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Introduction

Sexually transmitted diseases are a major global cause of  acute 
illness, infertility,[1,2] long-term disability, and premature death 
of  population worldwide,[1] and more than one million sexually 
transmitted infections (STIs) are acquired every day across the 
globe.[2] Sexually transmitted diseases (STDs) are a public health 
problem in India as well.[3,4] Studies suggest that every year 
5%–6% of  the adult population in India is infected with one 
or more STIs/reproductive tract infections (RTIs).[3,4] The 2005 
ICMR multicentre rapid assessment survey indicated that 12% 
of  female clients and 6% of  male clients attending the outpatient 

departments had complaints related to STIs/RTIs.[3,4] Many 
STDs, such as syphilis, gonorrhea, and chlamydial infections, 
are easy to diagnose and treat, but still millions of  cases are 
left untreated since many STDs are asymptomatic leading to 
continued transmission and serious sequelae. Partner treatment 
is another big challenge which needs to be handled at the STD 
clinics. Easily accessible clinics will encourage the clients to seek 
treatment in time.

The Government of  India provides STD treatment facilities 
through STD clinics in hospitals, majority of  which are in 
government hospitals or medical colleges. However, only a 
minority of  people with STD present to public health facilities[5] 
due to the stigma attached to the disease. The nomenclature 
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of  STD or VD clinic further complicates the matter. Thus, the 
thrust required for a disease of  significance with widespread 
morbidity hidden in the community is left incomplete. Besides, 
patients with non‑STD reproductive problems also access 
these clinics for treatment. Thus, to improve the functioning 
of  these clinics, profiling the patients coming to these clinics 
becomes necessary to assess the situation and suggest steps for 
intervention.

Objectives
The study aimed to assess the profile and treatment‑seeking 
behavior of  clients attending STD clinics in government hospitals 
in India.

Materials and Methods

A cross‑sectional, descriptive, multicentric study was conducted 
in twenty STD clinics, functioning in government hospitals, 
including medical colleges and district hospitals, in 19 states 
across the country.

Coded interview schedule prepared at the central level and 
pretested in a STD clinic was utilized for data collection. Before 
starting the data collection, all the investigators were trained in 
the technique of  administering the interview schedule to patients. 
Ethical clearance was obtained from the Ethical Committee of  
the institute.

All the new clients consecutively attending the clinic in the 
period of  2 months were included in the study and counted 
only once. Clinical and syndromic approach was followed for 
diagnosis. Informed consent from each patient was obtained at 
the time of  data collection. Refusals were noted and it was found 
that around 156 clients did not give their consent to participate 
in the study. Data were collated and analyzed using IBM SPSS 
Statistical software version 23.0. Data entry was made using 
the coded formats recorded at the various STD clinics by the 
research teams. Analysis for demographic variables was done in 
two groups those with a STD according to syndromic approach 
and the non‑STD patients diagnosed based on history and clinical 
examination. Percentages and Chi‑square statistical tests were 
used to arrive at the results.

Results

The total number of  clinic attendees was only 5098 comprising 
3144 males and 1954 females. Considering six working days in a 
week, the average new patient load in a day per STD clinic was 
calculated to be around 5–6 patients, thereby reflecting a low 
new patient influx.

Patients of  all ages attended the clinic [Figure 1]. The maximum 
percentage of  clients in both groups was between the ages of  
20 and 34 years. Patients with STDs dominated till age 34, but 
beyond that age, patients with other problems surpassed the 
ones with STDs. The difference was statistically significant 

with P = 0.02. Adolescents and fifty plus individuals were also 
accessing the clinics but in small numbers.

Among the patients, majority were males in both the 
groups [Table 1]. Among the study population, the percentage 
of  those with STDs (62.98%) was nearly double of  those with 
non‑STDs (37.1%). Among the patients with STDs, 60.44% were 
males and the remaining were females (39.55%). The same sex 
distribution was observed among the patients with non‑STDs 
also. The difference between percentage of  males and females 
attending the STD clinics was found to be statistically significant 
with P = 0.048 at 95% confidence interval.

Table 1: Sex‑wise distribution of patients coming for 
sexually transmitted disease problems and other problems
Disease Sex, frequency (%) Total, frequency (%)

Male Female
With STDs 1941 (60.44) 1270 (39.55) 3211 (100)
With non‑STDs 1203 (63.75) 684 (36.2) 1887 (100)
Total 3144 1954 5098
STDs: Sexually transmitted diseases

Table 2: Symptoms reported by patients for attending the 
sexually transmitted disease clinics

Symptoms for 
reporting to the 
STD clinics

Sex, frequency (%) Total frequency (%)
Males Females

Ulcer and discharge 1691 (53.8) 1102 (56.4) 2793 (54.7)
HIV patient 250 (8.0) 168 (8.6) 418 (8.2)
Partner had STD 104 (3.3) 146 (7.5) 250 (4.9)
Burning micturition/
lower abdominal pain

162 (5.2) 236 (12.1) 398 (7.8)

Menstrual problem Not applicable 51 (2.6) 51 (0.01)
Sexual dysfunction 139 (4.4) 4 (0.2) 143 (2.8)
Infertility 44 (1.4) 38 (1.9) 82 (1.6)
Other reproductive 
tract problems

754 (24.0) 209 (10.7) 963 (18.9)

Total 3144 (100) 1954 (100) 5098 (100)
STDs: Sexually transmitted diseases

Figure 1: Age distribution of patients coming for sexually transmitted 
diseases and other problems
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Patients came with diverse complaints which comprised those 
with STDs and non‑STDs [Table 2]. Around 8.2% (8% of  the 
male patients and 8.6% of  the female patients) of  STD clinic 
attendees had a STD and were also HIV positive. Compared to 
the total STD cases, only 9% of  the partners had turned up for 
screening, indicating the hesitation and the lack of  awareness 
about the need to rule out the presence of  an STD and to get 
treatment.

Of  significance are the non‑STD cases who presented with both 
physical and psychological symptoms. The symptoms pertaining 
to sexual dysfunction, mainly reported by males, were mostly 
about premature ejaculation, semen wastage, and decreased 
libido. Infertility emerges as a cause for coming to the STD clinic. 
Other reproductive tract problems were common and thrice 
more in males than females. In males, the majority of  them had 
balanoposthitis. Females mostly had fungal infection or bacterial 
vaginosis [Table 2].

Only 27.3% of  the STD clinic attendees reported that they had 
come directly to the government facility/clinic and females (32%) 
were more than males (24.4%). Nearly an equal percentage of  
patients (23%) had gone to a private practitioner before accessing 
the STD clinic. Almost 38% of  males and 30% of  females had 
tried home remedies before coming to the government clinic. 
Patients, females more than males, had sought advice from 
quacks/unqualified medical practitioners also [Table 3]. The 
association between the health facility use and the sexes was 
found to be statistically significant with P < 0.001.

Majority  (77.9%) of  STD clinic attendees reported that they 
had never been counseled on any aspect of  STD or HIV. Of  
those who had received some counseling on preventive measures 
related to STDs or HIV/AIDS had been counseled during their 
visit to Integrated Counseling and Testing Centers (12.5%) and 
a very small percentage  (1.5%) mentioned nongovernment 
organizations working in target intervention areas as the source 
of  their counseling. About 8.2% of  cases mentioned that they 
had received counseling on STDs or HIV/AIDS from a mixture 
of  sources including friends, peer groups, sex partners, and health 
facilities [Table 4]. The association between counseled and not 
counseled was statistically significant (P < 0.001).

Discussion

The study carried out in various STD clinics across the country 
highlights the utilization of  the STD clinics not only by STD 
cases (63%) but also by other patients (37%), with symptoms 
related to reproductive health. The males were observed to report 
to the STD clinics in larger proportions than the females. Female 
attendance in low numbers in these clinics is due to several social, 
economic, and cultural barriers and as a consequence, their STD 
problem remained neglected and uncared. This factor has been 
observed in other studies as well.[6‑11] The stigma attached to these 
clinics may be the primary reason for low attendance of  females.

In our study, only 27.3% belonged to the category who reported 
directly to the government health facility for treatment of  their 
STDs and this included 24.4% of  male attendees and 32.1% 
of  female attendees of  STD clinics. These findings are similar 
to findings of  behavior surveillance survey (BSS) 2001 which 
brought out that only 23% of  respondents suffering from an 
STD sought treatment from government health facilities.[12] The 
BSS 2006 survey reported this number at only 26%, the increase 
of  3% (in the number of  females getting treatment in a span 
of  5 years) could be attributed to females getting better care for 
STD cases under National Rural Health Mission at government 
health centers in rural areas.  Almost one‑fourth  (23.3%) 
visited a private practitioner, 5.2% stated that they first sought 
treatment from an easily approachable unqualified medical 
practitioner, and 9.5% stated that they tried more than one of  the 
above‑mentioned health facilities.[13] Majority sought treatment 
from private practitioners or unqualified practitioners. According 
to the last National Integrated Biological and Behavioural 
Surveillance (IBBS) 2014–2015 for high‑risk groups, one‑fifth 
of  the female sex workers  (FSWs) reported that they sought 
treatment/advice from a private facility, while 11% reported 
seeking advice from a private pharmacy and another 13% from 
some type of  alternate practitioners. Similar findings were 
seen among men having sex with men (MSM), where one‑fifth 
reported visiting private facility  (21%), about 13% reported 
seeking the help of  a pharmacy/drug store, and 18% reported 
seeking advice from some type of  traditional healer or AYUSH 
practitioner.[14] In the National Behavioural Surveillance Survey 
for youth aged 15–24 years, observation was that treatment for 
the last episode of  STDs was obtained from private clinics/
hospitals (32%), followed by government clinics/hospitals (23%) 
and home‑based treatment (22%). Home‑based remedies were 
commonly sought by the patients in our study as well and the 
practice was more prevalent among males. Over one‑fifth of  the 

Table 4: Percentage distribution of sexually transmitted 
disease clinic attendees ever been counseled for sexually 

transmitted disease/HIV/AIDS
Ever been counseled 
for HIV or STD

Sex, frequency (%) Total, frequency (%)
Male Female

Yes 730 (23.2) 397 (20.3) 1127 (22.1)
No 2414 (76.8) 1557 (79.7) 3971 (77.9)
Total 3144 (100) 1954 (100) 5098 (100)
χ2=5.89; df=1; P<0.001. STDs: Sexually transmitted diseases

Table 3: Health facility accessed by the patients before 
coming to the sexually transmitted disease clinics

Health facility 
accessed

Sex, frequency (%) Total, frequency (%)
Male Female

Government 766 (24.4) 628 (32.1) 1394 (27.3)
Private 746 (23.7) 444 (22.7) 1190 (23.3)
Quacks 96 (3.1) 168 (8.6) 264 (5.2)
Home remedies 1181 (37.6) 583 (29.8) 1794 (34.6)
More than one 355 (11.3) 131 (6.7) 486 (9.5)
Total 3144 (100) 1954 (100) 5098 (100)
χ2=146.09; df=4; P<0.001
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respondents who suffered from STD during the last 12 months 
had not sought any treatment.[15]

Other studies regarding health‑seeking behavior have also 
brought out that a large proportion of  attendees in STD clinics 
first tried home remedies or visited a neighborhood quack or 
private practitioner.[16] In one of  the studies, nearly 50% of  
respondents who ever had an STD had taken treatment from 
a private practitioner whereas only 5% of  respondents had 
sought treatment at an STD clinic.[17] Another study in Zambia 
showed similar findings, wherein most of  the patients with STD 
complaints received medication from sources other than the STD 
clinics.[18] It is therefore important to educate the STD clinic 
attendees and discourage them from adopting home remedies 
for reproductive problems.

Low preference for government‑run facilities could be due to 
shyness and stigma attached to accessing the STD clinics in 
the government hospitals. Studies have shown that perceived 
STD‑related stigma[19] might be an important barrier to 
STD‑screening behaviors. There is also a stigma related to 
STDs that is independently associated with lower odds of  both 
males and females getting tested for an STD.[20] Stigma may 
be a barrier to STD‑related care‑seeking behavior and should 
be taken into consideration before designing interventions to 
improve STD‑related care seeking,[21] especially keeping in mind 
the adolescent and geriatric age group. Increasing knowledge or 
health‑care access alone may not address the barriers posed by 
STD‑related stigma.[22]

In our study, 37% of  the STD clinic attendees had problems other 
than STDs. They reported other issues related to reproductive 
health such as infertility, burning micturition, lower abdominal pain, 
menstrual problem, sexual dysfunction, partner having STD, and 
other reproductive tract problems. This thereby reiterates that STD 
clinic attendees have a wide range of  reproductive tract problems 
which may or may not be sexually transmitted, reflecting that an 
ideal clinic should offer and advertise a broad package of  health 
services including STD services to decrease the embarrassment 
associated with being witnessed accessing services.[23]

In our study, majority  (77.9%) of  the STD clinic attendees 
reported that they had never been counseled on any aspect 
of  STD or HIV/AIDS. According to the IBBS 2014–2015, 
nationally, 63% of  FSWs had received counseling for STI and 
46% had received referral for HIV testing or other related services 
and 47% of  MSMs reported that they had received counseling 
for STIs.[14] These figures are high because the high‑risk groups 
have special clinics at the targeted intervention sites. In the STD 
clinics, it is not only important to provide counseling to the STD 
clinic attendees but also to ensure that the information imparted 
is credible and reliable.

Partner screening and treatment was low, again indicating the 
hesitation of  patients to visit the STD clinic. This was precipitated 
by the lack of  counseling services as only 4.9% of  the total 

patients or 9% out of  the total STD patients had come to the 
STD clinic since their partner had STD. This is in contrast 
to the findings in a study on STD partner notification  (PN) 
among African‑American adolescent women, where 71% 
preferred to bring their partner to the clinic for treatment.[24] 
PN for STIs is an important measure in STI management that 
interrupts transmission of  infections and prevents reinfection 
and complications.[25,26] The National Guidelines on Prevention, 
Management and Control of  RTIs and STIs also emphasize on 
PN and management. It reiterates that both the partners need to 
be made aware, counseled, and treated,[3] particularly the female 
partners of  male patients with STIs since females often are 
symptomless and thus may not seek treatment.[27] To overcome 
this problem, the Centers for Disease Control and Prevention 
has focused on Expedited Partner Therapy, in which the sex 
partners are provided with the same treatment as that prescribed 
to the patients diagnosed to have STD without the health‑care 
provider having examined the partner.[28]

Therefore, it is even more essential to provide a nonstigmatic 
environment not only to encourage the patients with STD to 
seek treatment from the government‑run STD clinics but also 
to motivate their partners to seek treatment since STD/HIV risk 
assessment is not done very commonly in most clinical settings,[29] 
and stigma of  the clinic name compounds the problem.

The male and female sexual health issues are very important as the 
problems impact the quality of  life and there are no formal clinics 
to attend these needs. Hence, the patients have no alternative 
choice but to come to a STD clinic. The same was observed in our 
study. The male patients were in larger numbers than the females. 
Premature ejaculation,[30] indiscreet wastage of  semen through 
excessive masturbation, wet dreams or excessive sexual desire, 
and decreased sperm count are all the major causes of  sexual 
problems in males.[31] The few females who came to the STD 
clinic for sexual dysfunction were courageous women because 
culturally sexual problems in females are not to be discussed and 
visiting a STD clinic for the same is stigmatic.

Thus, there is a distinct need for a clinic to address these issues. 
Changing the name of  the STD clinics to “Reproductive Health 
Clinics” would encourage more patients of  both the groups with 
STDs and non‑STDs to make the clinic their first choice and not 
visit private doctors or quacks or try home remedies and prolong 
the disease. The clinics with a friendly environment should be a 
part of  all hospitals and health centers. A STD specialist and a 
clinical psychologist cum counselor should be posted at the clinic 
to render services in a nonstigmatic environment and ensure 
optimum utilization of  the current STD clinics.

Conclusion

The profile of  clients in the various clinics across the country 
indicates that the name “STD Clinic” is a misnomer since the 
presenting complaints of  clients are varied and related not 
only to STDs but also to other reproductive tract problems. 
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Furthermore, the average new patient load observed in our 
study is low and this was attributed to the name “STDs” given 
to these clinics.

Therefore, a change in the name of  these clinics to “Reproductive 
Health Clinics” will attract more clients of  all ages and also 
motivate those visiting private or unqualified practitioners to 
come forward directly for services offered by the government 
leading to better utilization.
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