 2w
st/ qfRcag. saan oo, Tkgef Qe wges w3 Smen Sewwet e Tow 4RA1%
& (et | 2Rereell TR YWIRCel/YRRCAE, TS (TS (OIFBCol FITI S SeArg | gt
TR SCRINAN ST SRR S l-FICRRIA awnl SCaRA PITaIS | (oaeg GTRIEAN A (BT 7R
T AT BFINTAS SICHIHT TN RIS, (O 2T AT YT | 7[FCE oz =16 A
el PIRERAl C5eR, WCST FIWT GITAHCS AN TITHT WIONS, CIZTT FIFAT ¥AT T2
Tolfey 2T QAR AR | A ACAAT AT S WO FAN SR QAN T, RN
IO AN ABICIST AN YR, Fol S TP S (FH AR YARAT EHARAT FIAm
AT W2GTF | o SBA9l QI AN Reegefl AN Iqw I} I st |

I A2 43T SN AR IRCEAT {RfARAT-2RFI9N WSTI] SAW SFHF | WA Ol
TfERaf S AeRar T s smfy |

Dr. S. Ibungochouba Singh, Principal Investigator,
MAE-FETP Scholar, 6 Cohort, National Institute of Epidemiology, Chennai, Ambattur
Residence : Lairikyengbam Leikai, Imphal East, Manipur State.

Ph. 0385-2423178, Mob. +919436038307
AT #AfRRT ACAET ST A AT | @R @R G2 Seg AR ST g oigr =
<A1 SN ST T YNRAT SAGAN DIl AT FSEAOT AN AI2IS FA ZRAT @S | S FAl
TS AR ST PIe@st TR ST O =16 [ /AeA1s Qi 205 g syl w1- e
([N ST ST AP T SZAT ] TN P2 Fael (| |
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ANNEXURE 4

Household identifier collection form

HOUSEHOLD ID: Name of the household head
Household address: Landmarks:

ID1 name: ID2 name:

ID3 name: ID4 name:

Participants referral slip

Name:

Age:

Sex:

Address:

Marital status:

Occupation:

Present complain:

Principal Investigator:
Dr. S. Ibungochouba Singh

Signature of the health worker
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Review of Literature




REVIEW OF LITERATURES

1. Introduction

The term “Sexually transmitted disease (S.T.D.)” is used for all infections that
are transmitted mainly through sexual contact, during unprotected vaginal, anal or
oral intercourse. Some are also transmitted from mother to child'before, during birth,
and through unsafe blood, blood products, donated organs or tissue and contaminated
needles.' There are more than 20 infections cover under STI or STD including HIV
infection. The mode of transmission of both HIV infection and other sexually
transmitted infections is same including the sexual transmission. The World Health
Organization recommends that the term sexually transmitted disease F(STD) be
replaced by the term sexually transmitted infection (STI) and has been adopted since
1999 as it better incorporates asymptomatic infections. In addition, the term has been
adopted by a wide range of scientific societies and publications.2 The older
terminology of "venereal diseases"‘ (VDs) largely has been superseded in the past 50
years by "sexually transmitted diseases" (STDs), and more recently by "sexually
transmitted infections" (STIs).3’ 4 To some, venereal diseases came to be viewed as a
narrow and pejorative term limited to gonorrhea, syphilis, chancroid,
lymphogranuloma venereum, and granuloma inguinale, and related VD control laws.
The term sexually transmitted diseases more easily incorporate the many newly
discovered sexually transmitted agents and syndromes.” Biologically, STIs are
defined by 4 major categories: genital ulcer diseases, human papillomavirus (HPV),

genital discharge diseases, and HIV.®
2.  Global scenario

As per World Health Organization (WHO) during 1999, about 340 million
people aged 15 — 49 years suffered from sexually transmitted infection (STI) like
syphilis, gonorrhea, Chlamydia and Trichomoniasis etc. world over. Globally, burden

of STDs excluding HIV in DALYs estimates in 2002 in both sexes was 1%, female
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estimate was 1%. The highest was syphilis among male was (0.3%) but Chlamydia
was highest in females (1%). Burden of HIV estimates in 2002 in both sexes was 6%,
female estimate was 6%.’ Sexually transmitted infections (STIs) constitute 75-85%
of the estimated 340 million annual new cases of curable STIs, and STIs account for
17% economic losses because of ill health.® During 1999, the largest number of new
infections occurred in the region of South and Southeast Asia and 151 million STI
cases (44%) were from South and Southeast Asia, sexually transmitted infection (STI)

like syphilis, gonorrhea, Chlamydia and Trichomoniasis.’
3. Prevalence of sexually transmitted infections -

Sexually transmitted disease transmission, prevalence, and disease burden are
not shared equally between the sexes. Because of economic, biological, and social

11" women are more susceptible than men for the acquisition of HIV and

factors,'
other STIs. In Western Pacific, studies amongst pregnant women have shown a
prevalence rate that ranges from of 5.7% in Thailand '* up to 17% in India. B One
study in a rural population of reproductive age group in Papua New Guinea showed a
prevalence rate of 26%, 59% of the women had at least one STL'* As many as 70%
of the study male participants were unable to mention even one symptom of an STI.
Poor treatment-seeking behavior was also observed. The actual prevalence rate in the
general population might be higher due to the likelihood of presence of an
asymptomatic infection.”” In a community based study at selected villages of
Mahindergarh district in Haryana, India. Sixty-one percent women reported
symptoms of RTIs. Eighty-nine percent of women who reported symptoms of RTIs
had not consulted anyone for their problem prior to their village based camp. Only
42% symptomatic and 24% asymptomatics.'® Vaginal discharge was the most
common genital syndrome (38%)."” At least one STI syndrome was noted in 25% of
the women subjects; vaginal discharge was the most common and found in 38% of

women.'® In a clinic based study Kampala, Uganda, 21% of the females and 13% of

the males had at least one STL 19
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4. Factors to increase the risk of transmission

Certain factors influenced the transmission, they are biological and
behavioural. Biological factors are young age of females, immune status of the host
and the virulence of the organism. Behavioural factors are known as "risky". Risky
behaviours include the following: personal risky sexual behaviours of partner(s),

social factor.”%°

S. Vulnerable populations

Several authors identified different populations include: (a). Sexually active
teenage girls, (b). Sex workers and their clients and (c). Men or women who have
multiple sexual partners, men or women whose jobs separate them from their regular
sex partners for long periods of time, such as long-distance drivers, soldiers and

1,21

migrant workers. Substance abuse, sex work, and STIs are closely connected. 22,

2 2% and documents the association of substance abuse, especially the abuse of

alcohol and drugs, with STIs. 25

6. Correlation to HIV/AIDS

Globally, the most important mode of spread of HIV epidemic is through
heterosexual transmission.”® Sexually transmitted infections and HIV infections are
both closely correlated to the same risk behaviour.”” ?*?° Some studies have focused
attention on the relationship between HIV infection and other STIs.>*3! The presence
of an STI increases the risk of acquiring and transmitting HIV infection by three to

five times,3 2

and bacterial vaginosis may be a cofactor for HIV transmission,
especially among younger women.> Increased incidence of HIV infection has been
found in people with genital ulcer disease (GUD), indicating that GUD increases

31,34 and increased rates of transmission of HIV

susceptibility to HIV infection.
infection have been found with co-exposure to GUD and HIV infection, indicating
that GUD increases infectiousness of HIV.>> *® Sexually transmitted infections and
other reproductive tract infections (RTIs) have received considerable attention since
the advent of the HIV/AIDS epidemic,37’ 38 as well as studies demonstrating reduced
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transmission of HIV with improved treatment of STIs.*> * Increasing evidence
suggest that many sexu'ally transmitted infections significantly enhance the

acquisition and transmission of HIV. *'

7.  Stigma

Stigma is defined as an undesirable attribute in a person that is viewed as
setting that person apart from the rest of society.”> ¥ Shame is an intense negative
emotion that results from a person experiencing failure in relation to personal or other
people’s standards, feeling responsible for that failure, and believing that the failure
reflects an inadequate self.** ** Sometimes referred to as “self stigmatization,” itis a
reflection of a person’s acceptance of the negative aspects of stigma.*® Although it can
occur privately, shame has also been described as an affective reaction that follows
public exposure of some deviation from accepted norms. 44,47

“Stigma is a term that involves both deviance and prejudice but goes beyond
both. Stigma involves perceptions of deviance but extends to more general
attributions about character and identity. Stigma is more inclusive than prejudice
because it involves individual-based responses to deviance, as well as group-based
reactions as a function of category membership. Because stigma is socially defined,
there is considerable variation across cultures...” (Dovidio, Major, and Crocker, 2000,
p. 5).** The threat of the stigma associated with sexually transmitted infections is an
integral tool of clinical and public health approaches and genital herpes no
exception.*” The perception of stigma was an important barrier to limiting the spread
of HIV and STI in sub-Saharan Africa. Although communities perceive stigma in
different ways, individuals with STIs often anticipate feelings of rejection and shame
that lead to long delays in seeking health care.’® > Recent findings support the view
that stigma and shame associated with STIs are important barriers to appropriate

diagnostic and treatment services.>>

8. Health and treatment seeking behaviour

According to Kasl and Cobb’s (1966) “illness behaviour”, health seeking
behaviour can 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. Health seeking behaviour should be distinguished from the
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broader concept health behaviour, defined by Kasl and Cobb as any activity
undertaken by individuals who see themselves as healthy for the purpose of
preventing disease or detecting it in an asymptomatic stage. 33 According to Moses
and colleagues (1994) report from Kenya, 27% had sought treatment elsewhere earlier
in the same episode of an STI, and other sources included other public sector clinics
(38%), private clinics (39%) and the informal sector (24%). The last group included
pharmacists, traditional practitioners and drug peddlers. The author report: “The main
reasons given for having sought care in the private medical or informal sectors were
convenience of access and perceived greater privacy.”(Moses et al. 1994:1949).
Sexual health and sexuality issues are often difficult for many youth and adults to

discuss openly. 53

Delay in treatment seeking and obtaining diagnosis and treatment can allow
for continued transmission and the greater probability of adverse sequelae.’> >
Delays may be attributed to a preference for traditional healers who are still viewed
by many as having the best treatment for STIs even though the efficacy of such
treatments remains unproved.54 The low health seeking behaviour is another problem
due to stigmatization of STDs. This is specially the case where STD care is provided
éasily identified specialists STD clinics. Shame is often associated with having an
STD.*! Sexually transmitted infections remain asymptomatic in women, and detection

and treatment are often delayed as a result.”®

The availability of multiple sources of care, combined with uncertainty about
symptoms, stigma surrounding STI and direct problems of access and affordability
may lead to considerable delays in diagnosis and treatment in Ethiopia had symptoms
for over a week, with 40% already on some form of treatment (Feleke et al. 1990).56
The median reported time with STI symptoms before coming to the STI clinic was 14
days (range 2 days to 4 years), with 53% of all patients having taken some form of
medication before coming to the clinic. The most frequent single source of medication
was the traditional healer (37%). The majority of STI clients (83%) who had seen a
traditional healer residéd in Villages.57 There were delayed seeking care for at least
one week after the onset of symptoms. However, there were many participants who
waited much longer, such as a few months in several cases to over a year among a few

cases, before seeking clinical care for their symptoms. 58
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Since over half of all STI clients, had first received medication at a source
outside the official STI clinic, these different sources could be targeted to improve
STI management and reduce delays in effective treatment.” A large proportion of the
patients had sought treatment in public and private sectors before attending the clinic
for STIs. Women waited longer than men to seek medical care.’’  Patients with
vaginal discharge preferred traditional healers and pharnrlacist.61 Men sought
treatment for STI symptoms faster than women, with 68% of men seeking treatment
in a week or less, compared to only 35% of women (log rank test: p value ,0.001).2
The level of treatment seeking reported is high and the government clinics or
hospitals are the main providers of treatment, although genital ulcers, sores or blisters

are more likely to be reported to traditional healers than other types of symptoms.5

9. Sequelae

Sexually transmitted infections (STIs), including HIV, continue to present
major health, social, and economic problems in the developing world, leading to
considerable morbidity, mortality, and stigma® and ranked as top five categories of
diseases in adults seeking health-care services.” The prevalence rates apparently are
far higher in developing countries where STI treatment is less accessible.® The
spread of sexually transmitted diseases (STDs) has been called a "hidden epidemic".67
Sexual transmission accounts for a majority of cases of human immunodeficiency
virus (HIV) infection worldwide.®® G8 leaders have set ambitious target for reducing
the global burdens of disease cause by tuberculosis, malaria, and HIV/AIDS by 2010,
but why does violence against women, a massive cause of morbidity and mortality,
remain overlooked by governments? Violence against women is the extreme end of a
sliding scale of discrimination and prejudice against women, and must be addressed
as a priority by government if we are to achieve a just world. But, first, doctors and
other health-care professionals need to face up to the problem and debate a strategy to

deal with it.% STIs remain a major public health challenge in the United States.”

Sexually transmitted infections are a major global cause of acute illness,
infertility in men and women, ectopic pregnancy, cervical cancer, premature
mortality, congenital syphilis and fetal wastage, low birth weight, and prematurity and
ophthalmia neonatorum, long term disability and death, with severe medical and
psychological consequences for millions of men, women and infants. 65 million

people living with an incurable STL7>™ Untreated STIs can result these outcomes.”
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Women suffer more frequent and more serious STI complications than men
do. Among the most serious STI complications are pelvic inflammatory disease
(PID), ectopic pregnancy, infertility, and chronic pelvic pain.”* Women are
biologically more susceptible to infection when exposed to a sexually transmitted
agent. Often, STIs are transmitted more easily from a man to a woman.”” RTIs often
cause discomfort and lost economic productivity.’® The most serious long-term
sequelae arise in women: pelvic inflammatory disease (PID), cervical cancer,
infertility, spontaneous abortion and ectopic pregnancy, the latter of which may lead

to maternal death.”’

Presence of STI/RTI increases the risk of HIV infection by 8-10 times. Multi
partner sex, IDUs, early marriage, violence and sexual abuse against women increase
their risk to HIV. New infections are occurring in married women who get infected by
their husband.”” Studies of the worldwide human immunodeficiency virus (HIV)
pandemic link other STIs to a causal chain of events in the sexual transmission of
HIV infection.” A person infected with HIV may be asymptomatic and may transmit
the disease to another person. Identifying and treating partners of persons with curable
STIs to break the chain of transmission in a sexual network always have been integral
to organized control programs.

The risk of tubal infertility in women who reported at least one episode of
gonorrhea after their last pregnancy. The relative risk of tubal infertility was also
higher among women who reported a history of trichomoniasis or genital warts.®
Chlamydia is generally an asymptomatic infection; therefore, it is less likely to be
treated in early stages and can exert a great toll on infected women. Of untreated
women, 40% develop pelvic inflammatory disease.®* Pelvic inflammatory disease can
lead to permanent damage of the female reproductive tract, including the fallopian
tubes, uterus, and surrounding tissues, with chronic pelvic pain, infertility, and
potentially a fatal ectopic pregnancy.®> 8 3 858  Of women with a single infection
of pelvic inflammatory disease, 20% will experience chronic pain, 9% will have an
ectopic pregnancy, and 8% will become infertile.®” Pelvic inflammatory disease is

responsible for 15% of all infertility.*®
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Women with past chlamydial or gonococcal infections or both were
significantly more likely to have bilateral tubal occlusion. The majority of women
with bilateral tubal occlusion reported no history of pelvic inflammatory disease
symptoms. Other infertile women had a prevalence of C. trachomatis antibodies
(60%), which was similar to that of patients with bilateral tubal occlusion (71%).%¥
Previous termination of pregnancy, history of sexually transmitted disease and
number of sexual partners were identified as risk factors for seropositivity and tubal
disease. Screening of women attending the infertility clinic for C. trachomatis
infection of the cervix, and that testing these patients for chlamydia antibodies may

also be useful in planning further investi gation.go :

Many STIs have asymptomatic carriers, more than 50% of women with
gonoccocal infection are asymptomatic thus there is no incentive to seek health care.*! |
Women have a greater than 3 times higher rate of contracting chlamydia than do
men,”’ which may be due to the increased number of women who are screened for
the disease. As many as 85 percent of women and up to 50 percent of men with

9293949 n a study of pregnant women attending the

chlamydia have no symptoms.
“emergencia gynaecologia” of the Hospital Escuela Oscar Darilo Rosales Arguello
(HEODRA), antibodies against HIV were not detected in any of the women
(prevalence, 0%; 95% CI, 0.0-0.3), whereas antibodies against 7. pallidum were
detected in 16 (1.5%). Risk factors for syphilis included illiteracy, lower education,

and two or more pregnancies. *°

Many STIs have asymptomaﬁc carriers, more than 50% of women with
gonoccocal infection are asymptomatic thus there is no incentive to seek health care.*
Women have a greater than 3 times higher rate of contracting chlamydia than do
men,”  which may be due to the increased number of women who are screened for
the disease. As many as 85 percent of women and up to 50 percent of men with
chlamydia have no symptoms.”® % 19101 1, 5 study of pregnant women attending the
“emergencia gynaecologia” of the Hospital Escuela Oscar Darilo Rosales Arguello
(HEODRA), antibodies against HIV were not detected in any of the women
(prevalence, 0%; 95% CI, 0.0-0.3), whereas antibodies against 7. pallidum were
detected in 16 (2%). Risk factors for syphilis included ill@teracy, lower education, and

fwo or more pregnancies.loz
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Furthermore, in pregnant women, STIs may be associated with preterm
delivery, maternal-fetal transmission of infection and other neonatal complications via
vertical transmission.’® In women of childbearing age, STIs (excluding HIV) are
second only to maternal factors as causes of disease, death and healthy life lost.'®
Pregnancy offers no protection against sexually transmitted infections leaving
pregnant women vulnerable to the same STDs as women who are not pregnant.lm’ 105
Women with bacterial vaginosis are 40 percent more likely to deliver a preterm, low
birth weight infant than are mothers without this condition.'® ' Pregnant women
with trichomoniasis may give birth to low birth-weight neonates and may experience
premature rupture of membranes and premature delivery.ms’ 109 Although the CDC
recommends screening at the first ANC visit and again in the third trimester in high
prevalence areas. 10 Hrv epidemic has entered the third phase in India, wherein

significant transmission is occurring through perinatal route.'!

10. Operational definitions

Standard operational definitions for syndromic STDs were: (1) Genital ulcer-
The presence of an ulcer(s) in the genital region with or without associated
lymphadenopathy, (2) Urethral discharge-The presence of discharge from the urethra
of a male patient, spontaneous or on milking of the urethra, (3) Vaginal discharge-The
presence of vaginal discharge from a female which is abnormal in colour, odour and
amount, visible with our without speculum examination, (4) Lower abdominal pain-
The complain of lower abdominal pain in a women which is accompanied by the
presence of abnormal discharge, temperature more than 38°C. and pain on moving the
cervix, (5) Inguinal swelling or Inguinal Bubo-The complain of enlarged and/or

painful inguinal lymph nodes and (6) other related symptoms.' 2
11. Measures

Promotion of STIs as a public health problem that can be dealt with by “a
magic bullet” approach has reinforced the perception that STIs are still unclean and
can be dealt with “out of sight” requiring neither clinical examination nor health
education.'”® Furthermore, the move to décentralise STI services to primary health

care advocated by the World Health Organization since the 1970s has not made
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sufficient impact in reducing STI enhanced HIV transmission and neither has the
move to integrate STI services with family planning clinics resulted in a demonstrated
reduction in STIs.'"*

An important determinant of effective STI control is the health seeking
behaviour of people with STIs who may seek care from alternative sources (outside
an official STI clinic) such as traditional healers, private clinics, pharmacists, and
market vendors. Visiting a traditional healer for care was also found to be a risk factor
associated with “no condom use,” indicating that condom promotion is not effectively

encouraged by this group.'"

Prevention opportunities arise from an understanding of STI transmission
dynamics. The rate of STIs in a population is determined by the interaction of three
principal factors (1) rate of sex partner exchange or exposure , (2) transmission and
(3) duration *!- 116 117, 118 Primary prevention of STI begins with changing the sexual
behaviors that place persons at risk for infection.!"’ Counseling skills, characterized
by respect, compassion, and a nonjudgmental attitude toward all patients, are essential
to obtaining a thorough sexual history and to delivering prevention messages
effectively. One approach to eliciting information concerning five key areas of
interest. The Five Ps: Partners, Prevention of Pregnancy, Protection from STDs,
Practices, Past History of STDs.!%

The control of STIs presents one of the great health challenges of the last two
decades. STIs are spreading rapidly throughout the world. Untreated, they can lead to
serious complications and even death.!  Association of HIV and STIs has led to
common control strategies for both.'?"> 12> 12124 Other strategies to reduce the impact
of STI in pregnancy have included vaginal washing with chlorhexidine to reduce
MTCT of HIV in Nairobi.'”

Prevention and control of sexually transmitted infections should be an integral
part of comprehensive sexual and reproductive health services in order to contribute
towards the attainment of the Millennium Development Goals and respond to the call
for improved sexual and reproductive health as defined in the programme of action of
the United Nations International Conference on Population and Development (Cairo,

1994). Despite the call for universal access to sexual and reproductive health was
35



omitted from the Millennium Development Goals and remains neglected inspite of
explaining the disease.!?® The Millennium Development Goal 6, target 7 calls on
nations to have halted and begun to reverse the spread of HIV/AIDS by 2015.'%7

12. National scenario

National AIDS Control Organisation (NACO) of India estimates that STIs
occur at an estimated rate of more than 40 million every year. The annual incidence of
STIs in India is 5%.'*® During 2005, the prevalence of HIV among the STI population
was 6%.'” Only 5% - 10% STI patients attend STI Clinics. Nearly 40% of all HIV
infections in India are among women. The control of STI/RTI is one of the important
strategies under the National AIDS Control Programme. Now, India is under the
National AIDS Control Programme phase III (NACP). RTI management is a part of
the reproductive and child health (RCH) programme of India. Sexually transmitted
infections remain a public health problem of major significance in most parts of the

world"° and India is no exception.
13. Scenario of Manipur state and Imphal east district

Manipur is one of the hilly northeastern states of the Indian union bordering
Myanmar. It is geographically very close to notorious “Golden Triangle”, comprising
of Northern Thiland, Northern and Eastern Myanmar and Western Laos. This has
been a major centre of Opium poppy cultivation since 19™ century. On the other hand,
the pattern of HIV transmission in Manipur has been mainly through the sharing of
needles and syringes among injecting drug users (IDUs), and especially the youth,
since early 1980 with the introduction of heroin (locally known as No. 4) from
Myanmar."*! In a hospital based study of Manipur, the incidence of VDRL reactivity
was 3% and HIV infectivity was 1% amongst the pregnant women attending the ante-
natal clinic."” In an another hospital based study amongst the sexually transmitted
infections patients of Manipur, the prevalence of HIV was 11%, VDRL reactivity was
7%. The commonest syndromic symptom was genital ulcer (58.4%) and the

35 1 Manipur state, HIV reactivity among

commonest type was genital candidiasis.
the STI patients was 5%, pregnant women was 1%, Female Sex Worker was 12%.
VDRL reactivity from STI was 1%, pregnant woman was 1% and Female sex worker
was 6%. In Imphal east district, HIV reactivity among the STI patients was 3%,
pregnant women was 1%. VDRL reactivity from STI was 1 %, pregnant women was

0.4%."'3*
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