FACTORS ASSOCIATED WITH USE OF CONDOM TO
PREVENT SEXUALLY TRANSMITTED INFECTIONS
AMONG MALE CLIENTS VISITING SEX SERVICE
PLACES IN BANGKOK

ASCHARA PHASIE

A THESIS SUBMITTED IN PARTIAL FULFILLMENT OF THE
REQUIREMENTS FOR
THE DEGREE OF MASTER OF SCIENCE
(HUMAN REPRODUCTION AND POPULATION PLANNING)
FACULTY OF GRADUATE STUDIES
2005

ISBN 974-04-6557-9
COPYRIGHT OF MAHIDOL UNIVERSITY



Thesis
Entitled

FACTORS ASSOCIATED WITH USE OF CONDOM TO
PREVENT SEXUALLY TRANSMITTED INFECTIONS
AMONG MALE CLIENTS VISITING SEX SERVICE
PLACES IN BANGKOK.

gqew Kie/w@/m/w&/m

...........................................

Asst. Prof. Salee Kiewkarnka, Ph.D
Acting Dean
Faculty of Graduate Studies

Aschava  Phasie .

Miss. Aschara phasie
Candidate

Assoc.Prof. Somsak Suthustvoravut
M.D., Dip.Thai Board of Ob. & Gyn.
Dip. Field Epidemiology (C.D.C.)
Major-Advisor

Asst. Prof. Sanya Patrachal
M.D., Dip.Thai Board of Ob. & Gyn.,
Co-Advisor

Assoc. Prof. Vajira Singhakajen,
B.A. (Stat.), LL.B., M.A.(Demog)
Co-Advisor

Assoc.Prof Somsak Suthustvoravut
M.D.,Dip.Thai Board of Ob. & Gyn.
Dip. Field Epidemiology (C.D.C.)
Chairman

Master of Science Programme in
Human Reproduction and Population
Planning

Faculty of Medicine

Ramathibodi Hospital


computer1

computer1

computer1

computer1

computer1

computer1

computer1

computer1

computer1


Thesis
Entitled

FACTORS ASSOCIATED WITH USE OF CONDOM TO
PREVENT SEXUALLY TRANSMITTED INFECTIONS AMONG
MALE CLIENTS VISITING SEXSERVICE PLACES IN BANGKOK.

Was submitted to the Faculty of Graduate Studies, Mahidol University
For the degree of Master of Science (Human Reproduction and Population planning)
On
3 October, 2005

Pshara Phaste _

Miss. Aschara phasie
Candidate

Assoc.Prof Somsak Suthustvoravut,
M.D., Dip.Thai Board of Ob. & Gyn.
Dip. Field Epidemiology (C.D.C.)
Chair : ‘

Asst. Prof. Sanya Patrachai,
M.D., Dip.Thai Board of Ob. & Gyn.,
Member

Torpoar. Ololalio. v @mz hodea e

................................................................................

Mrs.Taweewun Chaleekrua, Assoc. Prof. Vajira Singhakajen,
M.Sc . (Human Reproduction B.A. (Stat.), LL.B., M.A.(Demog)
and Population Planning) Member
‘Member

gc&gw KLCA.J &9‘-{‘4’@0\. ........ Ve Nab\w ..................
........................ Prof. Rajata Rajatanavin,
Asst. Prof. Salee Kiewkarnka, Ph.D MD. FA.CE.,
Acting Dean : Dean,
Faculty of Graduate Studies Faculty of Medicine
Mahidol University Ramathibodi Hospital 5

Mahidol University »


computer 0

computer 0

computer1

computer1

computer1

computer1

computer1

computer1

computer1

computer1

computer1

computer1

computer1

computer1

computer1


ACKNOWLEDGEMENT

This thesis would never have been completed without the support and advice
of following persons to whom. I would like to express my heartfelt thanks for their
valuable help. I am grateful for the knowledge and experience that I have received
my major advisors. Associate Professor Somsak Suthatvoravut although he was very
busy and to be tired at all time. He kept constant contact, supervision, and clear

guidance to my thesis.

I would like to express my great thanks and gratitude to Assistant Professor
Sanya Patrachai, Associate Professor Vajira Singkakajen, my co-advisor for their

valuable time and their valuable suggestions.

I wish to thank all the respondents for their great assistance during the survey

and kindly provided the vital information on which the study was based.

I would also like to thank my classmate for their cooperation, kindness and
friendship that have made my studying years at Ramathibodi Hospital such a

wonderful learning experience.

Finally, I would like to give special thank for the invaluable support of my
beloved mother, father for their understanding, love, encouragement and confident in

my ability to succeed.

Aschara Phasie



Fac. of Grad. Studies, Mahidol Univ. Thesis /iv

FACTORS ASSOCIATED WITH USE OF CONDOM TO PREVENT SEXUALLY
TRANSMITTED INFECTIONS AMONG MALE CLIENTS VISITING SEX SERVICE
PLACES IN BANGKOK

ASCHARA PHASIE 4337624 RAHP/M

M.Sc. (HUMAN REPRODUCTION AND POPULATION PLANNING)

THESIS ADVISORS: SOMSAK SUTHUTVORAVUT, M.D. THAI BOARD OF
OB&GYN. DIP. FIELD EPIDEMIOLOGY (CDC.), SANYA PATRARACHAILM.D.

THAI BOARD OF OB&GYN,M.P.H.,VAJIRA SINGHAKAIJEN, B.A. (STAT.),
LL.B.,M.A (DEMOG.)

ABSTRACT

A condom is a very effective method of preventing sexually transmitted infections
(STIs), including acquired immune deficiency syndrome (AIDS). The purpose of this cross-

sectional study was to find any associations between demographic factors, knowledge and
attitude towards use of condoms among male clients visiting sex service places in Bangkok.
The samples were 190 male clients willing to answer the questionnaires. The study was
conducted from March to April 2005. Statistics for analysis were descriptive statistics
including percentage, mean and standard deviation. Chi-square test was used for hypothesis
testing of association at the level of oo = 0.05 using SPSS/PC statistical program.

The results revealed that most of the samples were single (59.5%). less than 30 years old

(56.3%), employees (41.6%), had a monthly income less than 20,000 baht (50.0%), and

graduated from college or high school (60.5%). Only 27.9% of samples used condom
regularly when having sexual intercourse with female sex workers, 68.4% seldomly used and
3.7% never used a condom .

Regarding knowledge on STIs, AIDS and use of condoms, 38.4% had good knowledge,
51.6 had a fair level of knowledge and 10% had a low level of knowledge. Regarding attitude
toward use of condoms, 30.7%, 66.7% and 2.6% had good, fair and poor attitudes
respectively. About associations between factors and use of condoms, educational level,
marital status, convenience and access to condoms and knowledge had statistically significant
associations with use of condoms.

In conclusion, this study found that most male clients visiting sex service places in
Bangkok were single ,of a younger age,lower income and middle level of education. The rate
of regular use of condoms during their visits was low. Improvement in education on self-
care, sex education and good knowledge about STIs and AIDS as well as providing easy
accessible ways to acquire condoms will increase the use of condoms and help prevent the
spread of STIs and AIDS, in the especially high risk group of male clients visiting sex service
places.

KEY WORDS : CONDOM /STIs /AIDS

67 P. ISBN 974-04-6557-9




Fac. of Grad. Studies, Mahidol Univ. Thesis / v

=) a 1

o A &7 4 @ a 1 v o J J
Padeniionsnanensldguenseniiaiotlosnulsaaadomanaduiusias Isneadvog

GI)’WEJ“ﬁL‘ﬁ83ﬁ01uﬂ§ﬂ13%1QLWﬂ1ulmﬂﬂ'u:ﬂWlWiJ‘lrmmﬁ (FACTORS ASSOCIATED WITH

USE OF CONDOM TO PREVENT SEXUALLY TRANSMITTED INFECTIONS
AMONG MALE CLIENTS VISITING SEX SERVICE PLACES IN BANGKOK)

99031 WA 4337624 RAHP/M

a o J
NN (MIDTYWUTHAZ WY T3INT)
a a J o o J a a

AUSNITUMIAIUANINGIUNUD : TUADA YNAUITIA, W.U,0.9. (qmu?n%), Dip.Field Epidermiology,

o v 3 a a a J J.
(CDC.), dayay1 AN3Fe,W.1.2.2. (§AUTNY), MP.H., 2152 Sansamuns, aau. (ssmnsemans)

% v
Unnags

Y v @ Aamas a A o a 1 v o J 4
M3 1o uiatuIsnilseansawm 11&fﬂiﬁ@ﬁﬂuiiﬂﬁﬂﬂ@ﬂﬁmﬁﬁﬂwuﬁ wazlsaond

a
E4

9 1
msanynseil 1funisidedisavniadavin ideglszasnemanuduiuiszninanyuznig
Uszans Padedrunnuiuaziauaanunis lggeeseniievesyieiinerdniunimsniunaluwa
NTUNWUMIUAT NGNAIDENAD HIOMNGIFDIUUTMIMINATUINANTINNUMIUATIIUIY 190 AU Tag
o Y o oA A = a 7y v d'
NGUAIDENAB VLUV TBUDINAIBAABITZTHINUABUINAY DI NYBAIAY 25487151z viToYa TaaTHnd11ud

0 w

v = = a ¢ SV IE v 7 o o
$ovaz Aunde drumdsuuumnasguazinsizinnuduius lasldmsnaaen lnrauaisAszamisdnny
oL = 0.05 Tag14Ta)sunsuana SPSS/PC
aw 1, W ] W S [l 9 ' a2 Y ST Y
HamsavenuNarulngvesnqualeds orgiiesndi 301 (Fevas 56.3)  01FNTVIN (Fovas
Y Y ' A 9 = v @ A a 9
41.6) 519'180on11 20,000 11 AvKABY (Fo80 50.0) WMIANYITEALITIN merTeo )Ty (Fovas

& v iy, N oy ) o ' s A a v o Jdu
60.5) LlagLﬂuIﬁﬂ (30802 59.5) NANAIDYNIVIAL 27.9 1%@\‘1fJ'NfJ‘LHiJfJfJfJNﬁiJ'l!.ﬁﬂJfJLiJﬂmWﬁﬁiJW‘H‘iﬁﬂll

e

a a v P M Y 9 ¥ o 4
“I"iﬂ]u\iﬂiﬂ1i‘1fl']\1!fl/‘|ﬁ 3080 68.4 Gl‘]ﬂﬁﬂﬁﬂ'l\?ﬂﬁﬁ uagsoeay 3.7 ‘lncl%quaummaﬂ Lﬁﬂﬁﬂ‘ﬂﬂ']llﬂ'ﬂlli

A @ o a 1 v o d 4 N = Y 9 a
INYINUVPYNOUTNY Isnfanemanaduiusiuas Isaead WUl Sevay 384 UANNIA J0¥AL 51.6 U

anuthunarsuazdesaz 10 fanwia dwsuiruaadensldgenseunis wun Sevaz 307 1

L]

o ad gy A o a Y A o an 1a A v o ' o @
NAUAAA J08az 66.7 UnAuaauNaN Josaz 2.6 Nﬂﬁuﬂﬁh],llﬂ Lll’é]14Wﬂ'J”IiJﬁllWL!‘ﬁﬁﬁ/i'ﬂ\i{lﬁ]%ﬂﬁNG] Ny

wpAnssumsIdgeeneudenuinszaumsany aorunmausd anuazainlumslasugeeeuds

o o

Y A o a v o o o a P @ '
tagaNunenulspaadoMunAduius lsnead IaNuduiusiunganssuns 1vgeeeuleed1all

@

Hed AN Naoa

]

= o d’l ' A A a 1 IS =
E‘Tiq‘]J MIANEIATIUNYN GHWEIVILT]EJ’J’ﬁﬂTL!“]JiﬂTi‘V]N!,Wﬁsl,u!fllﬁﬂﬁ;ﬂmWllﬂ?uﬂiﬁ’)uiﬂﬂlﬂuiﬁﬂ y

' Y 9 Y1 Y o = Ao ] o s
21YNDUVNUDY swa"lﬂﬂewmwn uazizﬂumiﬁﬂmﬂmﬂmq M@ﬂiWﬂ”liGl‘iqu‘lEﬂ\?’t‘]iﬂiJfJ@fJNﬁlﬂLﬁiJ@

4
2R

v 9 o { o A a v o
Tuszaud aniu Ssms g lumsquaduewazanudinurnuGeuns Tsaaademaunaduiusias
E

4 v q ¥ Yo o ' o oA i A o ]
Tsawadsanalianuazainlumslasugeersenionnmenili Tasmwzngudsanomusasins 14

o o a ' v o d s
"LNEJ'N@‘LH&JElllazﬂ’ﬂiﬂ“L!Tiﬂﬂﬂ@]E]VINLWﬁﬁTiJWHﬁLmziﬁﬂlﬂﬂﬁ

67 ¥i11. ISBN 974-04-6557-9




CONTENTS

ACKNOWLEDGEMENT
ABSTRACT (ENGLISH)
ABSTRACT (THAI)
LIST OF TABLES
CHAPTER
1 INTRODUCTION
Objective of study
To Study
Hypothesis
2  LITERATURE REVIEW
Conceptual framework
3  RESEARCH AND METHODS
Location of Study
Population
Sample size
Research Instruments
Data Collection
4  RESULTS
S  DISCUSSION
Research Methodology
Results of the study
6 CONCLUSION
REFERENCES
APPENDIX
BIOGRAPHY

Page
iii

iv

vii

30

31
31
31
32
33
35
44
44
45
50

52
59
67



Table

LIST OF TABLES

. Demographic characteristics alcoholic consumption, access and

use of condom among male clients

Level of knowledge on STIs, AIDs, condom and attitude toward
use of condom

Items of knowledge on STIs, AIDS and condom

Items of attitude toward use of condom

The associations between factors and use of condom

Page

36

38
39
40
41



Fac. of Grad. Studies, Mahidol Univ. M.Sc. (Human Reproduc. Pop. Planning) / 1

CHAPTER 1
INTRODUCTION

Acquired Immune deficiency Syndrome (AIDS) is a worldwide epidemic
which affects men and women in every country and racial/ethnic group. Although
AIDS may vary in scale and impact within a particular country, there is no doubt that
its effects are long lasting and devastating. In 2003, nearly five million people were
infected with Human Immunodeficiency Virus (HIV), the virus that causes AIDS, the
greatest number in any year since the beginning of the epidemic. Worldwide the
number of people infected with AIDS grew from 35 million in 2001 to 38 million in
2003. (1).

As HIV/AIDS continues to spread throughout the world, women are becoming
disproportionately represented in the number of people infected with the disease. In
2000, 16% of the three million new cases of AIDS reported worldwide were women.
Also in 2000, women accounted for nearly 50% of all people living with HIV/AIDS
and represented 41% of the 21.8 million people who have died of AIDS. Of the
estimated 15,000 new cases of HIV infections per day, women represented 7,050
cases. (2).

As with other countries, the United States is fighting an uphill battle against
HIV/AIDS. First appearing in the United States in 1981, HIV/AIDS was primarily
viewed as a white, gay male disease. During the next decade, this view shifted as
HIV/AIDS expanded beyond the gay community and began to enter heterosexual
relationships. Today, HIV/AIDS poses an enormous health threat to African
Americans, specifically African American women. According to the Center for
Disease Control 1 in 160 African American women believed to be infected with HIV,
whereas, 1 in 3000 white women are believed to be infected. (3). In 2000, although
African American women only represent 12% of the female population, they were

accounted for 63% of HIV cases reported among women. (2), (4).
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In the effort to prevent spreading of HIV/AIDS epidemic, it is a concensus that
use of condom during homosexual and heterosexual sexual relationship is one of the
most effective mean to prevent infections. It was found that the persons who were not
using condom when they had sex were risky 4 folds to be infected with STIs over the
persons who always use condom during having sex (5). The persons who did not use
condom when they had sex with women who were not their wives would be risky 2.1
folds to be affected with AIDS as compared with the persons with every time using
condom (6). In 1990, it was estimated that there were 13,000 million times for risky
sexual contact to be infected with STIs and AIDS but only 6,000 million condom use.
It was half of a must condom use. It was estimated by WHO that the requirement of
condom for the population would come to 8,000 millions condoms to prevent men
with 15-56 years from AIDS. In Thailand, campaign to boost so called 100% using
condom has been launched to fight against STIs and AIDS in the sex establishments.
According to this measurement all sex-workers were obliged to let all male clients use
condom during having sex and rejected to have sex with them if male clients refused
to use condom (7). This project did not work well because most of male clients did
not respond to the above campaign (8). It was found from the in-depth interviews of
female sex-workers in various sex establishments that male clients seldomly used
condoms especially almost drunken male clients. It was also found that single and
young men did not like to use condoms. This phenomenon was in accordance with
the study of condom use in brothels to prevent STDs and AIDS in 1990 (9).

STIs and AIDS become major public health problem worldwide including
Thailand. In Thailand, particularly in big cities as well as resort towns, like Bangkok
or Pattaya, there are tremendous amount of sex establishments both open and hidden
and different kinds of entertainments which also provide sex services. Without using
condom, clients have high risk to be infected with STIs and AIDS. The results of this
study should provide useful information about the obstacles to use of condom among
those clients and would be helpful to increase the rate of use of condom and prevent

spreading to STIs and HIV/AIDS.
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Objective of study

To study :
1. Rate of use of condom among male clients visiting sex service places in
Bangkok
2. Factor associated with use of condom among male clients visiting sex
service places in Bangkok including
2.1 Demographic factor of male clients visiting sex service places in
Bangkok which included age, occupation, income, education and marital status.
2.2 Knowledge on use of condom, on STIs and AIDS among male clients.
2.3 Attitude toward use of condom among male clients
2.4 Others factors including alcoholic consumption during visits and

convenience in access to condom

Hypothesis
1. The rate of male clients visiting sex service places in Bangkok regularly
used condom when having sexual intercourse with female sex worker would be low
or less than 30 percent.
2. Factor significantly associated with use of condom among male clients
visiting sex service places in Bangkok would include;
2.1 Demographic factors including age, occupation, income, education,
marital status.
2.2 Knowledge on STIs, AIDS and use of condom.
2.3 Attitude toward use of condom.
2.4 Others factor including alcoholic consumption and convenience in

access to condom.
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CHAPTER 2
LITERATURE REVIEW

This study is to focus on factors associated with using and or not using

condom to prevent sexually trarusmitted infection (STIs) and AIDS in male clients

who visited sex establishrucits in Bangkok.

In this chapter literatures to be reviewed will include

14

2
3.
4

1.

Type of STIs and their characteristic

. AIDS pandemic

Condom and it’s use
Concepts and theories of relationship a way knowledge attitude and
practice

Results of previous research

Type of STIs and their characteristic

There are many kinds of sexually transmitted infections (STIs) mainly

transmitted through sexual contact from infected persons to other people. Only a fen

infection could also be spreaded by non-sexual contact.

Sexually transmitted infection (STIs) are

1.1
1.2
1.3
1.4
1.5
1.6

Syphilis

Gonorrhea

Chancroid
Lymphogranuloma venereum
Granuloma inguinale

Urethritis

1.1 Syphilis (10)

Syphilis is an infections disease caused by the bacterium Treponema pallidum.

It is spread principally by sexual intercourse but may also be acquired congenitally,

that is to say, by the fetus infected in utero by the mother. The disease is systemic
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from the onset and fluctuates between short symptomatic and prolonged
asymptomatic stages. The natural course of infection may span several decades.
Syphilis is conveniently divided into stages early infectious and late non-
infectious. A patient whose serological tests for syphilis are positive, but in whom
there are no clinical signs of the disease, no abnormality of the cerebrospinal fluid,
and no past history of treatment of syphilis, is said to be suffering from latent syphilis.
The distinction between early latent and late latent syphilis is an arbitrary one. Early
latent syphilis refers to infection, diagnosed on serological grounds, and acquired

within the preceding two years.

Acquired syphilis:

1. Early stage
a. Primary
b. Secondary

c. Early latent
2. Late stage
a. Gummatous (‘benign’)
b. Cardiovascular
c. Central nervous system
d. Late-stage latent
In the early infectious stage of the disease lesions occur on the moist
mucocutaneous parts of the body, particularly the genitalia. These lesions contain
many treponemes and enable transmission to occur by sexual intercourse. Even if
untreated, these lesions tend to heal but may recur during the first 2-4 years, after
which they heal and the disease becomes latent or hidden. The latent form or the non-
infectious late stage of the disease may persist for decades without producing obvious
clinical changes, but a proportion of patients will unpredictably develop active
involvement of the cardiovascular system (about 10%), the central nervous system
(about 10%), or localized gummatous destructive lesions which can affect the
musculo-skeletal system (about 10%), the viscera and mucous membranes (about

15%).
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In both early and late stages of syphilis an infected mother can communicate
the disease to her unborn fetus. Although the disease can be transmitted to the fetus
transplacentally long after a mother has ceased to be sexually infectious, the longer
she has had the disease the less likely is this to occur.

If treated in the early stage clinical cure can be achieved by penicillin
treatment and with certain other antibiotics. In the late stages curative effects are
oftenspectacular in some forms of neurosyphilis and in gummatous syphilis. In
cardiovascular forms of the disease the effects of antibiotic therapy are not easy to
define.

The causative organism of syphilis, Treponema pallidum, is a delicate spiraled
filament 6-20 um in length. Members of the genus Treponema (treponemes) are
found in the oral cavity, intestinal tract, and genitai areas of man and animals.
Whereas commensal species of treponeme can be cultured by employing appropriate
cell-free culture media, the treponemes which are pathogenic treponemes has
hindered our understanding of their biology but applications of modern methods,
such as electron microscopy (11) and DNA reassociation assays have enabled
progress to be made. (12) (1980) demonstrated 100% homology between DNA of T.
pallidum and T. pertenue and as a result of this finding and other similarities both are
now considered to be the same species: because of the different degrees of virulence
and clinical symptoms in man and their different ability to infect various laboratory
animals, T. pertenue is considered as a supspecies of T. pallidum.

Diseases caused by the three subspecies of T. pallidum and T. carateum are

referred to collectively as the treponematoses

TRANSMISSION OF INFECTION

Sexual

T. pallidum is so feebly outside its host that syphilis is ordinarily acquired by
sexual intercourse. The organism has little intrinsic invasiveness and usually gains
entry to its new host through minute abrasions in the epithelial surfaces which come
into contact with the moist mucocutaneous lesions of an infected partner. An infected

person usually ceases to be sexually infectious 2-4 years after acquiring the disease.
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Some individuals appear resistant to infection since not everyone exposed to early

syphilis acquires the disease.

Accidental

Acquisition by means other than sexual intercourse usually involves direct
contact. In such cases the organisms may gain entry through a small skin abrasion.
Accidental inoculation has occurred under the following circumstances: in doctors
and nurses who have examined a syphilitic lesion without wearing gloves; in
laboratory workers by needle prick when inoculating pathogenic T. pallidum into
rabbits or when handling large numbers of treponemes during isolation and
purifecation procedures; in patients being transfused with blood from a donor
suffering from early syphilis (13).

Many cases of transfusion acquired syphilis were reported prior to the 1950.
During the last few decades the number of cases reported has been very low. The
decline is partly due to the lower incidence of syphilis and to more thorough screening
of blood donors. More important, however, is that nowadays fresh blood is rarely
used. In usual practice, when infected blood is stored at 4 C° in citrate anticoagulant,
infectivity is lost between 96 and 120 h. The actual survival time may depend on the
number of treponemes initially present in donor blood (14). Treponemes are not
viable after storage for a few days to a few weeks at —10 C° to —20 C°. Treponemes
are, however, viable when stored for extended periods at —45 C° and infectious for an
indefinite period when stored at —78 C°. Freezing followed by desiccation kills the
organism (13).

The risk of accidental infection by infected blood is highest when fresh
heparinized blood is used. Such blood is favoured for exchange transfusion in
neonates because it practically guarantees normal pH, electroyte composition, and
concentration of glucose and ionized calcium. An infant girl acquired syphilis in this
way in Rotterdam in 1977 (15). She showed typical features of early infectious
syphilis three and a half months after the transfusion. Although the blood donor had
negative serological tests for syphilis 5 days before giving the blood, later tests were
positive indicating that he must have become infected shortly before donation of the

blood. Although exceedingly rare, similar cases have been reported in adults.(16)
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reporting from Indonesia described such a case in a 58-year-old Chinese woman who
developed syphilis 7 weeks after receiving 2 units fresh whole blood from 4 different

donors.

Congenital

Although it has previously been considered that T. pallidum was not
transmitted to the fetus before the fourth month of gestation, possibly through the
protective effect of the cytotrophoblastic (Langhan’s) layer, recent studies have
clearly demonstrated that infection of the fetus can occur before the tenth week (17).
A woman can transmit syphilis to her fetus long after she has ceased to be sexually
infective, although the longer she has had syphilis the less likely this is to occur;

transmission to the fetus is almost inevitable in the early stage.

Non-venereal

Endemic treponematosis is transmitted by direct or indirect non-venereal
contact in early childhood, e.g. in playing, in sharing eating or drinking utensils and in
close skin contact. It usually occurs in communities living in overcrowede and
unhygienic conditions. Once common in parts of Europe, e.g. Yugoslavia, it is seen
mainly in Africa as yaws, and in the Middle East as bejel and in certain parts of
Central and South America as pinta. There is no certain evidence of transmission from

an infected mother to the fetus in utero.

1.2 Gonorrhoea

An infection of the mucosal surfaces of the genito-urinary tract with the
bacterium Neisseria gonorrhoeae, is mainly transmitted by sexual intercourse. In men
the infection is associated with an acute purulent urethritis in approximately 90% of
cases, but the organisms may spread also to the epididymis and the prostate. In
women the urethra and cervix are infected in 65-75% and 85-90% of cases
respectively, and the rectal mucosa in 25-50%. Occasionally (about 10%) infection
extends from the cervix to the endometrium and Fallopian tubes. Infection of the

fauces may occur in both sexes (5-15%); eye infections are seen rarely in adults. In
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homosexual men, who act as passive partners in anal intercourse, rectal infections also
occur. In a small percentage of untreated cases, systemic spread gives rise to an entity
known as disseminated gonococcal infection characterized clinically by arthritis with
or without skin lesions.

The causative organism, Neisseria gonorrhoeae, commonly referred to as the
gonococcus, derives its generic name from Albert Neisser who described it in 1879.
The bacteria are small Gram-negative cocci, kidney-shaped and arranged in pairs
(diplococci) with the long axes in parallel and the opposed surfaces slightly concave;
the organisms are typically intracellular. And is also readily killed by drying, soap and
water, and many other cleansing or antiseptic agents.

In nature, N. gonorrhoeae is a strictly human pathogen although infections

have been induced experimentally in the urethra of the chimpanzee (18).

TRANSMISSION OF INFECTION

Owing to the poor viability of the gonococcus away from the mucosal surfaces
of the host, gonorrhoea is ordinarily acquired by sexual intercourse with an infected
person. There are so many variable factors that it is difficult to assess the risk of
acquiring an infection from a single exposure. Gonorrhoea is regarded, however, as
being of high infectivity, the risk for a female having intercourse with an infected
male being higher, 60-90% (19), than that for a male with an infected female, 20-50%
(20). The risk of transmission per exposure with an infected partner was 0.19 for
white American men and 0.53 for black American men. The higher risk of infection
among black Americans may be related to the increased susceptibility to neisserial
infection of patients with blood group B (21). On repeated exposure with a single

infected partner the majority of men are susceptible to gonococcal infection.

EPIDEMIOLOGY

Since man is the only natural host for N. gonorrhoeae, the epidemiological
factors that are important in gonococcal infection relate to human behavioural factors

as well as to properties of the organism, whilst data on gonococcal epidemiology in
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relation to the epidemiology of sexually transmitted diseases. The remainder of this
section is concerned with properties of the organism and will deal with the
epidemiology of antibiotic resistance, epidemiological markers, and the application of
gonococcal typing methods.

Gonorhoea is common in developed as well as developing countries. On a
global scale there are in the region of 200 million cases per year. Differences and
inadequacies in reporting systems make absolute comparisons of data between
countries difficult. Nevertheless the data do give a reasonable guide as to trends.

In many countries, including the United Kingdom and the United States, the
sharp increase in the incidence of gonorrhoea noted in the 1960s and mid-1970s
stabilized and decreased slightly during the late 1970s and early 1980s. For some
areas, including Edinburgh, there has been a marked decrease in the incidence of
homosexually acquired gonorrhoea, most probably resulting from concern over AIDS.

In the United Kingdom statistics for Scotland are recorded separately from
those of England and Wales. In Scotland, 5528 (106.39 per 100 000 population and a
male:female ratio of 1.7 : 1) new cases of gonorrhoea were reported in 1977. In 1979,
although the male:female ratio remained the same the number of new cases had
decreased to 4938, a rate of 95.96 per 100 000 population (22). In England there were
55 156 cases of gonorrhoea reported in 1982 giving an incidence rate of 111.39 per
100 000 population and a male:female ratio of 1.7 : 1 (23).

In the United States in 1981 to 1.4 : 1 in 1981 (24). The decrease in the
male:female ratio is due in part to Public Health Service programmes of more culture
screening to detect infected women who are often without symptoms. As it has been
estimated that the cost of pelvic inflammatory disease in the United States is 700
million dollars per year, there is a strong economic incentive to control gonorrhoea
(25).

The incidence of gonorrhoea in developing countries in Asia, Africa, Central
and South America is not known because of inadequacies in the reporting systems.
The World Health Organization considers that gonorrhoea is a major cause for the
high prevalence of infertility in parts of Africa (26). Insofar as the data from the few
studies carried out in those regions represent the true picture, the incidence is very

high. For example, in Nairobi 17.5% of women attending a family planning clinic
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had gonorrhoea (27); in rural Uganda gonorrhoea was found in 9% of men and 18%
of women randomly selected for testing (28); and in Salisbury, Zimbabwe, 35% of
men and 23% of women attending an Std clinic were infected (29).

Prostitution probably plays an important part in the spread of infection in
developing countries. According to the World Health Organization prostitution is

relatively unimportant in the transmission of disease in developed countries (26).

1.3 Chancroid (30)

Epidemiology

Chancroid is a sexually transmitted disease more prevalent in individuals from
lower socioeconomic groups who frequent prostitutes. The presence of a foreskin
makes males more susceptible to H. ducreyi. Also, men have a markedly higher
incidence of the disease than women do. Chancroid has not been well characterized in
male homosexuals. H. ducreyi appears to be spread from person to person only by
sexual contact with no known alternate routes. Autoinoculation of fingers or other
sites is reported occasionally. Fomites have not been shown to play any role in
transmission.

Several studies have characterized epidemic chancroid in the military. In
Korea, 32 percent of venereal disease among American military was considered to be
chancroid. In Korea, the ratio of gonorrhea to chancroid to syphilis was 14:8:1 in
white troops and 21:11:1 in black troops. Among Australian troops during the
Vietnamese conflict, 23 percent of men with chancroid were circumcised, compared
with 60 percent of men with other venereal diseases.

Until recently, few epidemiologic studies have been carried in civilian
populations in Western societies. During the past decade, epidemics of chancroid
have occurred similar to the 1975 to 1977 experience in Winnipeg. Prostitutes appear
to be the reservoir of disease in each of these epidemics. The ratio of males to
females with chancroid in most nonmilitary epidemics has been 10:1.

There is no evidence for a continuing reservoir of H. ducreyi in the absence of
clinical cases of chancroid. Although studies from Sheffield, England, suggested that

H. ducreyi commonly confects herpetic ulcers and can be frequently isolated from
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genital secretions and the oropharynx of otherwise healthy individuals, attempts to
repeat these studies in other communities have failed to show any asymptomatic
reservoir in the absence of ulcers.

The annual incidence of chancroid decreased markedly in the United States
between 1950 and 1978. 1In 1947, the incidence was 6.4 cases per 100,000
population. It fell to between 0.3 and 0.6 cases per 100,000 with fewer than 1000
cases reported annually. Clusters of chancroid continued to be seen at seaports with
microepidemics introduced from time to time by individuals, many of whom had
returned from tropical countries. However, in 1985, the number of reported cases rose
above 2000 for the first time since 1956 and further increased to 3418 cases in 1986.
This rapid increase in reported cases of chancroid has continued through 1987 and
1988, with the majority of cases occurring in New York City, Dallas, Boston, and
several communities in Florida. In the absence of well-organized eradication
programs, infected individuals will presumably travel to nonendemic areas and
establish new foci of disease.

Genital ulcer disease due to H. ducreyi is a major public health and medical
problem in many third world countries. In Nairobi, Kenya, over 5000 patients with
chancroid are seen annually in the one major celiac for sexually transmitted disease.
Among prostitutes, the prevalence of genital ulcers ranges from 5 to 35 percent. H.
ducreyi can be cultured from approximately 50 percent of these ulcers. The risk of
chancroid following coitus with a sexual partner with active genital ulcer disease has
be investigated in Nairobi. The source contacts of 10 men with chancroid were all
women with genital ulcers. None of these men had contracted their infection from a
female without visible tensions. Among 29 secondary contacts of men with culture
proven chancroid, 17 had ulcers. Although H. ducreyi can cause urethritis, the urethra
has not been shown to be a reservoir for the organism. It is presumed that individuals
capable of transmitting the infection to others have ulcers. In women, ulcers may
often be subclinical, and sexual activity continues. Thus promiscuous women with
ulcers and few if any symptoms become an efficient reservoir for continued
dissemination of H. ducreyi to their sexually promiscuous clients and subsequently to

their spouses.
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1.4 Lymphogranuloma venereum

Lymphogranuloma venereum 1is a sexually transmissible chlamydial infection
and is to be found mainly in warm countries. In the cases seen in temperate climates
the infection has been acquitted in the tropics. The incubation period is hort (2-5
days), after which an cvanescent primary lesion develops on the genitals or in the
rectum, or, rarely, elsewhere on the body. Two or three weeks after infection the
draining lymph nodes enlarge, become matted together, fluctuant and eventually
break down and discharge pus. If the disease is untreated the ano-genital region may
become scarred and oedematous, and fistulae and strictures may develop. When
pelvic nodes, which drain the cervix, upper vagina and rectum, are involved, exudates
may be discharged into the pelvic viscera and cause scarring; strictures may develop
subsequently.

Lymphogranuloma venereum is caused by Chlamydia trachomatis biovar
lymphogranuloma. The characteristics of chalmydiae have already been discussed in
relation to the aetiology of non-gonococcal urethritis. Inclusion bodies composed of
aggregates of the organisms may be identified in scrapings taken from primary
lesions, in pus aspirated from buboes, and in histological sections of affected lymph
nodes (31). Using micro-immunofluorescence techniques, three serovars of C.
trachomatis (biovar lymphogramuloma), viz. L-1, L-2 and L-3, have been identified
(32).

Lymphogranuloma venereum is mainly acquired dunging sexual intercourse
with an infected partner. Accidental infections, for example in doctors, are rare.
Exudate from the primary lesion, discharging sinuses and the anus are infectious, as

may be material from lesions which have persisted for years untreated.

EPIDEMIOLOGY

Lymphogranuloma venereum (LGV) has a worldwide distribution; it is
common in tropical and subtropical areas, but rare in temperate climates. In England
in 1983, for example, only 40 cases were recorede (30 males and 10 females).
Infections diagnosed in the United Kingdom have almost always been acquitted

abroad; seamen and other travelers are most frequently affected (33). In tropical
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countries, prostitutes serve as an important source of infection. It seems that the
global incidence of the disease is falling. LGV may be associated with other sexually

transmitted diseases in the same patient.

CLINICAL FEATURES

The interval between exposure to infection and the appearance of the primary
lesion, if this develops, is usually 2-5 days; longer intervals of up to 5 weeks have
been described. A further interval of 1-6 weeks usually elapses before regional lymph
node enlargement is detected. Untreated, the disease usually runs a course of between
6 and 8 weeks and may resolve completely. In many cases (at least 70%) there remain
changes due to lymphatic obstruction; intermittent recrudescence of disease can
occur. In the early stages, LGV may conveniently be divided from the clinical point

of view into two syndromes, viz. the inguinal and the genitoanorecta (34).

Inguinal syndrome

This is the most frequent manifestation in the male; it is uncommon in females
as the primary lesion is not commonly found in the lower vagina, or on the vulva.
There are primary genital lesions, regional lymph node enlargement, and
constitutional disturbances.

A history of a primary genital lesion, rare in females, is obtained in 20-50% of
male cases. The lesion, usually a painless papulovesicle, tends to occur anywhere on
the penis and heals within a few days. Rarely a sore within the urethral meatus may
mimic a non-gonococcal urethritis. Extragenital lesions are rare, although oral
infections are known to occur.

There is regional lymph node enlargement within 1-4 weeks of the appearance
of the primary lesion. In most cases (at least 75%), there is unilateral involvement of
the inguinal and/or femoral lymph nodes. The nodes are painful, tender, and although
initially discrete, become matted together as a result of periadenitis. Occasionally,
multilocular abscesses develop and coalesce within the lymph nodes, which become
fluctuant. Although, if untreated, buboes may resolve spontaneously within a few

weeks, abscesses may rupture through the overlying adherent skin, producing multiple
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sinuses. Enlargement of lymph nodes, above and below the inguinal ligament,
produces a grooved appearance in the groin, ‘sign of the groove’, a sign almost
pathognomonic of LGV. Healing with scarring eventually occurs, although there may
be recurrent sinus formation.

In women the inguinal syndrome is uncommon unless the primary lesion is on
the vulva or in the lower vagina, since lymphatic drainage from these sites is to the
inguinal nodes which may show the changes already described. Lymphatic drinage
from lesions in the middle and upper vagina and the cervix is to the external and
internal iliac and the sacral lymph nodes; inflammation of these glands may produce
backache or symptoms of peritonitis. More commonly, there may be few symptoms
in the early stage of the disease, which shows itself with later manifestations such as
esthiomene. Although symptoms and signs of iliac lymph mode involvement are
rare, the effects of inflammatory reaction in the lumbar glands can be shown by
lymphography (35).

Constitutional symptoms occur more commonly in the inguinal syndrome than
in the genito-anorectal syndrome. Pyrexia, malaise, nausea, arthralgia and headache
are frequent. Less commonly (respectively about 10% in the female and 2% in the

male) erythema nodosum or erythema multiforme may be seen.

1.5 Granuloma inguinale (donovanosis)

Granulma inguinale is a chronic granulmatous infection caused by the
bacterium Calymmatobacterium granulomatis. The clinical effects are mainly in the
ano-genital region and less commonly elsewhere. Most cases occur in tropical and
subtropical countries, but in the United Kingdom it may be occasionally seen in
immigrants and merchant seamen.

The mode of transmission is not clear, although in many cases sexual
intercourse, whether heterosexual or homosexual, probably plays a major role.

After a variable prepatent period, an ulcer develops and slowly increases in
size over the course of several months or even years until a considerable area of skin
may become affected. The duration of the untreated disease varies from about a

month to over 30 years; healing generally occurs. However, within 2-3 years.
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Recurrences after apparent healing are common, and deformities of the ano-genital
region may result. Granuloma inguinale may be associated with carcinoma of the
skin ical countries; in temperate climates its importation by immigrants or scafarers
may occasionally occur. In 1954 it was considered to be endemic along the eastern
seaboard of southern India, southern China, the East Indies, northern Australia, West
and Central Africa, some countries of Central, South and North America and the West
Indies. The disease exhibits a male:female ratio of approximately 2:1 and appears to
be also related to low socio-economic status and poor hygiene.

In 1980 there were 51 cases of granuloma inguinale reported in the United
States, giving a rate of less than 0.05 per 100 000 population (36). The disease is rare
in Europe; only 20 cases were reported in the clinics of the United Kingdom in 1982.

The popular view that granuloma inguinale is usually sexually transmitted has
been questioned (37). The reported incidence of concomitant infection in sexual
partners varies from infrequently (38). to over 50% (39). The main granuloma
inguinale include: history of sexual exposure before the appearance of the lesion ;
increased incidence of the disease in age groups in which sexual activity is highest;
lesions found on internal genitalia, such as the cervix, without any other lesions;
lesions found only around the anus in passive homosexuals; and the genital or
perigenital location of lesions. The occurrence of the disease in very young children
and sexually inactive persons; its rarity in those engaged in prostitution; and the rarity
of the disease in the sexual partners of patients with open lesions are. cited as
evidence against sexually transmission (40).

As an alternative to sexual transmission it has been suggested that C.
granulomatis occurs in the intestine and in conditions of poor hygiene; auto-
inoculation of faecal material could establish it on skin made susceptible to trauma or
bacterial inflammation _ an organism resembling C. granulomatis has been isolated
from faeces (41).

Out lack of knowledge abort the organism and its interaction with its host and
the environment make it impossible to be certain about the way it is transmitted.
Transmission could occur by both sexual and non-sexual means: perineal

contamination with faecal organisms might precede transfer by sexual means.
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1.6 Non-gonococcal urethritis, chlamydial infections and other related

Conditions (42), (43), (44)

Non-gonococcal urethritis (NGU)  synonym, non-specific urethritis (NSU)
____1s a convenient term to describe the very common condition seen in men and
presenting clinically as a purulent or mucopurulent utethral discharge, associated
often with the symptom of dysuria, and occurring a few days to a few weeks after
intercourse. The urethral discharge in a patient with NGU contains pus cells but
Neisseria gonorrhoeae cannot be detected by microscopy of Gram-stained films or
culture. The term non-specific genital infection (NSGI) has been introduced to
include with non-specific urethritis in the male the clinically less clearly defined
infection in the female, who may have neither symptom nor easily detected sign.

Non-gonococcal urethritis in male ins the most frequently reported sexually
transmitted disease in men; in 1983 there were 108 503 cases recorded in the United
Kngdom, for example, compared with 75 711 in 1973. As relapses are very common,
particularly in those believed to be non-chlamydial in origin, and as primary as well
as recurrent infections are recorded as ‘new cases’ in quarterly returns from clinics the
upward trend may be exaggerated since it has occurred at at time when a fall in the
number of cases of gonorrhoea has been recorded. NGU varies widely in severity
from the clinical point of view, and asymptomatic infections are common. Other
genital or ocular infections, likely to share the same aetiology include, in the male
epididymitis and possibly, although not proven to be so, chronic abacterial prostatitis
and, in the female, cervcitis and pelvic inflammatory disease. In some forms of non-
gonococcal ophthalmia neonatorum (conjunctivitis of the newborn) chlamydia is the
infecting organism and is transmitted from the genital tract of the mother dunging
parturition. A chlamydial conjunctivitis is seen also in all age groups and in male

homosexuals a proctitis may occur.

2. AIDS pandemic

The year 1981 saw the start of an epidemic in the USA of a severe acquired

immunodeficiency syndrome  AIDS. Up to the middle of February, 1986 over
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17,000 cases had been reported from every part of the USA to the Centers for Disease
Control, Atlanta and deaths had been recorded in about half of these cases. Increasing
numbers of patients with the syndrome have been and continue to be notified from
every western European country, Australia, Japan and equatorial Africa. Although it
was thought initially to be a disease confined to promiscuous homosexual men _ and
called the Gay Related Immune Deficiency Syndrome, GRIDS it soon became
apparent that other population groups were at risk and that heterosexual transmission
of the infectious agent of AIDS was also possible.

AIDS showed itself first by the appearance of Kaposi’s sarcoma (KS) among
young white homosexual males, in an age group certainly in which KS and been
virtually unknown before. Afterwards it was discovered that the numbers of cases of
pneumonia due to Pneumocystis carinii, affecting a similar group, had shown a
dramatic increase. Hypotheses about the causes were initially numerous but since
AIDS began to involve also heterosexuals, particularly those habitually misusing
intravenous drugs, recipients of blood transfusions and intravenous drugs, recipients
of blood transfusions and haemophiliaces, it became clear that an infectious agent
was likely to be the cause. Brilliantly conducted research uncovered the cause and
characterized the specific retroviruses of which there are many variants; all are now
called human immunodeficiency viruses (HIV)

The clinical picture of AIDS in complex. Its pathological and clinical
heterogeneity is associated with involvement and profound disturbance of the immune
system which is initiated by HIV and partly explained by the fact that the T4
lymphocyte is an important target for the retrovirus HIV. In 1984 Montagnier, in
Paris, reported the isolation of a retrovirus from a patient with lymph gland
enlargement and named the isolate lymphadenopathy associated virus (LAV); the
same year Gallo and his team in Bethesda recorded and named a retrovirus obtained
from patients with AIDS 396 as the human T-lymphotropic virus type III (HTLV-III).
Soon afterwards, Levy working in San Francisco isolated retroviruses from AIDS
patients and designated these AIDS-associated retrovirus (ARV). All these are
considered now to be variants of the same retrovirus and are to be named human
immunodeficiency viruses (HIV). To be correct taxonomically now any ‘subspecies’

of the ‘genospecies’ HIV should be given a geographically informative letter code and
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the sequential number of the isolate. In this chapter, however, the term HIV refers to
the HIV isolates named as HTLV-III, LAV or ARV, More recent retrovirus isolates
mainly obtained from West Africa near to Senegal, viz. HTLV-IV and LAV-2 (45)
are excluded from the general discussion as their clinical role is not yet clear.

As clinical experience with AIDS accrued, it became apparent that many
affected individuals developed generalized lymph node enlargement in the months
before the onset of the fully developed syndrome itself. In an early retropective
analysis of 132 patients with AIDS, 43% of the 71 patients with Kaposi’s sarcoma
and 23% of 61 patients with opportunistic infections had had antecedent
lymphadenopathy (CDC Task Force on Kaposi’s Sarcoma and Opportunistic
Infections 1982). During the latter half of the 1970s physicians working in clinics in
US cities, to which men came as patients, had become aware of an increasing number
with unexplained and persistent generalized lymph node enlargement. Pathologists in
New York City also observed during the same period an increase in the number of
lymph node biopsies showing only hyperplasia obtained chiefly from young men,
most (68%) of whom gave a history of homosexual contact.

Although the increased prevalence of persistent generalized lymphadenopathy
has paralleled that of AIDS and although many so affected individuals have both
immunological abnormalities and serum antibodies against HIV, the relationship
between the two conditions is not yet clearly understood. In addition an acute illness
resembling infectious mononucleosis has been recognized in early HIV infection.
Others at risk of AIDS have presented with thrombocytopenic purpura and haemolytic
anaemia. The prognosis in those infection with HIV can only be regarded as tentative
and imprecise until prospective studies in at-risk groups have been completed.

It is only recently that a specific anti-viral agent against HIV, namely 3’-
azido-3’-deoxythymidine (zidovudine; trade name __ Retrovir, Wellcome), has been
discovered and experience in its clinical use is limited. Although human interferon,
suramin and ribavirin, suppress retrovirus have not been encouraging. As the
preparation of an effective an safe vaccine appears to be some way off, limiting the
spread of the infection within the community will, therefore, be dependent on the
modification of sexual behaviour, particularly amongst homosexual men, through

health education; the exclusion of homosexual men as blood donors; the heat or
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chemical treatment of blood products intended for the treatment of conditions such as

haemophilia; and the altering of practices among intravenous drug abusers.

EPIDEMIOLOGY

Of the first 9887 cases of AIDS in adults reported to Communicable Diseases
Center (CDC). Atlanta, USA, 49% had died. Precise data on mortality rates are not
yet available, but about 35, 55 and 80% of patients are dead within one, two or three
years, respectively, of the diagnosis having been made. Although initially recognized
in the USA, AIDS has been reported form most western European countries,

Australia, Africa and Japan.

DEFINITION OF THE ACQUIRED IMMUNE DEFICIENCY SYNDROME
(AIDS)

For the limited purposes of epidemiological surveillance, the CDC (1985a)
defined a case of AIDS as a person who has had:

1. a reliably diagnosed disease that is at least moderately indicative of an
underlying cellular immune deficiency, but who, at the same time, has had:

2. no known underlying cause of cellular immune deficiency nor any other
cause of reduced resistance reported to be associated with that disease.

The definition has been adopted in most countries and is given more fully in
Note 31.1 In tropical Africa, south of the Sahara particularly, where laboratory
resources are limited or lacking and where there are differences in the clinical
presentation of the disease from that seen in North America and Europe an
appropriate clinical case definition has been developed following a World Health

Organization workshop in Bangui, Central African Republic (46).
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GROUPS AT RISK OF SEXUALLY TRANSMISSIBLE HIV INFECTION
AND AIDS

In an analysis of the first 16 137 American cases of AIDS in adult men
reported to the Centers for Disease Control, Atlanta, certain high risk groups were
identifiable (Tablel)

In the first 1129 cases in women, 53% were drug abusers; 16% had had sexual

contact with a patient with:

Table 1 Acquired Immune Deficiency Syndrome (AIDS) in male patients by
patient’s group up till February 17, 1986

Patient group Number %
Homosexual / bisexual 12 689 79
Intravenous drug users 2 340 15
Haemophiliac patients 135 1
Heterosexual contacts of individuals with AIDS or at 39 0
risk for AIDS

Transfusion recipients 169 1
Other / unknown* 765 5
Total 16 137 100

AIDS or an individual in a high risk group; 10% had had a recent blood
transfusion; and in 21% there was no obvious risk factor. There have been some
differences geographically in the patient characteristics; few cases amongst
intravenous drug abusers at that time had been described in Europe, and in France and
Belgium a high proportion for those with AIDS have been immigrants from equatorial

Africa.

a. Homosexual males

Amongst men, AIDS has presented first as a disease of homosexuals, the
majority being in the 30-39 year age group, the median age being 37 years. Although

the majority of these men in Europe are white, about 28% of homosexuals in the USA
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are black or Hispanic. (47) Conducted a case-control study in four major US cities to
identify risk factors for the occurrence of Kaposi’s sarcoma (KS) and Pneumocystis
carinii pneumonia (PCP) in homosexual men. By comparison with healthy
homosexuals, patients with KS or PCP had had more sexual partners per year
(medians 61 and 27 respectively); were more likely to have had syphilis and non-B
hepatitis; were more likely to have regularly used amyl or butyl nitrite inhalants; and
to have used drugs such as marijuana. Patients so affected were more likely to have
had oral-anal sexual contact and to have participated in ‘fisting’ (the insertion for a

clenched fist into the rectum).

b. Heterosexuals

In both USA and Europe the sexual transmission of AIDS amongst
heterosexuals appears to be less common than amongst homosexual men. In the USA
epidemiological data indicate that some 16% of women with AIDS (i.e. about 0.8% of
all cases of AIDS) have acquired the disease from sexual contact with a patient with
AIDS or a member of a group at high risk for the disease. Harris et al (1983) studied
7 women who were sexual partners of male drug abusers with AIDS. I woman had
AIDS, 5 had an AIDS-related complex or lymphadenopathy, and the other woman
had no clinical evidence of the disease. Further evidence for the sexual transmission
of the disease comes from the report of AIDS in the wife of a haemophiliac with the
disease (48). (49) studied a group of male drug abusers and showed that although
there was a large population of female sexual partners who themselves were not using
intravenous drug the incidence of AIDS amongst these women was small. They
postulated that the low risk for AIDS may be related to the less efficient sexual
transmission of the virus in heterosexupals or to the lower frequency of exposure to
other contributing factors (50). (51), however, studied the wives of 7 men with AIDS
or related HIV features and found that 4 women, 3 of whom had lymphadenopathy,
were seropositive for the virus. In addition, they succeeded in culturing HIV from the
peripheral leucocytes of on woman who was clinically well and whose serum did no
contain antibody against the virus. The sexual transmission of HIV to the partner of
seropositive haemophiliacs was further shown by (52) who found that the wives of 2

of 21 men had serum antibody against the virus. HIV can be isolated from the
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cervical secretions of up to 50% of seropositive women. As filtration of secretions
prevents the subsequent culture of HIV, it appears that the virus in these fluids is cell-

associated (53). Epidemiological data from the USA and Europe

c. Both sexes in the following groups

1. Intravenous drug abusers

About 17% of patients with AIDS in the USA have been intravenous drug
abusers; 20% of those patients have been women. About 80% of new cases have
occurred in the New York/New Jersey area, but a few cases of AIDS amongst drug
abusers have been reported outside the USA however, suggest that the female-to-male
transmission of HIV during vaginal intercourse is uncommon. This may be explained
by the finding of only small quantities of virus in cervico-vaginal secretions (54). In
Africa, however, bi-directional sexual transmission of the virus is perhaps important.
The sequence of events in the two clusters of AIDS cases in heterosexual African
partners described by (55) suggested male-to-female and female-to-male transmission
with a much lower male:female ratio (1.1:1) than that reported from the USA. 1 of 25
male clients of prostitutes working in Rwanda were seropositive, and the data
presented suggested that the risk of infection increased in relation to the number of
different sexual partners per year (56). Both in Rwanda and Nairobi a high
prevalence of HIV antibody has been found in prostitutes who did not misuse druge
(57). Although 6% of 200 prostitutes in Athens were seropositive, anti-HIV was not
detected in the sera of women in London, Paris, or Aviano, Italy (Barton et al 1985,
Brenky-Faudeux & Fribourg-Blanc 1985, Papaevangelou et al 1985, Tirelli et al
1985).

2. Haitians

About 4% of cases of AIDS in the USA have been in Haitians living in that
country.

3. Recipients of transfusion of blood or blood products or artificial
insemination

Just under 1% of cases of AIDS has occurred amongst haemophiliacs and
almost always in those with haemophilia A in whom there has been no other

identified risk factor.
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4. Infants and children of at-risk groups Transfusion-associated AIDS has
constituted a small proportion of paediatric cases.

5. Africans from Africa south of the Sahara

3. Condom and its use

Knowledge about condom:

Condom redder to apparatus made of natural or synthetic later to cover male
genital or gun for birth control or prevention of STIs and AIDS. (58)

History of condom (59): No one knows from where condom had definitely
been originated and who was the founder of condom or and in which country it had
been discovered. Some set hypotheses that the name of condom derived from Do.
Condom’s name who attempted to find out method of birth contract for king Charles
IT of frame, some set another hypothesis that condom came from the word condos in
which hakims has been referred to receptacle. In 1564, Fallopian, Italian anatomist
made his first record of using condom made of linen textile to prevent syphilis. Even
the most famous lover of all, Casanova, was using the condom as a birth control as
well as against infection.

Condoms made out of animal intestines began to be available. However, they
were quite expensive and the unfortunate result was that they were often reused. This
type of condom was described at the time as “an armour against pleasure, and a
cobweb against infection:

In the second half of the 1700’s, a trade in handmade condoms thrived in
London and some shops where producing handbills and advertisements of condoms.
The use of condoms was affected by technological, economic and social development
in Europe and the US in 1800s.

Condom manufacturing was revolutionized by the discovery of rubber
vulcanization by Goodyear (founder of the tyre company) and Hancock. This meant
that is was possible to mass produce rubber goods including condoms quickly and
cheaply. Vulcanisation is a process, which turns the rubber into a strong elastic

material.
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In 1861, the first advertisement for condoms was published in an American
newspaper when The New York Times printed an ad. for’ Dr. Power’s French
Preventatives’

In 1873, the Comstock Law was passed. Named after Anthony Comstock, the
Comstock Law made illegal the advertising of any sort of birth control, and it also
allowed the postal service to confiscate condoms sold through the mail.

Until the 1920’s, most condoms were manufactured by hand-dipping from
rubber cement. These kinds of condoms aged quickly and the quality was doubtful.

In 1919, Frederick Killian initiated hand-dipping from natural rubber latex in
Ohio. The latex condoms had the advantage of ageing less quickly and being thinner
and odourless. These new type of condoms enjoyed a great expansion of sales. By the
mid 1930s, the fifteen largest makers in the U.S. were producing 1.5 million condoms
a day.

In 1957, the very first lubricated condom was launched in the UK by Durex.

From the early 1960s, use of condoms as a contraceptive device declined as
the pill, the coil and sterilization became more popular.

The use of the condom increased strikingly in many countries following the
recognition of HIV/AIDS in the 1980’s. Condoms also became available in pubs,
bars, grocery stores and supermarkets.

The female condom has been available in Europe since 1992 and it was
approved in 1993 by the US Food and Drug Administration (FDA). Find more
information about

In 1994, the world’s first polyurethane condom for men was launched in the
US.

The 1990s also saw the introduction of coloured and flavoured condoms.

4. Concepts and theories of relationships among knowledge attitude and

practice Health belief model

The health belief model (HBM), first developed in the 1950s by the public

health service to understand the lack of public participation in health screening, has



Aschara Phasie Literature Review /26

become the chief model used in the study of HIV prevention behaviors (60). Adapted
and modified by Becker, Drachman, and Kirscht (1974), the HBM has eight elements:

1.

perceived susceptibility : A person’s belief or feelings of vulnerability or
his or her perception of risk. Individuals vary greatly in their believed
susceptibility. On one hand, you have individuals who deny the possibility
that they are vulnerable to contracting a disease and on the next, you have
individuals who “admit to the statistical possibility of a disease
occurrence” but deny the possibility that they will contract the disease.
Perceived seriousness : A person’s belief concerning the seriousness of
contracting a disease. As with perceived susceptibility, individuals vary in
the way they judge the seriousness of a disease. Individuals may view the
seriousness of a disease in many forms : emotional, medical and health
consequences, the effects on their family and social relations, and
economically

Perceived benefits: A person’ belief that current medical actions are
effective

perceived barriers : The negative costs of participating/using current
medical actions. These costs could be economic, psychological, emotional,
and familial

Cues to Action: mass media campaigns, notification by doctor,
discussions with family and friends

Demographic variables such as age, sex, and race.

Sociopsychological variables : personality, social class, peer and reference
group pressure

Structural variables such as personal experience with the disease, and

knowledge of the disease

5. Results of previous research

This part will include all the factors under study and association with use of

Condom.
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5.1 Age and use of condom

- Doe AA. (1996) conducted a cross — sectional study of condom
among to assess the level of knowledge, attitude and practices adolescents age 15-19
years in junior secondary school in the Keta District of the Volta Region of Ghana. It
was found that even though the level of knowledge on transmission of HIV/AIDS
though sexual intercourse was high (89.7%) there were some misconception on other
modes of transmission. A relatively low level of knowledge on transmission of other
STIs such as gonorrhea (47.3%) and syphilis (11.9%) was also found. Those who
have knowledge on prevention of STIs did not perceived themselves to be at risk of
HIV/AIDS (p<0.05) compared to those who did not have knowledge. (61)

- Tawk HM, Simpson JM, Mindel A. (2004) studied many women
attending sexual health clinics who have multiple partners, and to determining factors
associated with condom use. Demographic and sexual data were obtained from
computerized records at the Sydney Sexual health Center from 1991 to 1999. They
found that of the 2198 woman identified, 22% did not use condom, 28% consistent
condom use and 50% inconsistent use. Variables independently associated with

failure to use condoms included older age and being in a regular relationship. (62)

5.2 Occupation use of condom
- Wingoods and Diclemente (1998) conducted a research on 128 African
American woman from Bayview-Hunter’s Point community in San Francisco to
examine the relationship between partner influences and con-condom use they found
that woman whose sexual partners were non-condom uses were four times more likely
to believe that asking their partner to use a condom implied he was unfaithful, there
time as likely to have a partner who resisted using condom, three times more likely to

use condom than those American woman who were employed. (63)

5.3 Income and use of condom
Wagstaff et al. (1995) conducted surveyed predominantly young black
woman in Cleveland, Milwaukee, Roanoke, Rochester and Seattle in an attempt to
identify the prevalence of HIV risk. They found that factors related to characteristics

of sexual relationships among low-income urban women and the study had shown that
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woman is lower economic status have a higher exposure to HIV than women of

higher economic.

5.4 Education and use of condom

- Dancy B. (1996) conducted in terviewed 281 African American
woman in america to determine how education level and age influenced attitudes and
knowledge of AIDS. Dancy found women with more education had more correct in
formation about AIDS and basic ADS facts and also found that women with less
education had more punitive attitudes toward AID. For example, woman without a
high school education viewed AIDS as a curse. Lastly, Dancy found that women with
less education were more likely to deny that the African American community was
impacted by AIDS and did not believe that was necessary to highlight the plight of
the disease by displaying AIDS posters and other items in public. (64)

- Aruffo et al. (1991) conducted argued that education predicted AIDS
knowledge. They found that African American woman donot have on accurate
perception of their vulnerability risk to HIV and other social aspects, such as lack of

education and employment opportunities. (75)

5.5 Marital status and use of condom

- Eldridge et. a (1998) conducted condom usage among 518 sexually
active African American women to determine how relationship status influenced the
consistency of condom usage. They found that women in monogamous relationships
were less likely to use condom, less likely to have the intention to use condoms, had
few friends that use condom and had a low perception of vulnerability. Further, they
stated that women who do not use condoms because of the exclusivity of their
relationship place themselves at risk because of pattern of serial monogamy in African
American community with high rate of sexually transmitted diseases and higher rates
of partners who were suspected of having other relationship. The belief of exclusivity

was misguided. (66)
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5.6 Knowledge about STIs, AIDS condom and use of condom

- Doe AA. (2003) conducted a cross-sectional study to assess the level
of knowledge, attitude and practice of adolescents aged 15-19 years in junior
secondary school in the Keta District of Volts Region of Ghana. It was found that
even though the level of knowledge on transmission of HIV/AIDS through sexual
intercourse was high there were some misconception on other modes to STIs. Those
who have knowledge on (p<0.05) did not perceived themselves to be at risk of
HIV/AIDS compared to those who did not have knowledge. (61)

5.7 Attitude toward condom and use of condom

- Peterson et al. (1992) studies correlates of HIV risk behaviors in black
and white San Francisco heterosexuals. They found that women believed that
condoms reduce sexual fulfillment / enjoyment, are embarrassing to use and are
unnecessary. These negative beliefs all work to minimize condom usage (67).
Wingood wood and Diclamente (2000) found that many normas and beliefs hinder
women from using condoms. First is the idea that women who use condom are
sexually loose. Secondly African American woman are less likely to use safe sex
practice because of sex ratio imbalance. Lastly religious convictions prevent women

from using condom.

5.8 Alcoholic consumption and use of condom
- Howhan J (1996) studies. Study behavior associated with sexuality
among male students in Surin province, Thailand. It was found that alcohol drinking
and smoking were associated with sexuality among male student and found that

alcohol drinking can forecast sexuality. (73)

5.9 Convenience in access to condom
- Lkamba LM. (2003) conducted studied of high risk sexual behavior,
knowledge attitude and practice among youths at Kichangani ward, Tanzania. They
found that the knowledge the youths have on condom use is poor. The beliefs that
they have no condom use are very demotivating and condoms are not easily
accessible unaffordable and unavailable included that they are not confident in
condom use or they have not use condoms. especially if condoms cannot be found at

night while youths in this village have casual sex with the truck drivers.(74).
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Conceptual Framework

Marital status

Factors

- Age, Occupation, Income Education,

- Knowledge on condom STIs and AIDS

- Attitude toward condom

- Alcoholic consumption

- Convenience to condom access

Behavior to use of condom

- Regular use
- Irregular use

-  Notuse
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CHAPTER 3
RESEARCH METHODOLOGY

This cross-sectional analytical study had the objectives to find out factors
associated with use of condom among the group of male clients visiting sex service

places in Bangkok. The questionnaires were used as tools for collating information.

Location of study

Three types entertainment establishments which also provide sex services
around the outer areas of Bangkok which included restaurants, karaokes entertainment
and Turkish bath parlout. Thirteen such entertainment and sex services places were

selected according to the cooperation of the manager.

Population

They are male clients visiting those sex service placed during March to April
2005. They were selected by purposive sampling according to their cooperation and

convenience.

Sample size (71)

Data was to collect from the groups of male client visiting the percentage sex
service placed around outer area of Bangkok. The percentage of men used or not used
condom who estimated from a pilot study and found that 67% of male clients did not

use condom at all. Sample size was calculated by following formula:

n =Z’w/, P(1-P)
d2
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n = number of sample size to be studied
Z = standard value under normal curve at the 0.05 level
P = proportion of not using condom during having sex = 0.67

d = acceptable variation of samples in the study allowed it to 10% of P

n=(1.96)(0.67) (0.33)
(0.067)
= 188.9 case

Thus we used the number of samples as 190 cases.

Research Instrument

The questionnaires was constructed according to the objectives of study the
questionnaire consisted of 4 part as follow.

Part 1 The demographic characteristic of male cliented visiting sex service
places in Bangkok including age, occupation, income, education, marital status.

Part 2 This section contained 14 questions on the sexual behaviour of male
clients during their visit sex service places. The questionnaires included use of
condom, alcoholic consumption and convenience to access of condom.

Part 3 This section include knowledge on STIs, AIDS and use of condom.
There were 10 questions. Correct answer got 1 point. The total score was 10. The

level of knowledge was divided in to 3 levels

Score
Good knowledge 7-10
Fair knowledge 4-6
Low knowledge 1-3

Part 4 Attitude toward use of condom
There were 5 questions exploring the attitude toward use of condom among

male client the scoring of answer was follow:
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Question of Question of
positive negative

attitude score attitude score

Completely agree 5 1
Agree 4 2
Not sure 3 3
Disagree 2 4
Completely disagree 1 5

The total score of attitude was between 5-25.
The level of attitude toward use of condom was divided into 3 levels according to the

actual scores that male clients got.

Score
Good (22-25)
Fair (17-21)
Poor (13-16)

Data collection

Questionnaires were distributed to selected male clients who were willing to

fill up the questionnaires and returned to the researchers.

Variables used in the study :

Independent variables :
- age
- occupation
- income
- education attainment

- marital status
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- Attitude toward condom

- Knowledge about STI, AIDS, and condom

Data Analysis

The statistics used for data analysis were as follow :

1. Descriptive statistics : frequency, percentage, mean, average value,
standard deviation were calculated to describe demographic characteristics of male
client visit sex service places in Bangkok

2. Analytical statistics : chi-square test was use for hypothesis test of

association between independent and dependent variables.
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CHAPTER 4
RESULTS

This research study was aimed to find various factors associated with condom
use in preventing the transmission of sexually transmitted infections (STIs) and AIDS
among male clients visiting sex service places in Bangkok. Data was collected from
male clients who visited karaoke entertainment places, turkish bath parlour , pub-
houses and restaurants in the suburban areas of Bangkok including as Minburi, Lard-
Prao, Bangkhen, Ramintra, Patanakarn, Klongtoey and Klongton during January to

March 2005. Results of this study were presented in this chapter as follow :

Part 1 : Demographic characteristics, alcoholic consumption convenience to access of
condom and rate of use of condom among male clients visiting sex service
places.

Part 2 : Knowledge on use of condom, STIs and AIDS and attitude toward use of

condom among male clients.

Part 3 : Associative between factors and use of condom.
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Table 1 Demographic characteristic alcoholic consumption, access and use of

condom among male clients

Characteristic Number Percentage
N=190
Age (years)
<29 107 56.3
30-39 46 24.2
40— 49 30 15.8
50-59 \ 3.7
X =31.34,S.D=8.55 Min= 19 Max = 57
Occupation
Government official 15 7.9
Merchant 75 39.5
Employee 79 41.6
Unemployed + Students 21 11.0
Income (bath /month )
< 19,999 95 50.0
20,000 — 39,999 54 28.4
40,000 — 59,999 20 10.5
> 60,000 21 11.1
X= 17,216.84, S.D =27,862.59 Min = 4,800 Max = 250,000
Education
Primary and Secondary school 19 10.0
College and high school 115 60.5
University 56 29.5
Marital Status
Single 113 59.5
Married 48 253
Widowed / Divorced 29 15.2
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Table 1 Demographic characteristic alcoholic consumption, access and use of

condom among male clients

Characteristic Number Percentage
N=190
Alcoholic consumption during visit sex service places
- No 36 18.9
- Seldom 124 65.3
- Regular 30 15.8
Convenience to access of condom
- Easy 72 37.9
- Difficult 118 62.1
Use of condom
Regular use 53 27.9
Seldom use 130 68.4
Not use 7 3.7

Table I shooed that the age of the male clients ranged from 19-57 year.

Majority of them were in the age group of less than 30 year (56.3%). The mean age

of the group was 31.34+ 8.55 years old.

Most of there were employee (41.6%). The second most conman occupation

was merchant (39.5%) (Table 1)

Most of there had income less than 20,000 bath/month (50%). The average

income per month was 17,216-84 + Baths. (Table 1)

Most of male clients were graduated from college and high school (60.5%).

Ten percents of there were graduated from primary and secondary school. About

twenty nine percent of them were university graduated. (Tablel).

About sixty percents of male were single. Only 15.2 percents were windowed

of divorced. (Table 1)

Most of male clients reported that they seldomly drank alcoholic beverages

during their visits to sex service places (65.3%), while 15.8% reported that they drank
regularly. About nineteen percent of male clients said that they were drank during

their visits. (Table 1)
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Most of male seldomly used condom while visiting sex service placed
(68.4%). Only 27.9% of male used condom regularly. There were 7 males (3.7%)

who said they had were used condom. (Table 1)

Part 2 : Knowledge on STIs, AIDS , condom. and attitude toward use of condom

Table 2 Level of knowledge on STIs, AIDS and condom, and attitude toward use

of condom among male clients

Number  Percentage

(N =190)
Knowledge on STIs, AIDS and condom (n = 190)
- Good (score 7-10) 73 38.4
- Fair (score 4-6) %4 >1.6
- Poor (score 1-3) - 100
X =+ S.D=591+ 1.84 Range = 1-10
Attitude toward use of condom

- Good (score 22-25) 58 30.7
- Fair  (score 17-21) 127 66.7

- Poor (score 13-16) 5

X =+ S.D=20.47 +2.36 Range = 13-25

Where questions about STIs, AIDS and condom were asked to access
knowledge of male clients, it was found that 51.6 percent had fair knowledge (score
4-6), 38.4 percent had good knowledge (score 7-10), and 10 percent had poor
knowledge. (Table 2).

About sixty-six seven of male clients had fair attitude toward use of condom,
30.7 percent had good attitude and only 2.6 percent had poor attitude toward use of
condom. (Table 2).
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Table 3 Items of knowledge on STIs, AIDS and condom

Correct answer

Knowledge n %
(N = 190)
1. Type of STIs 126 66.3
2. Symptoms of urethritis 52 27.4
3. Most severe type of STIs 175 92.1
4. Best protective method of STIs 158 83.2
5. Adverse effects of self treatment of STIs 110 57.9
6. Characteristics of good condom 117 61.6
7. Usefulness of condom 122 64.2
8. Method of condom use 121 63.7
9. Post orgasm practice of condom use 83 43.7
10. Removol of condom 58 30.5

Total (X) 32.1534 SD. 4.4498

Regarding analysis of knowledge on STIs of AIDS and condom by item, it
was found that the respondents had the most correct answer on the question of most
severe type of STIs (92.1%) and the second most correct answer were the question
the best protective method of STIs (83.2%). The least percentage of correct answers
were questions on the symptoms of urethritis (27.4%), the technique on removal of

condom (30.5%), and post orgram practice of condom use (43.7%). (Table 3).



Aschara Phasie Results / 40
Table 4 Items of attitude toward use of condom
Agree Disagree
Attitude o % o ”
1. Use of condom during sexual intercourse
with wife (N=190) 8 4.2 182 95.8
2. Use of condom during sexual intercourse
with sex worker for prevention of STIs
(N=190) 188 99.0 2 1.0
3. Use of condom to delay orgasm (N=190) 5 3,2 165 86.8
4. Teenager should keep condom for use
(N=190) 166 87.4 24 12.6
5. Use of condom reflects responsibility to
sex partner. (N=190 ) 184 96.8 6 3.2

When attitudes toward use of condom were asked, it was found that most male

clients agreed that use or condom during sexual intercourse with sex workers for

prevention of STIs, (99%) and agreed that use of condom reflects responsibility to

sex partner (96.8%). However they disagreed with the use of condom during sexual

intercourse with wife (95.8%) and disagree with the use of condom to delay orgasm.

(86.8%) (Table 4)



Fac. of Grad. Studies, Mahidol Univ.

Part 3 : Associations between factors and use of condom

Table 5 The association between factors and use of condom

M.Sc. (Human Reproduc. Pop. Planning) /41

Use of condom

Regular No or Irregular Total
Demographic factors n n
(N=53) % (N=137) % N %

Age (years)
19-29 23 21.5 84 78.5 107 100.0
30-39 16 34.8 30 65.2 46 100.0
40 —49 12 40.0 18 60.0 30 100.0
50-59 2 28.6 5 71.4 7 100.0

x>= 5451 df=3 p=0.142
Occupation
Government official 5 333 10 66.7 15 100.0
Merchant 25 333 50 66.7 75 100.0
Employee 17 22.8 61 77.2 79 100.0
Unemployed +Student 5 23.8 16 76.2 21 100.0

x?>= 2.523 df=3 p=0.471
Income (bath /month )
< 19,999 20 21.1 75 78.9 95 100.0
20,000 — 39,999 18 333 36 66.7 54 100.0
40,000 — 59,999 8 40.0 12 60.0 20 100.0
> 60,000 7 333 14 72.1 190  100.0

x>= 4.771 df=3 p=0.189
Education
Primary and secondary school 8 10.3 70 89.7 78 100.0
College and high school 16 28.1 41 71.9 57 100.0
University 29 52.7 26 473 55 100.0

x= 27.84 df=4 p=0.001
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Use of condom

Regular No or Irregular Total
Demographic factors n
(N=53) % (N=137) % N %
Marital status
Single 27 23.9 86 76.1 113 100.0
Married and live together 22 45.8 26 54.2 48 100.0
Widowed / Divorced 4 13.8 25 86.2 29 100.0
x’= 11.446 df=2 p=10.003
Alcoholic consumption
- No 11 30.6 25 69.4 36 100.0
- Seldom 32 25.8 92 74.2 124 100.0
- Regular 10 "}y 20 66.7 30 100.0
x?= 0.837 df =2 p=0.658
Convenience to condom
access
Easy 29 40.3 43 5§ 72 100.0
Difficult 24 20.3 94 79.7 118  100.0
x*= 8.838 df=1 p=0.003
Knowledge on STIs, AIDS
and condom
- Good (score 7-10) 26 35.6 47 64.4 73 100.0
- Fair (score 4-6) 26 26.5 72 73.5 98 100.0
- Poor (score 1-3) 1 5.3 18 94.7 19 100.0
x?= 7.093 df=2 p=0.029
Attitude toward condom
- Good (score 22-25) 16 27.6 42 72.4 131 100.0
- Poor or Fair (score 13-21) 37 28.2 94 71.8 58 100.0
Total 53 28.0 136 72.0 189  100.0

x*= 0.009 df=1p=0.926
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When analysis of associations of factor and use of condom was done, it was
found that, among demographic factors, educational level and marital static were
significantly associated with use of condom (p < 0.05). male clients of single status
and low educational level seemed to be more likely to use condom irregularly or not
to use at all (Table 6). Factors of income, occupation did not-have significant
association with use of condom.

Knowledge on STIs, AIDS and condom were significantly associated with use
of condom (p < 0.05) (table 6) good knowledge on STIs, AIDS and condom seemed
to be associated with more regular use of condom. On the contrary, attitude toward
use of condom did not have significant association with use of condom.

While alcoholic consumption during visit to sex service please had no
significant association with use of condom, convenience to access of condom had
significant association (p<0.05) (Table 6). If male clients reported easiness in access

to condom, they also reported more regular use of condom.
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CHAPTER S
DISCUSSION

The discussion of this study will be divided into 2 parts.

Part I : Research Methodology
Part I1 : Results of the study

1. Research Methodology
1.1 Research Design

This present study was a cross-sectional survey research aiming to
evaluate values of the use of condom and it’s association with demographic
characteristics, knowledge, attitude, alcoholic consumption and convenience in access
of condom among male clients visiting sex-service places in Bangkok. The research

design was appropriate for the objectives and the study is a not time consuming.

1.2 Population and samples

The population of this study were male clients who visited sex service
places in Bangkok. The number of male clients in this study was 190 persons which
were determined from sample size calculation using the percentage of 33% among
male clients who did not use condom when having sexual intercourse during visit

those places and 10% increased for incomplete data. (38).
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1.3 Research Instrument

The researcher used the questionnaires which were developed based
on a review of related research literature. The content validity of the questionnaire
was examined by three experts. After that, it was tried out with male clients visiting

sex service places in Bangkok.

1.4 Data Collection

While distributing the questionnaire to the cooperative clients, the
researcher explained to them and advised them how to answer the questions. For this
study the questions about use condom, sexuality, STIs and AIDS were sensitive, so
the sample group may feel embarrassed to answer the question. Confidentially was
informed and reassured by enclosing questionnaires after completion in sealed

envelop and no interference occurred during their work on the questionnaires.

2. Results of the study
Objective 1: Rate of use of condom among male clients visiting sex
service places.

More than seventy percents (72.1%) responded that they did not or irregularly
use condom for prevention STIs and AIDS during their visits of sex service places.
This finding was consistent with the study of Doe AA. (61) who found that
adolescents in Keta District in Ghana who had sex at least once used condom only
37.6%. In a servey of condom use in multi partnered females attending sexual health
clinic in Sydney, Australia, of the 2198 women identifies 22 % did, not use condom,
28% reported consistent use, and 50% in consistent use. (61 )

Vanlandingnam M. and Trujillo L in 2002 found changes in attitude, norms
and behaviors among unmarried Thai men. The rate of use of condom was low as
well as in a 2003 study which found that 21% had not used a condom with their last

casual partner. (71)
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Objective 2:
2.1 Association between demographic characteristics, knowledge,

attitudes and use of condom

2.1.1 Age

In this study there was no statistically significant association age of male
clients and use of condom. The study of Miller KS who surveyed 150 black and
hispanic teenagers found that women whose first sexual partners was older than them
were less likely to use condom in subsequent sexual relationships than women whose

first sexual partner was approximately the same age. (70)

Tawk H.M studied condom use in multi partnered females in Sydney and
found that variables independently associated with failure to use condoms included
older age and being in a regular relationship. (62)

2.1.2  Occupation

In this study there was no statistically significant association between
occupation and use of condom. It was contradicted to the study of Wingood GM.
who found that among African American women the unemployed and underemployed
were less likely to use condom than those African American women employed. (63)
Tawk HM studied 2198 women of multipartner in Sydney Australia and found that
students and those in employment were more likely to use condom than unemployed.
The differences were that attitude and practices may be different between males and
females of different culture. (62)

2.1.3 Income

In this study there was no statistically significant association between
income and use of condom. This finding was contradicted to the study of Wagstaff
DA. who surveyed predominantly young black women and found that the majority of
woman were of low income (70%) and did had not use a condom. The study showed
that woman in lower economic status had a higher exposure to HIV than women of
higher economic status. (64)

2.1.4 Education

In this study there was statistically significant association between
education and use of condom (P<0.001). This finding was consistent with the study

of Dancy B. also found that woman with less education had more negative attitude
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toward AIDS. (72) It is also consistent with the study of McCaig LF, who found that
education also predicted AIDs knowledge. (65) Aruffo JF. found that African
American woman do not have accurate perception of their vulnerability risk to HIV
and other social aspects, such as lack of education and employment opportunities. He
also found that those individuals with less school years were more likely to have
misperception about AIDS.

2.1.5 Marital status

In this study there was statistically significant association between
marital status and use of condom (P<0.01). The finding was consistent with study of
Wagstaff DA. who found that the majority of woman (70%) who did not use condom
were single (64). Eldridge GD. examined condom use among 518 sexually active
African American woman to determine how relationship status influenced the
consistency of condom usage. They found that women in monogamous relationship

were less likely to use condom.

2.2 Knowledge of STIs, AIDS and condom

There was statistically significant association between knowledge and
use of condom. This finding was contradicted to the study of Doe AA. which was
conducted to assess the level of knowledge, attitude and practices of adolescents aged
15-19 years in junior secondary schools in the Keta District of the Volta Region of
Ghana. (61) It was found that even though the level of knowledge on transmission of
HIV/AIDS through sexual intercourse was high there were some misconception on
other modes to STIs. The study found that increasing level of knowledge on the

transmission of STIs particularly HIV/AID was not associated with sexual behavior

(61).

- Lucy macda lkamba and Boukary Ouedraogo in 2003 studied high-risk
sexual behavior, knowledge, attitude and practice among youths at Kichangani ward,
Tanga, Tanzania. It was found that inadequate knowledge, lack of information,
unavailability of resources and reproductive health services were factors contributing

to adolescent sexual risk taking.
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- Ventrone J, in 2004 studied. high school seniors’ HIV-Related.
Knowledge, behaviour, and attitude. It was found that knowledge about HIV
transmission and prevention was high. Seventy percent of the sample was sexually
active. Only 49% of the sexually active adolescents reported consistent condom use
during sexual intercourse. Males and females did not differ on most items.

Although this study found that knowledge was unexpected low. In the group
of good level of knowledge, only 35.6% used condom regularly compared to the
group of poor level of knowledge, only 5.3% used condom regularly. When
examining the items of knowledge of STIs, AIDs and use of condom, male clients still
had poor knowledge about symptoms of STIs, adverse of self treatment of STIs, post

orgasm practice and removal of condom.

2.3 Attitudes
In this study there was no statistically significant association between
attitude and use of condom. This finding was consistent with study of Peterson JL.
that negative belief can protect them from HIV places them at risk. Women’s belief
that condom reduced sexual enjoyment and condom are ember vassing, these negative

belief all work to minimize condom usage (67)

- Kassa DH, in 2003 studied, knowledge, attitudes, beliefs and behavior of
secondary school students about HIV/AIDS in Gedeo Zone, Southern Ethiopia. (72)
It was found that relatively large proportion of the respondents demonstrated positive
attitudes towards preventive methods of HIV infection such as abstinence and
condom use while the mean score of attitude towards faithfulness was below the

average on the measurement scale.

2.4 Alcoholic consumption

In this study there was no significant association between alcoholic
consumption and use of condom. The hypothesis is that alcoholic consumption to a
significant level will increase sex drive and decrease self control. In this study only
15.8% reported regular alcoholic consumption and only 18.9% reported no

consumption at all. The rate of use of condom among different group of alcoholic
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consumption was different. This is in agreement with Howhan J who found that
alcohol drinking and smoking were associated with sexuality among male students

and found that alcohol drinking can forecast sexuality. (73)

2.5 Convenience in access to condom
In this study, convenience in access to condom was a significant
associated factor with use of condom. Most men reported difficulty in access to
condom (62.1%) and those who find it easy to get condom were more likely to use
regularly (p<0.01). Condom distribution is a mean to increase use of condom among
male clients. They should readily acquire condom from dispensing machine in the
restrooms or at those sex service places as well as from drug and department stores.
This finding was consistent with the study of IThamba L.M. who study at
Kichangani Ward, Tanga, Tanzania and found that this situation is predisposed by the
fact that the knowledge the youths have on condom use is poor, the beliefs they have
on condom use are very demotivating, Condoms are not easily accessible are
unaffordable and unavailable to some youths this may be a major barrier in utilizing
the knowledge they have, especially if condoms cannot be found at night while youths

in this village have casual sex with the truck drivers.
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CHAPTER 6
CONCLUSION

Condom is a very effective method used to prevent sexually transmitted
infections (STIs) including acquired immune deficiency syndrome (AIDS). The
purpose of this cross-sectional study was to find study association between
demographic factors, knowledge and attitude use of condom among male clients
visiting sex service places in Bangkok. The samples were 190 male clients who were
willing to answer the questionnaires. The study was conducted during March to April
2005. Statistics for analysis were descriptive statistics including percentage, mean,

standard deviation . Chi-square test was used for hypothesis testing of association at

the level of o = 0.05 using SPSS/PC for window statistical program.

The results revealed that most of the samples were single (59.5%) less than 30
years old (56.3%) were employees (41.6%), had monthly income less than 20,000
bath (50.0%) and were graduated from college or high school (60.5%). Only 27.9% of
samples used condom regularly when having sexual intercourse with female sex

workers, 68.4% seldom used condom and 3.7% never used condom at all .

Regarding knowledge on STIs, AIDS and use of condom, 38.4% had good
knowledge, 51.6 had fair level of knowledge and 10% had low level of knowledge.
Regarding attitude toward use of condom, 30.7%, 66.7% and 2.6% had good, fair and
poor attitude respectively. About associations between factors and use of condom,
educational level, marital status, convenience to access of condom and knowledge had

statistically significant association with use of condom.

In conclusion, this study found that most male clients visiting sex service
places in Bangkok were single, of younger age lower income and middle level of
education. The rate of use of condom during their visits was low. Improvement in
education of self-care, sex education and STIs as well as providing accessible way to
acquire condom will increase the use of condom and prevention of STIs especially

high risk group of male clients visiting sex service places.
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Recommendation for application

1. Sex education about condom STIs and AIDS program in school and
working places. should be improved in order to focusing on the changes in knowledge

and attitude of male students and employees.

2. Sex service places and partnership should provide condom at a very low

prices or complimentary to clients.

Recommendation for future research

1. A qualitative study such as the in-depth interview, focus group of male
clients in order to get a better data and reason of the explanation about sexual
behavior.

2. Rate of use condom among male client visiting sex service places compare

between regions in Thailand.
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