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ABSTRACT

The main aim of this study was to investigate the health care-seeking behaviour of

patients who were diagnosed at primary health care clinics having a sexually

transmitted infection (STI). It further aimed to discover whether any significant

differences exist between nrral and urban populations and between males and

females in their health care-seeking behaviour. The study made use of an existing

database. The methodology used in this study is referred to as secondary analysis.

The data used in this study was obtained from 126 semi-structured interviews

conducted with STI patients at 24 chnics, in all nine provinces. In addition, in-

depth interviews were conducted with 28 STI patients. This sample consisted of

20 females and eight males. Interviews were unstructured and were aimed at

discovering patients' perceptions, experiences and health care-seeking behaviour

relating to STIs. All 126 participants were found to be syrnptomatic when they

presented at the clinic sites. The most popular reason given for attending the

clinic sites was convenience. Most participants reported that they waited less than

7 days before they presented at the clinic sites. No significant differences were

associated with delay in health care-seeking. Most participants had negative

emotions regarding their illness. Few participants engaged in alternative

treatment strategies. Some of the 28 STI patients who received in-depth

interviews stated that they.would not reveal their STI status for fear of the stigma

associated with the disease. Use of altemate remedies and treatment options of

were mentioned. The concern of persuading partners to seek treatment was also

highlighted. The implications of these findings for improving the management of

sexually transmitted diseases and reducing the spread of the disease are discussed.
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CHAPTER 1

GENERAL INTRODUCTION

1.0 Introduction

In this chapter the background of the study is presented to start with. This is

followed by the rationale for the study as well as the statement of the research

problem and the hlpotheses that were tested. Next, the significance of the study

is presented, followed by the layout the rest of the mini-thesis as well as a brief

chapter sunmary.

1.1 Background to the studY

STIs are considered as an important public health problem all over the world

(Faxelid, Ndulo, Ahlberg & Krantz, 1994). They are among the most common

causes of illness in the world (Gerbase, Rowley, Heymann, Berkley & Piot,

1998). For several decades, STIs have been ranked among the top five diseases

for which adults in developing countries seek health care services (Buvd, Laga &

piot, 1993). More than four million urogenital chlamydia trachomatis infections

occur in the United States annually. It occurs mostly in young sexually active

persons from all socio-economic groups (Gaydas et al., 1998). tn the United

States of America., WesteRr Europe and Australia, the incidence of curable STIs

in 15-49 year olds is estimated to be lo/o and 4o/o,whereas in Sub-Saharan Africa

it ranges between llo/o and 35% (Colvin, 2000). Sub-Saharan Africa has the

greatest burden of STIs in the world (Colvin, lggT). South Africa is believed to

have one of the highest infection prevalence rates of classic STIs in the world

1
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(Pham-Kanter, Steinberg & Ballard, 1996). Although population-based frequency

data are few and mostly unreliable, it has been estimated that approximately four

million episodes of STIs occur yearly in South Africa (Department of Health,

lg97). This figure increased rapidly, and according to colvin (1997),

approximately 11 million STI cases are treated annually in this country. This

places a huge burden on the limited resources available for public health.

Although STIs have been ranked among the top five diseases in developing

countries, it was not until the emergence of the human immunodeficiency

virus/acquired immune deficiency syndrome (HIV/AIDS) epidemic that the

importance of STIs was fully and widely appreciated (Buvd et al', 1993; Setel,

lggg). The interaction between STIs and HIV infection (Laga, Nzila & Gorman,

lggl,cited in Buvd et a1., 1993) is strong enough to warrant the priority allocation

of resources to STI control prograrnmes in an effort to reduce the burden of STIs

and slow down the spread of HIV. Patients with an STI are at a high risk of HIV

infection. There is evidence that STIs facilitate the transmission of HIV (Cohen,

1998; Colvin, 2000). According to Mabey (2000), STIs facilitate the heterosexual

transmission of HIV-I, and that this has been an important factor in the rapid

spread of HIV infection in developing countries. He fuither states that the impact

on HIV incidence is likely to be highest in populations with a high STI and low

HIV prevalence. It could. be concluded that the high prevalence of STIs in the

Sub-Saharan Africa has probably contributed significantly to the HIV epidemic in

this region. This could explain why South Africa is suffering from an explosive

HIV epidemic (Wilkinson & Wilkinson, 1998). The prevalence of HIV infection

in antenatal clinic attendees in South Africa has risen from lYo in 1990 to 23o/o in

2
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1998. It has one of the fastest growing epidemics in the world with an estimated

3.61 million people already infected (Alder & Qulo, 1999).

An often unrecognised aspect of STIs, including bacterial STIs, is how

frequently persons with these infections have no symptoms or do not recognise

symptoms. Most studies of STIs are conducted in health-care settings specifically

for persons who do recognize symptoms; therefore, these studies usually

overestimate the proportion of infected persons who are symptomatic. Studies of

STI screening in non-health-care settings (e.g., jails, workplaces, &d

communities) or health-care settings where STI treatment is not the primary

function (e.g., family-planning clinics) suggest that most persons with gonorrhea

or chlamydia are asymptomatic. Among women seeking contraceptive or other

gynecologic services, 52o/o of those with gonorrhea and at leastT0o/o of those with

chlamydial infection exhibited neither symptoms nor signs of infection (Phillips,

Hanff Wertheimer & Aronson, 1988). Four population-based studies of men

documented that 68%-92% of those with gonorrhea reported no symptoms

(Ellerbeck, Vlahov, Libonati, Salive & Brewer, 1989), and one study reported that

92o/o with chlamydia reported no symptoms (Grosskurth et al., 1996).

This common lack of symptoms for gonorrhea and chlamydia has important

implications for treatment of these STIs, as well as for the way in which STI

treatment can be used for HIV prevention. Providing access to treatment for

persons with STI symptoms is an essential aspect of STI and HIV prevention, but

most curable STIs will go unrecognised and untreated without increased efforts to

detect and treat persons without symptoms. Opportunities to identify and treat

asymptomatically infected persons include screening in health-care settings when

J
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personspresentforotherproblems(e.g.,inemergencyroomsorfamily-planning

clinics,duringroutineorannualphysicalexaminations,andduringvaccination

visitsforadolescentsandadults)andinnon-healthcaresettings(e'g.,schoolsand

jails)'screeningalsocanbeconductedthroughsex-partner.notificationprograms

oneofthemajorreasonsforthecurrentSTlepidemichasbeenthefailureof

clinicianstoensurethatthesexualpartnersofpatientswithSTlsareexamined

and treated. Most persons with genital discharges, lesions, or pain cease sexual

activityandseekmedicalcare'Accordingly,thosewhotransmitinfectionusually

areasymptomaticallyinfectedorhavemildsymptomswhoseimplicationsarenot

understood.Therefore,theyoftenwillnotspontaneouslyseekmedicalattention,

andphysiciansmustseethattheyareexaminedandtreated(CDC,1998).

1.2 Rationale of the studY

VerylittleisknownaboutthedurationoftimepeopleinSouthAfricawait

before seeking STI treatment. In addition to this, issues pertaining to their sexual

behaviourwhilesynptomaticremainunderresearched.Suchinformationis

relevantforimprovingthemanagementandreducingthetransmissionofSTls.

ByidentifyingbehavioursthatinhibitthespeedytreatmentofsTls,onewouldbe

able to reduce the spread of the disease as well as HIV infection'

1.3 Statement of research Problem

Delayedseekingofhealthcarehasdireconsequencesfortheeffective

managementofSTls.Itnotonlyincreasestheriskoflongtermdamagetothe

individualconcerned,butitalsoincreasesthespreadofthediseaseinthe

4
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cofirmunity. In order to increase the effectiveness gf the management and

treatment of STIs, it is essential that more is known about the different health

care-seeking strategies employed by sufferers of the disease.

1.4 Aims

The main aim of the research project was to try to understand the health care-

seeking behaviour of STI patients with regards to STIs, with the goal being to

improve such behaviour. The specific objectives of the project were to identify

health care-seeking practices engaged by STI patients that advance the

transmission of STIs and those that inhibit the spread of the disease. Furthermore,

it sought to discover if there were any significant differences in health care-

seeking behaviour between men and women, between high versus low prevalence

rates of STI infection, as well as between rural and urban STI patients.

1.5. Research questions

(a) Are there significant differences in health care-seeking behaviour between

males and females?

(b) Are there significant differences in health care-seeking behaviour between

STI patients from provinces with high versus low prevalence rates of STI

infection?

(c) Are there significant differences in health care-seeking behaviour between

rural and urban STI patients?

5
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1.6 Hypotheses

It is hypothesised that there are significant differences in health care-seeking

behaviour between men and women STI patients.

It hypothesised that there are significant differences in health care-seeking

behaviour between STI patients from provinces with high versus low prevalence

rates of STI infection.

Furthermore, it is hypothesised that there are significant differences in health

care-seeking behaviour between rural and urban STI patients'

1.7 Significance of the study

As mentioned earlier, a strong link between STIs and HIV has been discovered.

Patients with an STI are at a greater risk of contracting HIV infection. Thus by

preventing and controlling the spread of STIs, one prevents and controls the

spread of HIV. This is important since HIV develops into AIDS, and unlike STIs,

there is no cure for AIDS at present. Accordingly, controlling the spread of

classic STIs will further help control and prevent the further spread of HIV/AIDS.

1.8 Layout of the rest of the mini-thesis

Chapter 2 focuses on a review of relevant literature pertaining to this study.

Both international and local studies will form part of this section. ln addition to

this, an overview will be given of the theoretical frameworks that rvill be utilised

in this study.

Chapter 3 outlines the secondary analysis method used in this study' The aims,

description of sample, procedure and instruments used in the original study are

6
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discussed. An overview of the secondary analysis used in this study concludes

this chapter.

In chapter 4 presents the results of the study. These include both qualitative and

quantitative findings.

Chapter 5 discusses the results. This includes providing some explanations for

the results as well as the limitations of the study, and suggestions for future

research. The implications of the study are also presented' Finally, a brief

conclusion is provided.

1.9 Chapter summary

This chapter provided the background to the study. It showed that STIs are a

major health concern throughout most parts of the world, especially in Sub-

Saharan Africa in general and South Africa in particular. While incidence and

prevalence rates decrease in developed countries such as United States and

Europe, it continues to grow at alarming rates in Sub-Saharan Africa' More

importantly, the strong relationship between STIs and HIV has further highlighted

the need to effectively manage and reduce the rates of STIs. It is assumed that

this reduction in the spread of STIs would also reduce the current HIV epidemic

that exists in South Africa. Delayed health care-seeking by sufferers of STIs

would increase the incidence and the prevalence rate of the disease and hence the

present study into the issue. lncreasing the knowledge base concerning health

care-seeking behaviour of STI patients would assist government and health care

workers in combating this disease.

7

https://etd.uwc.ac.za/



CHAPTER 2

LITERATURE REVIEW AIID THEORETICAL FRAMEWORK

2.0 Introduction

This chapter will provide a brief overview of the status of STIs in South Africa.

Furthermore, it reviews both local and intemational studies on health care-seeking

behaviour of STIs. It also presents three theoretical frameworks for the study.

2.1 Introduction to STIs

STIs are a group of more than 50 infectious diseases that are all transmitted

mainly by sexual contact. The causative agents include bacteria, such as

gonorrhoea, chlamydia trachomatis, pallidum, haemophilus ducreYri and viruses,

such as herpes simplex, hepatitis B, human papilloma and HIV (human

immunodeficiency virus) (Buvd et al., 1993).

Epidemiological research aided by new developments in laboratory technology

has revealed STIs impact on health, especially in women and in children (Buvd et

al., 1993). According to Bannister, Begg and Gillespie (1996), consequences of

these diseases include pelvic inflammatory disease, infertility, ectopic pregnancy,

abortion, foetal abnormalitY, and childhood mortality. In sub-Saharan Africa,

50o/o of infertility cases . among women are considered to be due to tubal

infections, which are usually caused by gononhoea or chlamydia (Cares, Farley &

Rowe, 1985).

8
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2.1.1

(a)

(b)

(c)

Types and epidemiology of STIs

Gonorrhoea, commonly known as the 'clap', is usually associated with a

vaginal discharge in women and urethral discharge in men. There can also

be infection in the throat, the upper genital tract (uterus or fallopian tubes)

in women or in the rectum. Newborns may develop ophthalmia

neonatorum after inoculation in the birth canal of their infected mothers

(Roberts, 1999). Pain on urinating is common (Moore, Rosenthal &

Mitchell, 1996). In South Africa the prevalence rates of gonorrhoea

amongst pregnant women is7.8o/o.

Infections due to chlamydia trachomatis are among the most prevalent of

all sexually transmitted diseases. ln women, these infections often result in

serious reproductive tract complications, such as pelvic inflammatory

disease, infertility, and ectopic pregnancy. In addition, infected pregnant

women can infect their babies during delivery (Roberts, 1999). chlamydia

infections are of particular concern because of their prevalence and the

high likelihood that the infection will be asymptomatic. The chlamydia

prevalence rates among pregnant women in South Africa during the 1990s

was 12.4o/o (WHO, 200 1 ).

T. vaeinalis is a common parasite of both males and females and the

incidence is in part. related to hygiene. Intercourse is the usual method of

transmission, especially via asymptomatic males. Many women with this

infection may not have any symptoms. Urethritis and prostatovesiculitis

in males is usually asymptomatic (Roberts, 1999). ln spite of the fact that

trichomononiasis is the most common of STIs, data on prevalence and

9
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incidence are limited. Prevalence studies amongst pregnant women in

Africa show rates of 41.4o/o in South Africa (WHO, 2001).

(d) Syphilis is a bacterial STI that progresses in stages. The disease is curable

and progression ofdisease is preventable, but ifleft untreated it can cause

cardiovascular and neurological diseases, and blindness. Syphilis causes

genital ulcers, which increase the likelihood of sexual HfV transmission

two- to five-fold. Untreated, syphilis can be transmitted from a pregnant

woman to her fetus (NIAID, 2000). Table 1 shows that the syphilis

prevalence rates in South Africa has decrease. These findings were

established through the antenatal surveillance system (Department of

Health,2001).

Table 1. Syphilis prevalence trends by province among antenatal clinic

attendees 1998-2000

Province 1998 r999 2000

KwaZulu-Natal
Eastern Cape
North West
Mpumalanga
Northern Province
Free State
Western Cape
Northem Cape

15.8

9.6
9.1

8.6
5.6
4.4
4.4
3.8

13:8

4.4
15.8

9.6
3.8
9.1

3.8
8.6
5.6
4.4

2.6
3.3
3.6
3.7
4.2
4.8
5.

5.

9.

1

I
6_

9_

_G_aylegg
National 10.8 6.s 4.

Source: National HIV/Syphilis Survey, 2000

10
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(e) Genital herpes is a chronic disease, of which there are two types: herpes

simplex virus Type 1, which is associated with cold sore blister, and Type

2, which occurs around the genital region and is usually associated with

genital herpes (Bannister et ol., 1996). It affects people in all

socioeconomic groups, with a peak incidence in people age 15-29

(Roberts, 1999).

(0 Hepatitis B affects the functioning of the liver. The initial symptoms

included fever, rash, and painful joints. There may be some jaundice

causing yellowing of the skin and white of the eyes. If untreated it may

lead to death from acute or chronic liver failure or liver cancer (Moore et

a1.,1996).

g) Genital warts, resulting from infection with human papillomavirus, are

asymptomatic in nature and manifests itself about two months after

infection. lnitially there may be reddish swellings that grow into a cluster

of small, painless, cauliflower-shaped lumps on the penis, perineum, labia,

vulva, cervix, or in and around the anus. If occurring in the vagina or

anus, warts may go undetected. Infection may also occur without the

development of actual warts.

2.1.2 Treatment of ST.Is

The internationally successful syndromic approach is widely used in the public

sector health services in South Africa (Department of Health, 200i). While the

syndromic management of STIs has been applied nationally since 1997, provinces

like KwaZulu-Natal, have used this approach for some time (Health System Trust,

11
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1997). According to the Department of Health (2001), 80% of the clinics have at

least one health worker trained in this approach.

The syndromic approach for STIs is a strategy enabling high quality STI

management in under-resourced settings (WHO, 1994). It is a comprehensive

approach aimed at addressing STI diagnosis, treatment and prevention

(Grosskurth, et ol., 1996). The syndromic approach was developed and

recorrmended by WHO mainly because patients usually present with more than

one STI and that some STIs are expensive and difficult to confirm and thus more

cost effective to treat (Grimwood, Karpakis & McNab, 1996).

2.2 Local studies

The studies included in this review are divided into two parts. In the first part,

seven local studies are cited. Local in this review refers to studies that have been

conducted in Sub-Saharan countries such as, Cameroon, Zimbabwe, Kenya,

Uganda, Zambia as well as South Africa.

2.2.1 South Africa

The literature pertaining to health care-seeking behaviour of STI patients in

South Africa appears to be limited. To date, only one recently published South

Africa study has investigated health care-seeking behaviour. This is the study by

Meyer-Weitz, Reddy, van den Borne, Kok and Pietersen (2000) among 292

adolescents, who were among 1 505 patients seeking care at STI clinics in Cape

Town at the time of the study. The majority of the adolescents (56%) sought

health care from the clinic in less than 7 days after noticing their symptoms;23o/o

t2
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waited between a week and 10 days; while 2l% of the adolescents indicated that

they had waited longer than 10 days. Sex, age and education were not

significantly associated with a delay in seeking health care. For most adolescents

(62%), the present STI was their first experience of the disease' All the

adolescents who had an STI previously had sought health care at clinics' With

regard to the patients' number of sex partners in the past 6 months, 49o/ohadhad

only one partner, 23% had had lwo partners and 28o/o had had more than two

partners. A small minority of the adolescents (14%) indicated that they had

treated their STI symptoms prior to seeking health care by washing their genitals

with disinfectants, using laxatives or using traditional medicines. The adolescents

who resorted to self-treatment were more inclined than others to wait longer than

10 days before seeking health care. The majority of the adolescents (65%)

indicated that they had talked to their partners about their present STIs. The

majority (60%) of sample was male. Most had a high school education.

2.2.2 Cameroon

crabbe, carsauw, Buve" Laga, Tchuppo and Trebucq (1996) conducted

research to study the impact of cost of treatment of STIs on the preference of men

with urethritis to seek care in the informal sector. The study made use of data

collected from two community-based suryeys, which were conducted in Yaounde

and Douala. The surveys were carried out among male company employees, who

were not older than 40 years old. Participants were intervierved on socio-

economic characteristics, occurrence of signs and symptoms of STIs and health

care-seeking behaviour. of the 189 men in the general population , l6yo reported

l3
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that they had resorted to self-medication, compared to l5%o among the company

workers. Overall 52% of the men in the general population and 57o/o of the

company employees consulted in the formal sector. It was also found that men of

higher education were more likely to consult in the formal sector than men with

lower education. Thus, no differences were found between the two populations.

2.2.3 Zimbabwe

Pitts, McMaster, Mangwiro and Woolliscroft (1999) conducted a study aimed at

identifying the factors which contribute to delays and triggers at a Genito Urinary

(GLD clinic. A focus of this research was to understand the thoughts and decision-

making processes of both men and women, who suspected that they might have an

STI. Clients attending a general health clinic for a suspected STI rvere randomly

approached to participate in the study. lnformation was collected via a semi-

structured interview schedule. Eighty-four clients participated in the study; 3l

women and 53 men. When participants were asked for estimation of duration of

infection, 80% estimated longer than a week, and 38o/o longer than one month.

When asked whether they had delayed in seeking treatment, nearly 70Yo claimed

not to have delayed. Of the percentage of participants whom indicated that they

delayed, l2o/o delayed due to factors associated with money, 8o/o delayed due to

factors associated with the service, 4%o delayed for physical reasons and 5Yo gave

no reply. Participants adopted different treatment seeking strategies. Only 38%

(n : 32) came directly to the clinic, 25% (n : 2l) used traditional herbs or

medicines, 13% (n: ll) used self-treatments that are more modern and l1% did

not know what to do or did nothing. Thirty-one percent (n : 26) had attended an

t4
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STI clinic previously. Only 19% (n: 6) of women reported a previous attendance

at an STI clinic, compared to 38o/o (n:20) of men.

2.2.4 Kenya

A study conducted by Moses et al. (1994) aimed at identifying health care-

seeking and related behaviours relevant to controlling STIs in that country.

Patients with STIs were interviewed at eight public clinics about their health care-

seeking and sexual behaviours. Three hundred and eighty patients (n : 189 men

and 191 women), primarily came from low socio-economic groups participated in

this study. The findings of the study were that women waited significantly longer

than men to attend study clinics and were more likely to continue to have sex

while symptomatic. A large proportion of patients had sought treatment

previously in both the public and private sectors without relief of symptoms,

resulting in delays in presenting to study clinics. For women, being married and

giving a recent history of selling sex was both independently associated with

continuing to have sex while symptomatic. Men were more likely to have sought

treatment in the informal sector than women. The informal sector included

pharmacists, traditional practitioners, drug peddlers and others. Women were

more likely to have sought treatment in public-sector facilities. The main reasons

given by men for having sought care in the private medical or informal sectors

were convenience ofaccess and perceived greater privacy.
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2.2.5 Uganda

Paxton, Kiwanuka, Nalugoda, Gray and Wawer (1998) conducted a study

among people in rural areas to quantify the extent to which asymptomatic

infections and treatment seeking behaviour may affect control of STIs. This study

formed part of an ongoing project. Adults enrolled in the initial survey provided

specimens to determine baseline prevalence of infection. They were allocated to

control $oups. At follow-up 10 months later the behaviour of people

experiencing symptoms between surveys was documented to estimate the

proportion of symptomatic infected people expected to seek treatment.

Researchers fitted both baseline prevalence of infection and treatment seeking

between surveys to the Piot-Fransen STI control model. In the first survey 12 827

people were enrolled, 9662 were seen at the follow-up. The baseline prevalence

of infection from the first survey indicated that most infections were

asymptomatic. It was discovered that 53.3% of men and 65.60/o of women with

gonorrhoea, 9L.7yo of men and 76.0Yo of women with chlamydia, and 8lo/o of

women with trichomonas or bacterial vaginosis reported no symptoms in the

previous six months. ln the 10 months between the first and second suryeys,

30/% of women and9.7Yo of men experienced genital tract symptoms. Women

reported vaginal itching (15.4%), pelvic pain (14.7%), vaginal discharge (9.4%),

and genital ulcer (5.5%). Men reported genital ulcer (4.3Yo), dysuria (4.2o/o), and

urethral discharge (1.7%). Over 40Yo reported they had done nothing to treat

symptoms or prevent transmission and less than 40Yo of the subjects who were

counselled had sought treatment for syphilis. Overall, 59.1% of symptomatic men

and 553% of women sought treatment, and only 16.9% and 3.9Yo, respectively,
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notified their partners. Almost three quarters of those seeking treatment used

government health centres or private clinics, the rest treated themselves or visited

traditional healers. More men (27.5%) than women (11.3%) chose to treat

themselves. More than half reported sexual intercourse, and only 4.5oh of men

and0.5o/o of women used condoms while they had symptoms.

2.2.6 Zambia

Faxelid, Ndulo, Ahlberg and Krantz (1994) conducted a descriptive study of

existing treatment prograrnmes for STI patients at two outpatient departments in

Lusaka. The focus of their study was issues pertaining to partner notification.

These included number of sexual partners identifiable and patients' knowledge

and reactions to having an STL Fifty women and fifty men participated in this

study. Their findings revealed that women had STI symptoms for a median of 14

days before they came for treatment compared with a median of five days for

men. More than 660A of the women compared with 36%o of the men had two or

more complaints. Men, who knew they had a STI, came earlier for medical

attention. The reasons given to explain this was that men had higher education in

general and had a tendency to a greater openness about sexual matters' For men,

awareness of having a STI was related to the number of days before seeking

health care, which was not the case for women. This could be explained either by

men understanding beforehand that they were ill, that they were better informed or

that they were more inclined to discuss the matter. It was found that as much as

30% of the women could not mention any symptom connected with STI. A

majority of women were not aware that they had a STI even after seeing the
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physician and having received treatment. Finally, improved communication was

found to be related to better control of STIs

2.2.7 Summary of local studies

In all the studies reviewed, females as compared to males waited on average

longer to seek treatment. Some of the reasons provided for delay in treatment

seeking included financial and physical constraints. The respondents employed

various treatment strategies. A small percentage of participants reported self-

treatment prior to visiting the clinics. A few reported seeking treatment at

traditional healers and at private medical settings. One study found that most

infections were asymptomatic.

2.3 Internationalstudies

In this section, six studies are presented. These include studies from India, the

United States of America and China.

2.3.1 India

Research conducted by Evans and Lambert (1997) among female sex workers in

urban India focused on local understandings of sexual health problems, practices

related to the maintenance of health and the prevention of disease, factors

influencing treatment-seeking and use of medications. Research activities were

undertaking with three groups: 27 sex workers, 13 non-sex workers, five local key

informants, and seven service providers. They discovered that the main help-

seeking "trigger for action" was an inability to work and perform daily tasks'
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They generally sought treatment within one to three days for incapacitating

complaints, whereas they waited for up to a week or more with regard to less

painful or ambiguous symptoms. ln these cases, home remedies were sometimes

tried initially. If the condition did not improve, help was sought due to concems

of long-term harm. Self-treatment with medicines purchased directly from

pharmacies was a common practice, mainly for the management of mild or

chronic complaints. The women preferred seeking help from the private sector

because it involved a minimal loss of time. Private sectors' greater flexibility

gave it an advantage over the public sector. The hospitals were further away from

their homes and consultations involved a long wait.

It was also found that the biggest problem in terms of effective clinical

management of STIs concerned treatment compliance. They frequently switched

services in the middle of treatment if "cure" was not forthcoming. Women often

stopped taking their medicines when they became asymptomatic. The researchers

concluded that health-seeking strategies appear to be more closely related to

general conceptions of the nature of health under particular material conditions

than to ethnomedical illness classifications or aetiologies.

2.3.2 United States of America

There are four recent studies that have been conducted on health care-seeking

behaviour for STIs. They were conducted by Mehta, Shahan and Zenilman

(2000), Fortenberry (1997), Hook et al. (1997) and Pitts, Woolliscroft, Cannon,

Johnson and Singh (2000) at an inner-city emergency department, a public STI
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clinic in Chicago, at five urban STI clinics and at study at a genitourinary clinic

(GtI) in a general hospital respectively.

One of the main findings from these studies was that delay in seeking screening

for a possible STI varied considerably. Some participants sought treatment

quickly, others delayed for months, and in a few cases, even years. Mehta et al.

(2000) found that the median period before seeking treatment after onset of

symptoms was one week, one week for women and a few days for men. Thirty-

four patients delayed treatment for two weeks or longer. Fortenberry (1997)

found that symptomatic female adolescents reported significantly longer total

care-seeking and appraisal intervals than asymptomatic female adolescents or

symptomatic male adolescents. Overall, 38yo and 32o/o of male and female

subjects, respectively, obtained care within 3 days of problem recognition; 27%

male participants and 34Yo of female participants required more than 7 days to

obtain clinical care. The remainder of the subjects required 4 to 7 days to obtain

care. Hook et al. (1997) found in their study that over one third (35% of men,

37% of women) of the sample presented at the clinics only after more than one

week of genitourinary symptoms. Of those patients who presented after more

than 7 days of symptoms, 215% of men and28o/o of women reported eight to 30

days of symptoms and 11.5% (13.5o/o men and 9.10lo women) reported that

symptoms had been present for more than one month. Pitts et al. (2000) found

that the median delay for symptom appraisal was 3 days. Fifty-nine percent

delayed in symptom appraisal for less than one week, lTYo between one and two

weeks, TYobetween two and three weeks, 3% between three and four weeks, and

20Yo morc than four weeks. The average time for having symptoms before
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attending the clinic was 30 days. Fourteen percent had had symptoms for less

than one week, 13% between one and two weeks, 9% between two and three

weeks, 8% between three and four weeks, and 560/o for longer than four weeks.

Thirteen percent had had symptoms for longer than one year. Clients' previous

treatment-seeking behaviour was not associated with their behaviour for treatment

of an STI. The average delay between first thinking about coming to the clinic,

and actually attending it was nine days. Twenty-five percent waited for less than

one week, 28o/obetween one and two weeks, 13% between two and three weeks,

4%o betvteen three and four weeks, and 29Yo for longer than four weeks. Six

people waited longer than six months.

Reasons for not seeking treatment sooner included "it didn't bother me that

much" (38%), "no insurance" (38o2), "no money" (31%), and "other more

important things to do" (31%) (Mehta et al., 2000). Hook et al. (1997) found that

for all symptomatic women (43.3%) and men (35.6%), the commonest reason

cited for delaying STI clinic attendance was their hope/belief that their symptoms

would resolve. Difficulties in getting time off from work and believing that their

symptoms were not a priority were mentioned by 13.9% and 17.5o/o of women,

respectively. In the case of men it was 18.2%o and 10.2o/o respectively' In

addition, ll.3% of men, and 10.60/o of women who delayed for more than 7 days

reported that they did not know where to go for care.

Mehta et al. (2000) found that delayed treatment was associated with

intravenous drug use and an effort to self{reat. Participants who sought treatment

within a few days of symptom onset were less likely to report an effort to self-

treat than those who waited one week or longer. Fifty-eight percent of the women
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and24yo of the male sample attempted self-treatment. Fortenberry (1997) found

that avoiding sex and discussing the STl-related problem with others were

common behavioural responses to the problem. Twenty-six percent of

symptomatic women reported douching in response to the symptoms. Non-

prescription medication and antibiotic use were reported by 25% of the

participants. Among male participants, only cognitive variables (greater

perceived barriers, lower self-efficacy, and higher perceived seriousness) were

related to longer duration of the total care-seeking and appraisal intervals. Among

female participants, lower household income, being symptomatic, and cognitive

variables (greater knowledge, higher seriousness and greater stigma) and previous

STI were associated with prolonged care-seeking intervals. Hook et al. (1997)

discovered that the proportion of symptomatic patients who presented to the

clinics after more than one week varied by disease. Only 6.50/o of men with

symptomatic gonococcal urethritis and over 73%o diagnosed with genital warts

delayed more than 7 days before clinic attendance. Women diagnosed with

cervicitis syndromes (42.8%) or pelvic inflammatory disease (43.8%) presented to

the clinics only after 7 days of symptoms. Over one third of women with the most

corlmon causes of symptomatic vaginal discharge (bacterial vaginosis,

trichomoniasis, or fungal vaginitis) presented to the clinic only after symptoms

had been present for mor.e than one week. Similarly, 34.8% of symptomatic

women who had sexual contact with men that had STIs delayed for more than a

week before presenting to the STI clinic. Women diagnosed with genital herpes

and gonorrhea were least likely to delay clinic attendance. It was found that men

who were over the age of 34 years or black were significantly less likely to delay
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STI clinic attendance. ln contrast, men with college or higher levels of education

were significantly more likely to delay presentation to STI clinics for more than 7

days. For women, only racelethnicity was significantly associated with the timing

of STI clinic attendance. Women who were white or Filipino/Pacific Islanders

were more likely to delay attendance, whereas black women were less likely to

delay clinic attendance. Pitts et al. (2000) found no gender differences in their

study. Delay was significantly associated with age. Those over 45 delayed

significantly longer than other age groups before treatment seeking.

Mehta et al. (2000) found barriers to clinic use included lack of knowledge of

available services and misclassification of symptoms by patients as not STI

related. Attending the clinic would also reveal the participants medical condition.

Respondents indicated that they would be embarrassed if people they knew

thought that they had an STI, and others reported that they would be embarrassed

if people knew they had attended an STI clinic. In their study the Emergency

Department was more attractive in that it was not specifically a STI site and the

services were avail able 24 hours daily, whereas the STI clinics were available

only during working hours.

2.3.3 China

Choi, Zheng, Zhot, Chen and Mandel (1999) examined health care-seeking

practices among patients with STIs in China. Furthermore, treatment delays and

patterns of prior STI care-seeking were investigated.

A survey was conducted at two public STI centres in the cities of Guangzhou

(n : 492) and Shenzhen (n : 447). Fourteen physicians interviewed patients
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using a standard survey questionnaire. In Guangzhou chlamydia and pelvic

inflammatory diseases were more common among women, while in Shenzhen

more women had gonorrhoea and condyloma acuminatum, whereas more men had

herpes. None of the patients in both cities tested positive for HIV.

Overall, 27Yo had sought treatment elsewhere prior to their visit to a study

clinic. There were no gender differences in prior STI treatment. Participants

reported visiting private physicians, public general hospitals, public STI clinics,

drugstores, and herbalists or acupuncturists. The majority (124 patients) reported

having received treatment from private physicians. The main sources of referral

were street advertisements (40%), friends (35%), or newspapers or magazines

(30%). The major reasons given for seeking treatment from the doctor were a

faster cure (68%), better transportation (24%), and gteater anonymity (22%).

Overall, 27% of patients delayed seeking treatment for more than two weeks

before their visit to the STI study site. More women (32%) than men (25o/o) were

likely to delay treatment for current symptoms. Among men, those who had

previously sought treatment from private physicians for their current symptoms,

had no urethral discharge, had engaged in sex trade, or were residents in Shenzhen

were more likely to delay seeking treatment. Among women, only living in

Shenzen was related to treatment delay.

2,3,4 Summary of international studies

Delays in seeking treatment for a possible STI varied considerably. Some

participants sought treatment quickly, others delayed for months, and in a few

cases, even years. Delayed treatment was associated with age, intravenous drug
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use and an effort to self-treat. Some of the reasons provided for delay in treatment

seeking included; lack of money, being too busy and hoping symptoms would

disappear. Self-treatment included medicines purchased directly from pharmacies

and douching. Choice of treatment sites differed. Both services provided by the

private and public sectors' were utilised. It was also found that the biggest

problem in terms of effective clinical management of STIs concerned treatment

compliance. It is however important to note that most studies in the United States

were conducted among mainly African-Americans who come from lower income

goups and use public health care centres.

2.4 Theoreticalframeworks

There are a range of theoretical frameworks pertaining to health issues. It would

be impractical to cite all in this study. The health belief model, the commonsense

models of illness and the theory of reasoned action will be used to make sense of

the results of the study.

2.4.1 The health belief model

According to Pitts (1996), this is probably the most influential theory in health

psychology. The health belief model was first proposed by Rosenstock and was

developed and modified by Beker and Maiman (Ogden, 2000). It attempts to

explain the adoption of health behaviours (Pitts, 1996). This model considers

three sets of factors in predicting people's behaviours (Baum, Gatchel & Y:rantz,

lggT). First, one must take into account the patient's readiness to act, or

perceived necessity of action. This is determined by the perceived severity of the

25

https://etd.uwc.ac.za/



disease state that exists or that could occur and the perceived susceptibility to the

illness or its consequences. Risk perceptions are important determinants of health

behaviour. The second set of factors involves the estimation of cost and benefits.

The patient will choose a treatment that will be effective and that the benefits of

following it will outweigh the costs. This factor relates to perceived seriousness

(Sheridan & Radmacher, 1992). The patient evaluates how serious the

consequences are if the problem develops or is left untreated. The third factor

outlined in the health belief model is the need for a cue to action. This cue could

be an intemal signal or an external one. lnternal signals could include pain or

discomfort, whereas external cues could relate to health initiatives or

communications with others.

The health belief model has been criticised by various authors (Ogden, 2000).

Some of the criticisms included its focus on rational processing of information

and its focus on the individual. The role that the social and economic

environments play is not considered. Furthermore, the role for emotional factors

such as fear and denial is absent. Schwarzer (1992, cited in Ogden, 2000) has

further criticised the health belief model for its static approach to health beliefs

and suggests that within the health belief model, beliefs are described as occurring

simultaneously with no room for change, development or process.

2.4.2 The commonsense models of illness

The commonsense models of illness posit that people form their own cognitive

models of representations of health and illness (Baum et al., 1997). These models

are used to guide their interpretation of illness and bodily states. These models
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may or may not correspond to medical reality as defined by a physician. This is

an important aspect when one considers the diverse society you find in South

Africa. People might hold views concerning health and related issues that do not

conform to the mainstream biomedical model. Many health-oriented actions that

people take focus on illness. When they experience symptoms, and when

symptoms are present, people seek a label for illness, take action such as self-care

or seek medical care, and expect illness to disappear with treatment. The

representations play an important role in determining health and illness behaviour.

People's representations of health also include notions of the cause of disease,

ways to treat them, and ways to prevent illness. Patients generally expect a

disease to be a brief one and for a cure to be achieved quickly and definitively.

2.4.3 Theory of reasoned action

This theory did not develop from a specific interest in health, but grew out of a

general desire the role that cognitive factors, especially attitudes, played in

deciding to take action (Bernard & Krupat, 1993). lntention is a key construct in

this model (Pitts, 1996). Reasoned action theory (Fishbein & Ajzen,1975,1980)

states that intention is the best predictor of behaviour. Intention is determined by

three factors. The first factor is represented by a person's attitude toward the

behaviour. An intention toward a behaviour is influenced by our attitude toward

that behaviour. The strength of belief that the behaviour will result in a certain

outcome and the evaluation of that outcome as a positive one influences this

attitude.
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The second factor that influences intentions and behaviour is the subjective

nofins. This refers to a social factor or a response to external pressures. People

respond to how others expect them to behave combined with their motivation to

comply with these expectations.

The third factor refers to matters of perceived control. People who feel that they

lack the resources or opportunities to engage in a given behaviour are unlikely to

generate a strong intention to engage in it even when they hold a favourable

attitude and recognise that others would have them do so.

2.5 Chapter summary

Chapter 2 introduced STIs and their epidemiology in South Africa. It went on

to review both 'local' and international studies on health care-seeking behaviour

for STIs. Finally, it provided three theoretical frameworks that are utilised to

explain the findings of this study.
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CHAPTER 3

METHODOLOGY

3.0 Introduction

The first section of this chapter gives a brief overview of the original stqfly that

generated the data set that was used by this study. In the second section of this

chapter a detailed description is provided of the methodology used in the present

study.

3.1 Methodologicalframework

Both quantitative and qualitative research methodologies are incorporated in this

study. The context within which the integration of quantitative and qualitative

research is most frequently encountered is in terms of triangulation (Bryman,

1992; Huberman & Miles, L994). Triangulation makes use of combinations of

methods, investigators, perspectives, and this facilitates richer and potentially

more valid interpretations (Bannister, Burman, Parker, Taylor & Tindall, 1994).

It is particularly valuable in the analysis of qualitative data where the

trustworthiness of the data is often a woffy (Robson, 1993). Method triangulation

entails the use of different methods to collect information. This procedure

assumes that all methods.have their limitations, their own validity threats and

distortions (Bannister et al.). A danger of using only one method is that the

findings may merely be an artefact of the method. If an appropriate cluster2f
. .., --1

methods is used, it increases the likelihood that the material is more than just the

product of the method Glurister et al.).
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3.2 Original study

The study, conducted by a team of University of Westem Cape researchers led

by Professors L. Simbayi (my supervisor) and A. Strebel, was commissioned by

the National Department of Health's Directorate of Health Systems Research and

Epidemiology in conjunction with the Directorate of HIV/AIDS and STIs and was

administered by the Medical Research Council's Office of Research Grants

Administration. The research team consisted of a full-time research co-ordinator,

an eight-member research team and several research assistants, most of them were

Honours and Masters students.

It was a national study conducted in four provinces, viz., the Western Cape,

North West, Mpumalanga and Eastem Cape. These particular provinces were

sampled because they represented two provinces with high prevalence rates of

reported HIV infection in South Africa (North West and Mpumalanga) and two

with low prevalence rates (Western Cape and Eastern Cape). Twenty-four

Primary Health Care (PHC) centres participated in the study, rvith six PHC

centres selected in each of the provinces: two PHC centres were chosen from large

urban centres, two from small urban centres and finally two from rural areas. The

selection of PHC centres was done in consultation with provincial, regional and

district health structures.

The overall aim of the.research project was to examine health care-seeking

behaviour of the general public and STI patients. The project's specific objectives

were to conduct an audit of selected PHC centres with regard to technical aspects

of STI care as well as to obtain a profile of STI patients. Furthermore, it sought to

examine the perceptions and experiences of STI health service providers in
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selected PHC centres as well as those of the public and STI patients with regards

to STIs.

The study sampled individuals who either influenced the transmission of STIs or

were affected by it. Participants form each PHC centre included a senior health

provider, three interviews with health providers, STI patients, and non-STI

patients. Furthermore, two simulated patients (one male and one female)

presented at 21 clinics. Focus $oups were also conducted with sqlr-rarorlers,

prisoners, mine workers, university students, high school pupils, community

health workers, a women's church group and housewives.

The methodology included a combination of qualitative and quantitative

methods. Semi-structured exit interviews were conducted with STI (n : 126)

patients, non-STI (n : 72) patients and health providers (n : 73). The semi-

structured interviews conducted with STI patients were used to investigate health

care-seeking behaviour; quality of care; and the general barriers to compliance

with the syndromic management therapeutic regimen. Semi-structured interviews

with non-STI patients were used to ascertain whether there were any differences

between the quality of care given to STI patients and that given to non-STI

patients. Furthermore, it was used to gain a better understanding of the

perceptions that exists among the general public, relating to STIs. The semi-

structured interviews conducted with the health providers were used to obtain

their perspectives on quality of care and health care-seeking behaviour, as well as

to assess providers knowledge of the syndromic management therapeutic regimen.

Clinic profiles involved a standardised checklist, which was used to obtain an
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inventory of staff drugs and equipments available for STI management as well as

staff training in syndromic approach.

In-depth interviews (n : 28) were conducted with STI patients. These

interviews centred around perceptions, experiences and health care-seeking

behaviour relating to STIs, as well as perceptions of the quality of care. Ten focus

groups were conducted with health providers and the general community. These

focus groups were designed to gather information conceming the general

communities perceptions of STIs, health care-seeking behaviour and the quality of

STI care. Simulated patients presented at each clinic and completed a

standardised questionnaire measuring the quality of care received. This provided

researchers with additional information and assisted in verifying information

received from participants relating to quality of care they received.

A pilot study was conducted at the urban clinics in the Western Cape to test the

validity and reliability of the instruments. Two teams of approximately seven

researchers and research assistants, with each team responsible for three clinics

were sent for a week of fieldwork in each province. One coordinator who was

responsible for overseeing the data collection in each province assisted with the

setting up of focus groups as well as driving two simulated patients to each clinic.

Health providers were requested to send STI patients as well as non-STI patients

to the interviewer(s) after their consultation. Each STI interview took between 45

minutes and one hour to complete while the non-STI patients took approximately

30 minutes.

Thematic content analysis was performed on the qualitative data. The Statistical

Package for Social Sciences (SPSS Version 8.0) software was used to analyse the
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quantitative data. The statistical techniques used included descriptive statistics,

which examined frequencies of occurrences and percentages, and the chi-square

test was used to test for any association between categorical variables.

Prior to commencing data collection, formal app lication for ethical clearance to

conduct the project was obtained from the University of the Western Cape's

Senate Research Committee. During data collection, anonymity and

confidentiality were maintained in the case of patient's records. Informed consent

to participate was granted by all patients, community focus group participants,

health providers as well as PHC managers.

For capacity building purposes, some postgraduate (i.e., Doctoral, Masters and

Honours) students from the Psychology Department of the university of the

Westem Cape were encouraged to become involved in the project and to use the

project for their own thesis or mini-thesis as part of their degree requirements, the

present study being one of such studies.

3.3 Present study

The present study used of a section of the database generated by the original

study. Thd sections utilised were the semi-structured interview schedules and

individual in-depth interviews conducted with STI patients. What follows below

is a detailed outline of the present study. The areas discussed are the sample,

procedure, instruments used, and the analysis employed in the study.
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3.3.1 Sample

The size of the sample for this study was 126. Table 2 reflects ,n{demographic

characteristics of the sample. The majority of participants (ru : 48; 38%) were

Xhosa-speaking. The proportion of the sample that were employed (n : 46;

36.5yo), held mostly unskilled jobs. The majority (n : 57' 71.2%) of those

participants who were unemployed were supported by their parents.

Table 2. Biographical information of sample

Variable Frequency Percentage

Sex
Male
Female
Age
16 - 25 yrs
26 - 40 yrs
Home language*
Indigenous
Afrikaans
Race
African
Coloured/Indian
Education
None
Primary
Secondary
Tertiary
Employment status
Employed
Unemployed
Marital status*
Married
Single
Cohabiting
Separated
Divorced

45

81

35.7
64.3

6l
58

48.4
46

tt7 93.6
6.38

t17 92.9
7.19

5

23

90
8

46
80

4
18.3

7t.4
6.3

36.s
63.5

26
68
25

4
1

20.6
54
19.8

3.2
.8

*Responses total less than 100% because some
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Table 3 reflects the sexual behaviour pattems of the participants. The majority

of participants (n : 6S 5a%) defined their current marital status as being single.

ThE overwhelming majority (n : 93; 88.6%) indicated that they had a,regular 
.r

sexual partner

Table 3. Sexual history of the sample

Variable Frequency Percentage

Regular sexual partnerx
Yes
No
Duration with sexual
partner*
Under I year
1-5 years
6-10 years
Over 10 years

Number of other sexual
partners in past year*
0
1

2-5
Over 5

,.Total number of sexual
Xpartners

One
Two
Three-six
Over 6

None
Number of children*
None
One
Two-Five
Over five

93

t2
88.6
tt.4

22
50
15

11

22.4
51

15.3

tt.2

54
35
29

5

43.9
28.5
23.6

4.1

s6
30
33

5

2

44.4
23.8
26.2

4
1.6

33
25

24

_1

39.8
30.1

28.9
.8

*Responses total less than 100% because some participants did not respond.
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3.3.2 Procedure

This study used an existing database, which was obtained from Professor

Simbayi (my supervisor). The method used in the present study is referred to as

secondary analysis. Hakim (1982) defines secondary analysis as any further

analysis of an existing data set, which presents interpretations, conclusions, or

knowledge additional to, or different from, those presented in the first report on

the inquiry as a whole and its main results. The advantage of this method is that it

is cost and time efficient (Chadwick, Bah-r & Albert, 1984; Hakim, 1982). It is

cheaper to re-analyse existing data, and findings are much more rapidly generated

by such re-analysis. By utilising this method, one optimises the use of scarce

public resources (Rockwell, 199S). Furthermore, inexperienced researchers could

also benefit from the work of experienced professional researchers (Moomal,

1998).

The disadvantage of this tlpe of method is that occasionally insufficient

information is reported about the collection of the data to determine possible

biases in them. A lack of specification about sampling, measurement and coding

raises doubts about the quality of the data (Chadwick et al., 1984). One cannot

correct the mistakes made in the design of the research instrument or in the

collection of the data.

3.3.3 Instrument and design

A semi-structured interview schedule was used to gather the information from

the participants. The schedule drew on questionnaires used by McCoy (1996) and

Moses et al. (1996). It included issues such as biographical information, socio-
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demographic information, history of previous health care-seeking behaviour,

sexual behaviour practices in general and while STl-infected, and the nature of the

STI patient's current symptoms and health care-seeking behaviour. The

interviews took between 45 minutes and one hour to complete. It was exit

interviews, which meant that potential participants were interviewed after nurses

examined and determined that they had had a STI. lnterviews were concluded in

the participants' preferred languages.

In addition to the use of the quantitative method alluded to above, a qualitative

methodology was also included. In-depth interviews were conducted with 28 STI

patients at 12 clinics. This sample consisted of 20 females and eight males'

Interviews were unstructured and were aimed at discovering patients' perceptions,

experiences and health care-seeking behaviour relating to STIs.

A team of researchers conducted both semi-structured and in-depth interviews.

One co-ordinator was responsible for overseeing the interviews being conducted

at the PHC centres in all four provinces.

3.3.4 Analysis

Data gathered from both the semi-structured interview schedule and in-depth

interviews were analysed as follows.

3.3.4.1 Quantitative analysis

All quantitative analysis was carried out using the Statistical Package for the

Social Sciences (SPSS), version 10.0. Participants' responses to both the open-
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and closed-ended questions were categorised and coded, and assessed in the form

ofpercentages and number ofresponses or frequencies.

The next procedure performed to analyse the data was cross-tabulation. This

refers to examining the relationships between two or more variables (Chadwick et

al., 1984). Hall and Hall (1996) states that cross-tabulations are used to answer

the question whether there is any association or relationship between two

variables. Cross{abulation is one of the simplest and most frequently used ways

of demonstrating the presence or absence of a relationship (Bryman & Cramer,

1997). The chi-square test was used in conjunction with the cross-tabulations.

This is a test of statistical significance that allows a researcher td discover the

probability that the observed relationship between two variables may have arisen

by chance (Bryman & Cramer, 1997). Chi-square is a test of how much the

observed and expected frequencies differ from one another (Pretorius, 1995). The

computed chi-square value was determined to be significant at the 0.05 level of

statistical signifi cance.

3.3.4.2 Qualitative analysis

As noted earlier, in-depth interviews were conducted with 28 STI patients. All

interviews were tape-recorded and transcribed verbatim. It was then translated

into English Access was not obtained to the entire transcripts of the individual

interviews. What were acquired from Professor Simbayi were excerpts from the

various interviews that related to health care seeking behaviour. A thematic

analysis of the available text was done by drawing on the dominant themes that

emerged from it.
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A thematic analysis is a coherent way of organising or reading interview

material in relation to specific research questions (Bannister et al', 1994)-

3.2.1. Chapter summary

This chapter gave a detailed description of the methodology used in this study.

A brief summary was provided of the original study was first presented.

Thereafter, a detailed account of methodology used in the present study was

given.
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CHAPTER 4

RESULTS

4.0 Introduction

In this chapter the results of the study are presented. As noted in the

methodology chapter, both quantitative and qualitative analytic procedures were

used.

4.1 Quantitativeresults

The results from the semi-structured interview schedule are presented first. The

information obtained from this schedule pertains to issues around previous and

current STI experiences. There were 23 items that focussed specifically on

health-seeking behaviour. The results are presented for each item separately. The

results of each item are expressed in terms of percentages and frequencies, so that

one is able to obtain a clear picture of not only the number of participants who

responded in a particular way, but also the proportion. There are instances where

the results are expressed in the form of tables. In addition to this, the results of

cross-tabulations that were performed are also reported.

4.1.1 Previous experiences of STI

When patients were asked if this was the first time they had suffered from an

STI, 58.7% (n : 74) of the respondents conculred while 40.5% (n : 5l)

disagreed. One respondent did not respond to the question. Table 4 illustrates the

number of STI episodes experienced by respondents.
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Number of STI Frequency Percentage

Table 4. Total number of STIs experienced by sample (n = 126)

One
Two
Three
Four or more
No

73
13

2t
t7
2

57.9
10.3

t6.7
13.5

1.6

Total 100

The respondents (40.5 Yo; n :51) who stated it was not their first episode of STI

were further asked to indicate how many previous times they experienced the

symptoms. From that group 25.5% (n : 13) of the participants had had one

previous STI, 4l.Tyo (n:21) had had two previous episodes, and 333% (n: 17)

indicated that they had experienced the symptoms three or more times.

When questioned as to how long ago they had had their last symptoms,360/o

(n : 18) indicated more than I year, 28% (n : 14) stated between 6 and 12

months, 22% (n: 11) between 1 and 6 months, and a minority (14%; n:l)had

experienced symptoms less than 1 month ago. One respondent did not respond at

all to the question.

In response to the item that probed if they went for any treatment as a result of

their symptoms, the majority 72.5% (n : 37) indicated that they went for

treatment while 27.5% (n: 14) did not seek any treatment.

The group that went foi treatment were asked to indicate where they went to

seek help. Most participants (57.9%; n:22) indicated that they attended a clinic,

34.2% (n : 13) visited a private doctor, and 5.3o/o (n : 2) sought help at a

traditional healer. One (2.6%) respondent indicated other as a response, but failed

to specify where he went. Four (10.8%) respondents indicated more than one

4l
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response. One (2.6%) participant indicated traditional healer and three (8.1%)

participants indicated another clinic as the additional response.

The overwhelming majority of participants (83.8%; n -- 31) who sought

treatment, where treated by means of pills. A minority 6.a%; n:2) were treated

by means of injection and another two (5.4Yo) respondents indicated "other". The

remainder $.a%; n : 2) failed to respond to the question.

The vast majority (86.5%; n : 32) of participants indicated that they had

completed their treatment. A minority 5.4% (n: 2) did not complete their

treatment. The remainder (8.1%; n:3) failed to respond to the question.

When asked whether their partners were treated, the majority of the participants

(54.1%; n : 20) disagreed, 35.1% (n : t3) agreed, while 5.4% (n: 2) did not

know whether their partners were treated. The remaindet (5.4%; n = 2) failed to

respond to the question.

When participants were asked to describe what they liked or disliked about the

treatment, the majority (78.4%; n : 29) viewed the treatment in a positive light.

However, 21.6% (n : 8) had a negative experience.

Participants gave various reasons why they thought their symptoms returned.

Over a third of the participants (35.1%; n = 13) felt that the practice of unsafe sex

was to blame, 16.2% (n : 6) attributed the return of symptoms to their partner

practicing unsafe sex with someone else, and 16.2% (n : 6) did not know'

Interestingly, 13.5o/o (n : 5) stated that non-compliance of treatment was the

cause that symptoms returned. Three (8.1%) respondents indicated "other" but

failed to provide further details. The remainder (10.8%; n = 4) failed to respond

to the question.
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4.1.2 Current experiences of STIs

In this section of the results that are provided refer directly to those items of the

semi-structured interview schedule that questions participants about their present

STI experiences. The experiences tapped are those that compelled respondents to

visit particular clinic sites, on the day that the research took place.

Table 5 refers to responses given by participants when they were asked to

indicate which symptoms brought them to the clinic on the day that they were

interviewed. The most common symptoms were abdominaVwomblkidney pain

and discharge followed by sores and burning urine/urine-related.

Table 5. Slmrptoms which brought participants to the clinic

Symptom Frequency Percentage

AbdominaVwomb&idney pain
Discharge
Sores
B urnin g urine/urine-related
problems
Medical referrals
Itching/buming genitals
lnclusion of STI lab

Contact
Bleeding/menstruation problems
Rash
Other somatic symptoms
No

3e (-)
3e (2r)
t2 (7)
11 (28)

3 1.7 (-)
3r.7 (40.4)
e.8 (1s)
8.e (30.e)

6 (3)
6 (7)

4.e (7.r)

s (-)
2 (-)

4.e (
4.1 (
r.2 (

10.3)

,
-)

| (2)
1 (1)
I (18)

8 (2.3)

a
J _(l

.8 (1.s)

.8 (1s)

- - -2'11)-
Total 126 (2r3) 100 (169)*

*Responses total more than 100% because some participants gave more than one

response.

( ) Captures multiple responses by participants
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Reason Frequency Percentage

Table 6. Participants' reasons for attending the clinic

Convenience
Believe clinic can help
Previous experience at the
particular clinic positive
Habit
Refened
Poor experience elsewhere
Clinic is free
Other

51

25
12

rr (2)
4 (1)
3 (1)
2 (2)

13 (2)

40.s (-)
1e.8 (20.6)
e.s (-)

8.7 (10.3)
3.2 (3.e)
2.s (3.2)
2.4 (3.2)

10.3 (1 1.e)

(-)
(1)
(-)

No 5 4 (-)_

Total 126 (13s) 100 (107.1)

Participants gave various reasons why they decided to attend the particular

clinic where they were interviewed. Table 6 shows the reasons given by

participants for their attendance at the clinic. The most popular reason was

convenience, followed by the belief the clinic could help, positive previous

experience at the clinic and habit.

When participants were asked how long they had had their symptoms, the

majority (55.6%; n :70) indicated that the duration was less thanT days, 13.5%

(n : 17) had the symptoms between 8-14 days, ll.l% (n : 14) experienced it

between 15-30 days, and 12.7% (n : 16) had the symptoms for more than 1

month. A small minority Q.a%; n :3) of the respondents who did not know how

long they had had the symptoms and 4.8% (n: 6) did not respond to the item.

Participants were asked to state what their reaction was to their illness. About a

third of the participants (34.9o/o; n:44) sought help at the clinic, two (1.6%)

sought help elsewhere while six (4.8%) administered self-medication. Forty-eight

(393%) participants experienced negative emotions and 15 (1 1.9%) indicated that
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they experienced no reaction. Seven (5.6%) participants indicated "other". Four

(3.2%) participants did not respond to this question. Additional responses were

indicated for treatment sought at the clinic (3.2%; n:4), no reaction (5-6%o; n:

7) and other (1 .6o/o; n: l.6o/o).

Participants were asked if they told anyone about their illness. The majority

(73.6%; n : 92) of participants had told someone about their illness. The

remaining 26.4% (n : 33) did not tell anyone. There was only one (0.8%) no

response.

Those participants (73.6%; n : 92) who informed someone about their illness,

were asked to indicate whom they informed. Table 7 shows that most people had

informed their partner about the illness, followed by friend, parent, relative and

spouse in that order.

Table 7. People who are informed about participants' STI infection

Relation to participant Frequency Percentage

Partner
Friend
Parent
Relative

38 (1)
ls (6)
1s (4)
8 (e)

t4

4t.3 (42.3)
16.3 (22.8)
16.3 (20.6)
8.7 (18.4)

)_

Total e2 (rr3) 100 (122.8)

Those participants who told someone about their STI status were further asked

to indicate what the reaction of the person was that they informed. Table 8 shows

that advise to seek treatment at the clinic and negative emotions rvere two most

common reactions by the individuals when informed about the STI status.

45

15.2 (_19l)

https://etd.uwc.ac.za/



When participants were asked what else they did about their illness, the vast

majority (82.5%; n = 104) of participants reported that they did nothing. A

minority (8.7%; n : 11) of the respondents administered self-medication, while a

small minority (2.4%; n : 3) consulted or received treatment from someone other

than at the clinic site. One (0.8%) respondent indicated "other" and there were

seven (5.6%) participants who did not respond at all.

Table 8. Responses of participants received from individuals concerning

their STI status

Reactions Frequency Percentage

Advised to seek treatment at
clinic
Expressed negative emotions
Supportive
No reaction
Other
Advised self-medication
Advised to change behaviour
No
Total

57 (1) 61.e (63)

14 (-)
7 (-)
4 (2)
4 (e)

.2 (-)

.6 (-)

.3 (6.s)

.3 (14.1)

l5
7

4
4
J

3

2

3C)
3G)
2_Q_

.2 (-)
-2 (-)

ro
e2 (104) 100 (1 13)

Participants were asked whether they sought any alternative treatment prior to

attending the clinic. The overwhelming majority (86.3%; n : 107) did not go for

any altemative treatment before coming to the clinic. Seventeen (13.7%)

respondents made use of alternative treatment. Two (1 .6%o) particrpants did not

respond to the question.

The proportion (13.7%; n: 17) that used altemative treatment was asked where

they went for treatment. Table 9 shows that most participants consulted private

doctors followed by pharmacists.
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Table 9. Alternative sites used to treat STI symptoms

Sites Frequency Percentage

Private doctor
Pharmacy
Other clinic
Other

7 (-)
4 (2)
3 (-)
2 (-)

1 (-)

41.1 (-)
23.s (3s.2)
t7.6 (-)
11.7 (-)

No 5.8_(l
Total 17 (re) 100 (r 1 1.7)

The overwhelming majority (76.a%; n = 13) of participants who first sought

treatments elsewhere, received treatment in the form of pills. Two (11.7%)

respondents indicated "other", while the remainder (11.7%; n:2) did not

respond. Four (26.6%) additional responses were given: one (6.6%) respondent

stated that medication was given, and three (20%) indicated that they received an

injection.

Those participants who had received alternative treatment were asked what the

outcome of the treatment was. Table 10 shows that symptoms mostly stayed the

same or disappeared.

Table 10. Outcome of treatment of STI symptoms treated at different medical

sites

Outcome Frequency Percentage

Symptoms stayed the same

Symptoms went away
Symptoms got worse

8

7

1

I

47
4r.l
5.8
5.8No

Total t7

47

100
----.1

I

I
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The final question posed to participants who sought treatment elsewhere related

to their reaction to the treatment they received. The majority (52.9%; n :9) had a

negative experience, with 35.2% (n : 6) participants indicated that they had a

positive experience. Two (11.7%) participants did not respond to the question.

4.1.2 Significanceofcross-tabulations

The cross-tabulations on all questions failed to reveal any significance

differences between males and females nor between rural and urban populations

nor between STI populations from provinces with low prevalence and high

prevalence rates of STI.

4.2 Qualitativeresults

The data that presented here was derived from the 28 in-depth interviews that

were conducted with STI patients. Data are presented under the dominant themes

that emerged. The actual transcripts of the respondents are included. At the end

of each transcript, a code is provided. This code indicates the order in which the

participant was interviewed, the clinic site where the interviewed took place, and

the gender of the participant.

Main theme 1: Notification of disease to others

The main theme that emerged was eventually that of non-disclosure. For

example the following was said by many respondents:

I will be the only person who knows this. It will be difficult to tell someone else (2bM)

No, when you tell people about your problem they go about telling others (5aW)
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The thing is I never spoke about it, as I was here before I was scared to tell them. I never

told anybody about it, I was scared (7bW).

Main theme 2: The use of alternative remedies

Most people reported using alternative remedies such as traditional medicines as

well as vaginal douching with household products. This is illustrated in the

following excerpts;

People use traditional herbs to take them [ice] out. When they are on the outside, for

example the armpits, you have to wash with Jayes fluid (lbM)

To avoid the problem [condom falling off] I decided to clean myself every time after I've

had sexual intercourse by using laxatives or herbs (7aW).

Main theme 3: Public vs. Private care

What also emerged was that the choice of treatment setting was determined by

financial cost. There were respondents who sought treatment at the clinics

because they could not afford private care or they thought that they would be

referred to a doctor. This is illustrated by the following excerpts;

49

People also drink 'magazini' or 'dip' or even laxatives, because they think it will help

cleanse even the womb and bladder...'magazini'does help, it really cleanses you from

within, even if you have not been having your periods for some time, now once you drink

'magazini'you end up having them...I only know they use things like 'dip', 'magazini'

or even Epsom Salts, which is a laxative...when some women wash they use Bicarbonate

of Soda, they say it brings out the discharge, they also say it helps for the rash...there are

so many methods, some say you can insert Disprin in your vagina, then afterwards you

can put on a pad (7dW).
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At home we were all on my father's medical aid, so I went to the doctor who helped me

(2bM).

The thing is whenever I am sick I go to a doctor, but now I don't have money so I decided

to come here fclinic] (4cM).

I thought if I came to the clinic they would refer me to a doctor and then I did not have

the money to go there. So now they have doctor here at the clinic one can come (7bW).

I went to a doctor in town, he gave me the pills which I was given here at the clinic...I

then stopped going to the doctor and I decided to come here because I can get medication

free here (8cW).

Main theme 4: Treatment of only one partner

A major problem that hinders effective management and control of STIs is the

apparent unwillingness of certain partners of STI patients to seek treatment. This

problem is capture in the following excerpts;

I telephoned him so that we could come together for treatment. He just promised me that

he would come, but he never came (5aW).

He gives me a hard time. I was given several treatments but he refused to come to the

clinic (5bW).

He said he will not come to the clinic, he will buy some medication from the chemist...he

said he will not go to the clinic (7bW).

He will refuse to come here because he will think about being forced to use condoms

(7dw).

When I asked him to come to the clinic so as to get the same injection that I am getting he

said he would not be able to do so, he became evasive and said a lot of other things

(laughs)...he said he does not want to be seen by people when coming to the busy-bodies
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who will want to know as to why he is at the clinic, considering that the clinic is mostly

used by women. So he saw it best to go to the doctor (8cW).

Main theme 5: Traditional Healers

There were respondents who sought treatment from traditional healers. This is

illustrated by the following excerpts;

I consulted a certain women (traditional healer) who told me it is 'lethopa'. She gave me

a powder to smear on my vagina but it did not help at all (5aW).

When he drank the herbal mixture he asked me to drink it. What else could I do, he

strongly believes in traditional healing...the adults say a reason why one has an STI is

because we do not use certain herbs, at home we do use the herbs (7aW).

Most men go to the traditional healers; others start in the clinic, then afterwards they go to

the traditional healers because they are good to treat men who suffer from STIs (10cW).

Main theme 6: Positive perceptions of traditional healers

There were respondents who sought treatment from traditional healers and who

expressed a positive attitude towards this form of treatment choice. This is

captured in the following excerpts;

Coming back to the issue of him not getting treated, he once said to me that there's a

possibility that what he has does not need western or doctor's medication. He suspects

it's something which was done on purpose by someone (1L).

I: Does African traditional medicine help at times?

Yes it helps because it can heal 'lethopa'

I once had it [drop]...my mother took me to another lady and I was given a herbal

mixture to drink...Yes,I was cured...(5aW).
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I did not. I've never heard that one can go to a healer for a discharge treatment. '.some of

the healers can treat these things [drop] I really do not see a person going to a healer and

saying that she has a discharge (7bW).

Main theme 7: Negative perceptions of traditional healers

There were participants who expressed negative views towards utilising

traditional healers. For example, some respondents said the following:

They say that these healers can cure the STIs but I don't trust this (8bW).

They are given herbs to drink. I don't think it is possible to treat STIs or just diseases

with herbs. These people pay for these herbs and yet they don't work" '

I: Have you ever been to a traditional healer for an STI?

No...a friend of mine once offered me some herbal mixture but I refused to drink it

because I prefer to come here to the clinic or to the doctor (8cW).

I will go to the clinic because traditional healers are using another treatment which is

different from the treatment that is used in the clinics. If I go to the clinic I must be sure

that I am going to use the treatment of traditional healers. That is my own belief, I cannot

mix these two treatments, and I have not got the proof of traditional healers...my health is

very important, so that is why I use the clinic treatment because I heard that it helps

(10cw).

4.3 Chapter summary

In this chapter the results of both the quantitative and qualitative data were

presented. The quantitative data from the semi-structured interview schedule

were divided into two parts. Firstly, results were provided for participants', who

had had previous STI experiences. Secondly, the results of participants' current

STI experiences were presented. Results from the cross tabulations revealed no
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significant differences between gender or between rural and urban populations.

The qualitative data was obtained from the 28 in-depth interviews that were

conducted with STI patients. The data was presented under the dominant themes

that emerged.
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CHAPTER 5

DISCUSSION

5.1 Introduction

In this chapter the results of the present study are summarised and explained.

The limitations and implications of this study, and suggestions for future research

are provided. The chapter concludes with a summary of the entire thesis.

5.1 Summary of main findings

Over half of the sample reported a previous episode of STI. All participants

were symptomatic when they presented at the clinic sites. The most popular

reason given for attending the clinic sites was convenience. More females than

males attended the clinics. The majority of participants reported that they waited

less than 7 days before they presented at the clinic sites. Sex, age, education and

geographical setting (urban or rural) were not significantly associated with delay

in health care-seeking. Most participants had negative emotions regarding their

illness. Few participants engaged in alternative treatment strategies. Private

doctors were the most common altemative choice where treatment was sought.

Most sought treatment at clinics. The majority of participants notified others about

their illness. ln most cases it was their sexual partner.
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5,2 Explanation of main findings

5.2.1 Previous episodes of STI

More than half of the participants in this study had previously suffered from an

STI. Meyer-Weitz et al. (2000) reported similar findings. This could suggest that

the treatment of STI patients as a means of controlling STIs is not effective

enough. The problem appears to reside in the lack of treatment received by

partners of the infected participants. The practice of unprotected sex also appears

to be a contributing factor in the repeated episodes of STIs. This is echoed in

Paxton et al.'s (1998) study that found that participants did not do anything to

prevent the transmission of STIs. More than half reported sexual intercourse, and

only a small percentage of men and women used condoms while they had

symptoms. Moses et al. (1994) also found that women were more likely to

continue to have sex while symptomatic.

Evans and Lambert (lgg7) found that the biggest problem in terms of effective

clinical management of STIs concerned treatment compliance. This was not

evident in this study with the overwhelming majority of participants reporting that

they completed their treatment.

What appears to be a major problem in the management of STIs is the treatment

of the partners of STI patients. This problem emerged from the focus group

discussions. Most men refused or were reluctant to go for treatment or have

themselves examined for an STI infection. It would seem that men viewed the

clinics as the domain of females. It could be that the majority of the men are
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unable to afford altemative treatment and do not go to the clinics. It is therefore

possible that participants will eventually again have episodes of STI.

5,2.2 Current experiences of STIs

5.2.2.1 Symptomatic presentation of symptoms

All participants were symptomatic when they presented at the clinic sites. It

appears that most symptoms were severe enough to necessitate seeking treatment.

According to the health belief model, these symptoms act as the intemal signals

that cue participants to seek treatment. Participants evaluated the consequences of

leaving their symptoms unchecked compared to seeking treatment. This would

suggest that in this study the risk perceptions acted as important determinants of

health behaviour.

The concern is that studies have shown that most STI infections are

asymptomatic @axton et al., 1998; Grosskurth et al., 1996). The fact that none of

the participants were asymptomatic represents a problem. It would suggest that

the spread of the disease is left largely unchecked. This makes effective control of

STIs virtually impossible. People should be made aware of risky sexual

behaviours that could lead to STI infection. The social norm that should be

adopted is for people who suspect or are in situations that might possibly lead to

STI infection to go for screening.
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5,2.2.2 Reasons for attending clinic

The most popular reason given for attending the clinic site was convenience,

followed by the belief that the clinic could help. The clinics might have been

convenient because of their close proximity to participants' homes'

Surprisingly, as most participants were unemployed, one would have expected

participants would cite that clinics were primarily chosen because treatment was

free. It did however emerge from the focus groups that some participants sought

treatment at the clinics due to financial constraints. If participants were able to

afford it, then private medical care would be the preferred choice.

The fact that a person's employment situation affects one's health care-seeking

behaviour is illustrated in Evans and Lambert's (1997) study. For the participants

their study loss of time equalled financial loss. They therefore sought help from

the private sector, which provided greater flexibility over the public sector. The

hospitals were in most cases further and consultations involved a long wait.

Almost two thirds of the sample used in the quantitative phase of the present

study consisted of females. A similar sample composition was found in the

Moses et al. (1994) study. They found that women were more likely to have

sought treatment in public-sector facilities. Men were more likely to have sought

treatment in the informal or private sectors. The main reasons given by men for

having sought care in the private medical or informal sectors were convenience of

access and perceived greater privacy.

A similar pattem emerged in this study. Male partners of STI patients, view the

clinic as a treatment option for females. They refused to go for treatment at the

clinic. They preferred to seek treatment at private doctors and at pharmacies. An
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explanation for this behaviour can be found in the Mehta et al.'s (2000) study,

where participants indicated that they were embarrassed if people they knew

thought that they had an STI. Others reported that they would be embarrassed if

people knew they had attended an STI clinic.

5.2.2.3 Duration of symptoms

The majority of participants in this study reported that they waited less than 7

days before they presented at the clinic sites. These findings are similar to those

in studies conducted by Meyer-Weitz et al. (2000), Pitts et al. (2000), Mehta et al.

(2000) and Hook et al. (1997). However, participants delayed less as compared to

participants in studies conducted by Pitts et al. (1999) and Faxelid et al. (1994). It

might be that symptoms experienced by participants in this study were much more

severe, and hence the quicker response behaviour for health care. Evans and

Lambert (1997) also found varying delays in treatment seeking among

participants according to the how painful the symptoms were.

In this study sex, age, education and geographical setting (urban or rural) were

not significantly associated with a delay in seeking health care. Meyer-Weitz et

al. (2000) also found no significant difference relating to delay in seeking health

care. These findings are contrary to studies conducted by Moses et al. (1998) and

Fortenberry (1997),which found that women waited significantly longer than men

to attend clinic sites.

Among the factors that could have possibly influenced the lack of any

significance in the present study might be that the sample size of the present study

was too small and that the distribution of sexes was disproportionate.
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Alternatively, the findings may well suggest that delay in health seeking in the

sample is similar, irrespective of age, gender or location.

5.2.2.4 Reaction to symptoms

Only a third of the participants reacted positively towards their STI symptoms.

This proportion of the sample sought treatment for their symptoms. Possibly this

health care-seeking behaviour is as a result of previous experience of an STI

episode. Due to these previous experiences, participants might be able to identify

symptoms and are aware of the implications if an STI is left untreated.

Altematively symptoms might have been severe enough to warrant quick

treatment seeking.

Another explanation, according to the commonsense models of illness, is that

when the participants experience symptoms, they seek a label for the illness, and

take action such as self-care or seek medical care. They expect the illness to

disappear with treatment.

The most common reaction participants experienced as a result of their illness

was negative. It could be that they were ashamed to have STI symptoms. This

could result in delay in health care-seeking. It might also make it difficult for

individuals to inform others about their STI symptoms, and it might lead them to

carry the burden of the disease on their own.
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5.2,2,5 Alternativetreatmentstrategies

A very small percentage of the sample adopted altemative treatment strategies.

This could account for the shorter delay in treatment seeking at the clinic sites as

compared to other studies. Previous studies have found that participants who

resorted to self-treatment were more inclined than others to wait longer before

seeking health care (Evans & Lambert,1,997; Meyer-Weitz et a1.,2000).

There were indications from the focus group discussions that participants made

use of traditional healers. This was also evident in the quantitative data. It might

be that participants were reluctant to indicate that they sought treatment from

traditional healers, because their symptoms persisted.

Moses et al. (1994) found that men were likely to seek treatment at pharmacies,

traditional practitioners, drug peddlers and others. This could explain why there

were fewer men than women in the present study. It would also account for the

smaller number of alternative treatment strategies employed by the sample.

Seeking treatment at a private doctor was the most common alternative

treatment strategy to the clinic. Choi et al. (1999) found the major reasons given

for seeking treatment from the doctor were a faster cure, better transportation and

greater anonymity.

Self-treatment with medicines purchased directly from pharmacies was a second

most common practice. Few home remedies or traditional medicines were used.

Evans and Lambert (1997) found that the above strategies were mainly for the

management of mild or chronic complaints. As suggested earlier, the symptoms

experienced by the majority of the participants might have been severe enough to

warrant professional treatment.
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5.2.2.6 Notification of illness

The majority of participants in this sample disclosed their illness to a second

party. In most cases it was either their partner or spouse. Most studies reviewed

did not record this phenomenon. One study found that a very small percentage

notified their partners (Paxton, 1998).

Most participants received a positive response from the individuals they

informed about their illness. The message that they received was that they should

seek treatment. According to the theory of reasoned action, these messages act as

the subjective norms. This refers to a response to external pressures. People

respond to how others expect them to behave.

About a third of the sample informed their parents or friends. This is low when

one considers that just under half the sample is still very young. A possible

explanation for this might be that they were afraid of the possible negative

reaction they might get from parents and friends. Most participants indicated that

they had a regular sexual partner, which could explain the high percentage of

disclosure to partners.

The data from the focus groups were sometimes conflicting. Some participants

mentioned that they would not disclose their illness because they were afraid that

more people would eventually know that have an STL

It might be that most participants who experienced negative emotions towards

their symptoms were ashamed and in all likelihood would not want to disclose it.

This could result in delay in treatment seeking. Participants might not do

anything about their symptoms and hope that it would disappear. Hook et al.
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(1997) found this to be the commonest reason cited for delalng STI clinic

attendance.

5.3 Limitations of the study

This study analysed an existing database. The sample composition for the

quantitative part of the study was too small and was skewed towards females,

which might have limited the significance of the statistical computations. This is

one of the disadvantages of secondary analysis. One cannot correct the mistakes

made in the design of the research instrument. Furthermore, the sample

comprised mainly of participants whom attended Primary Health Care centres.

STI patients who attended other health care sites, such as private doctors or

traditional healer, were not included in this study. The health care-seeking

behaviours of that section of the population might differ to those sampled.

5.4 Suggestions for future research

Possibilities should be explored to conduct a large scale national study using a

large random sample. The sample should included patients seeking care at both

private and public institutions. This would provide a clearer picture of the extent

of STIs and would also allow a comparison to be made between the health care-

seeking behaviour of patients utilisation the different health care settings.

Studies should also be carried out to evaluate current syndromic management

approach. This could be useful in identifying the weaknesses of the approach and

to consolidate its strengths.
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,

5.5 Implications of the present finding

More than half of the respondents indicated that they had had a previous STI.

This would suggest that the current preventative programmes or syndromic

management approach are not as successful as they could be. One of the major

reasons for the current STI epidemic has been the failure of clinicians to ensufe

that the s-exual partners of patients with STIs are examined and treated. This

should also include previous sexual partners. Condom promotion, especially

among males, should be encouraged. Women stated that partners refused to use

condoms.

STI infection is largely asymptomatic. Strategies must be developed that are

geared to treat and target this problem. Opportunities to identify and treat

asymptomatically infected persons could be carried out in different health-care

settings when persons are present for other problems.

As mentioned earlier, a strong link between STIs and HIV has been discovered.

Patients with an STI are at a greater risk of contracting HIV infection. Thus by

pr-eventing and controlling the spread of STIs, one prevents and controls the

spread of HIV.

5.7 Conclusion

The health care-seeking.behaviour of the majority of the sample used in this

study was generally positive. Most participants sought treatment in a relatively

short period after experiencing the symptoms. No significant health care-seeking

differences were found for either gender or the geographical locations where the

people lived. The area of concern is the high number of participants whom have
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had repeated episodes of STI. This is A concern that has to be addressed.

Guidelines as layed out in the syndromic management approach should be

adhered to more strictly.

This study has shown that one of the obstacles to effective STI control is the

apparent lack of treatment of the sexual partners of STI patients. Initiatives

should be undertaking to remove the notion that public health care settings, such

as clinics, are exclusive treatment sites for females. Males should be encouraged

to make use of these facilities and in this way STI control could be improved. It is

important to remember that by preventing and controlling the spread of STIs, one

prevents and controls the spread of HIV.
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APPENDIX A: DEMOGRAPHIC QUESTIONNAIRE

A. BIOGRAPHICAL INFORMATION

1 Sex of patient emale 1

2 How old are you? nder 15 2

r6-25

1-60

60

3 What is your home language?

4 Race of patient African
Coloured/Indian

White
Other (specify)

5 How much schooling have you had?

None
Primary

Secondary

Tertiary

5

6 Are you employed?

Yes

6

No

I If yes ask: else skip to Q8 ]

7 What is your present job 7

8 When you are not working, who supports you? 8

Spouse

Partner

Parents

Relati.re

Other
(specify)

9 What is your marital status?

Married

9
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Cohabiting

Separated

Divorced

Widowed

Single

I If not married/cohabiting ask; else skip to Ql2 ]

10 Do you have a sexual partner? 10

Yes No

I If yes ask; else skip to Q12]

11 How long have you been together?

Under I year

1-5 years

6-10 years

Over 10 years

11

12 How many other sexual partners have you

0

I
2-5

Over 5

had in the year?

13 How many children do you have? 13

0

1

2-5

Over 5
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APPENDIX B: HEALTH CARE.SEEKING BEHAVIOUR

QUESTIONNAIRE

C. HEALTH-SEEKING BEHAVIOUR
1 Is this first time you have the illness rvhich brought you to the C1

clinic today?

Yes No

I If yes skip the next section and go to question 11 ]

I If no, please ask the following ]

2 How many previous times have you had the symptoms which 2

brought you to the clinic today?

Once

Twice

Three or more times

I For the last episode before this one, ask the following ]

3 How long ago was it that you last had these s

Less than I month ago

1-6 months ago

6-12 months ago

More than a year ago

?

4 Did you go to anyone for treatment? 4

Yes No

I if yes ask; else skip to Ql1 ]

5 Who did you go for treatment?

Private doctor

Traditional healer

Other clinic
Pharmacy

Other (specify)

5

6 What treatment was given?

Pills
Injection

Other (specify)
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7 Did you complete the treatment? 7

Yes No

8 Was your partner treated? 8

Yes No

9 What did you like/not like about this treatment? 9

10 Why do you think the symptoms have returned?

I For this visit to the clinic, ask the following ]

11 What are the syrnptoms which brought you to the clinic today? 11

12 Why did you decide to come to this clinic for treatment?

13 How long have you had these symptoms?

Less than 7 days

8-14 days

15-30 days

More than I month

14 What was your reaction to this illness?

15 Did you tell anyone about your illness? l5
Yes No

I If yes ask; else skip to Q18 ]
16 Who did you tell? Spouse

' Partner

Parent

Relative

Friend

Other (specify)

17 What was their reaction?
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18 What else did you do about your illness?

for treatment before to this clinic? 19

19 Did You go to

Yes
No

I If Yes ask; else skiP to QD 1 ]

20 Who did You go to for treatment?

Private doctor

Traditional healer

Other/this clinic

20

PharmacY

Other (sPecifY)

2l
21 What treatment was given?

Medication

Injection
Other (sPecifY)

22 'Nhatwas the outcome of this treatment?

SYnPtoms went awaY

SYnPtoms staYed the same

SYmPtoms got worse

23 What did you like/not like about this treatment?

'))

23
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