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Correct and consistent 
use of condoms

Sir,
Condom use can be traced back to several 
thousand years. It is known that around 1000 
BC, the ancient Egyptians used a linen sheath for 
protection against disease, which was found useful 
for prevention. Later on, the usefulness of condom 
for pregnancy prevention  was recognized. From 
the early 1960s, use of condoms as a contraceptive 
device was declined, as pills, coils, and sterilization 
became more popular. The emergence of HIV and 
identification of sexually transmitted infections 
(STIs) as a co-factor have revived our interest 
in condoms.[1] The condom usage in India has 
increased from 2.1% in 1992−93 National Family 
Health Survey- 1 (NFHS-1) to 5.2% in 2005−06 
(NFHS-3) among males, aged between 15−54 years. [2] 
However, condoms are not 100% safe, but if used 
consistently and correctly, will reduce the risk of 
pregnancy and/or STIs significantly. Of 100 women 
whose partners use condoms, approximately 15 will 
become pregnant during the first year of typical 
use, but only two women will become pregnant 
with perfect use. Typical use means when usage is 
not consistent or always correct, whereas perfect 
use refers to consistent and always correct usage. [3] 
Although, many people wrongly assume that all 
men know the correct way to use condoms, but 
the fact is, incorrect usage is common and it is a 
major cause of condom failure. The majority of these 
failures are caused by human errors, including�not 
using enough lube and creating microscopic tears 
with rings; using long, sharp, or jagged fingernails; 
unrolling a condom backwards and not towards 
the base of penis; not leaving a half-inch of empty 
space at the tip of the condom; and not holding 
the rim of the condom down along the base of the 
penis when removing the penis after ejaculation. 
Inconsistent condom use means�not using a condom 
every time you have sex (vaginal, anal, or oral); or 
not putting the condom on right time (such as right 
before ejaculation instead of at the beginning of 
intercourse), before the penis comes in contact with 
your partner�s genitals. A survey on condom usage 
revealed that, 42% of the surveyed males did not 
use a condom from the start and/or to completion 
of penetrative sex; 23% did not leave a space at 
the receptacle tip; and 81% did not use a water-
based lubricant.[4] Similar results were observed 
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Sir,
Sexually Transmitted Diseases (STDs) primarily affect 
the sexually active population in the reproductive 
age group and are largely acquired venereally. 
In children, STDs are acquired by both venereal 
and nonvenereal route.[1] In children below two 
years of age, the chances of intrauterine / perinatal 
transmission are more, while in children 2-10 yrs 
of age, venereal mode of transmission is more 

in a US-based study.[5] Studies have shown that 
people who make more errors have higher rates 
of STD infection.[4] Hence, the tendency to assume 
that condom users are using them correctly and 
consistently, seriously under estimates their risk 
of transmitting or contracting STDs or becoming 
pregnant unintentionally. Thus, it is not enough 
to encourage people to use the condoms, but they 
should be guided on the correct usage too.
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likely with sexual abuse as a definite possibility. 
However, in children in the pubertal age group, both 
voluntary sexual activity and sexual abuse are modes 
of transmission. STDs are becoming increasingly 
common in the pre-adolescent age group. Early 
sexual maturity, increased promiscuity and sexual 
offenses are the probable causes. The pattern of 
STDs in children reflects the pattern of STDs in 
adults. There is paucity of data in literature on the 
prevalence of childhood STDs. Therefore, we made 
an effort to study the pattern of STDs in children at 
Medical College, Rohtak.

Children below 14 years of age, who attended the 
STD clinic of Medical College, Rohtak from Jan 1, 
2001 to Nov 30, 2007 constituted the subjects for the 
study. Detailed history, thorough clinical examination 
and relevant laboratory investigations were done to 
establish the diagnosis.

A total of 1770 patients attended the STD clinic, 
during the seven-year period, out of which there 
were 18 cases in children. Majority of the children 
were males (66.67%) at 2:1 M/F ratio. The youngest 
child was a one-and-a-half year old male. An equal 
number of patients (seven each) were in the age 
group of 5-10 yrs and 10-14 yrs. All the children 
had a rural background. 

Thirteen children (72.22%) presented with 
condyloma acuminata [Table 1], out of which seven 
had warts in the perianal region. Most of them 
presented with difficulty in defecation. Acquired 
syphilis was seen in four children (22.22%), 
condyloma lata was the presenting complaint in 
two children while the other two presented with 
generalized rash and lymphadenopathy. A history 
of prior genital ulcer was seen in one female child. 
The diagnosis was confirmed by VDRL in these 
patients. No case of congenital syphilis was seen. 
One male child presented with chancroid (5.56%). 
Seven children (homosexual in four and heterosexual 
in three children) had a history of voluntary sexual 
contact. A history of sexual abuse could be elicited 

in one male child (by neighbor). Rest of the children 
(six females and four males) strongly denied any 
kind of sexual exposure even on persistent enquiry. 
ELISA for HIV could be done in seven children and 
none were found positive. 

The incidence of childhood STDs varies from place 
to place. In recent times, there has been a steady 
rise in the STDs in children probably as a result of 
increased premature sexual activity and increasing 
child abuse. The incidence in our study was 1.02% 
which is lower as compared to studies done at 
Delhi.[2,3] 

Most of the children were of the school going age 
group indicating an increased risk of falling prey 
to abuse by adults and an increased inclination 
towards promiscuous behavior. This observation 
was comparable to other studies.[2-4] Boys were 
more commonly affected than girls in agreement 
with other studies.[2-5] Condyloma acuminata was 
the commonest STD seen in children (72.22%) 
which is consistent with one of the studies done at 
Delhi.[2] However, in other studies at Delhi, syphilis 
was found to be most common.[1, 3 -5] The youngest 
child also presented with condyloma acuminata. 
Amongst these, history of sexual abuse was present 
in one child; voluntary sexual contact in five and no 
history of sexual exposure could be elicited in seven 
children. This reflects a possibility of both sexual 
and non sexual modes of acquisition of condyloma 
acuminata in children. All patients of acquired 
syphilis, in the study, presented with manifestations 
of secondary stage with history suggestive of primary 
stage in one patient only. Similar findings have 
been reported in earlier studies.[4,6] Chancroid was 
observed only in one child with no history of sexual 
contact. 

To conclude, the rise of childhood STDs is 
worrisome because of the physical and psychological 
morbidity caused by them. It requires a lot of 
effort, both at the parental and physician level, to 
improve awareness regarding transmission of STDs 
to children. 
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Table 1: Disease-wise distribution 
Disease Male Female   Total

    No. %

Syphilis
 Congenital - - - -
 Primary - - - -
 Secondary 2 2 4 22.22
Chancroid 1 - 1  5.56
Herpes genitalis - - - -
C. acuminata 9 4 13 72.22
Gonorrhea - - - -
Total 12 6 18   100
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Detection of enteric 
parasites in HIV positive 
patients with diarrhea

Sir,
Opportunistic parasitic infections are the sole hallmark 
of HIV infection and is encountered in 90% of AIDS 
patients in the developing countries.[1-3] Cryptosporidium, 
Isospora, Cyclospora, and Microsporidia are increasingly 
being recognized as important enteric pathogens in the 
HIV positive patients.[1-3]

A study was conducted to find out the prevalence 
of various enteric parasites in stool samples of HIV 
positive patients with and without diarrhea (100 
and 40 respectively) and 10 samples from normal 
healthy controls. All samples were collected in 
clean, dry, widemouth, leakproof container and 
transported within two hours to the laboratory. 
Macroscopic and microscopic examinations of the 
stool samples were done. Modified Z-N staining (Hot 
method)[4] was done using 10% H2SO4 and smears 
were screened under oil immersion to identify 

oocysts of Cryptosporidium, Isospora, and Cyclospora. 
Chromotrope 2R staining[5] was done for all the 
samples using fast green, and smears were examined 
under oil immersion lens for pink coloured spores of 
microsporidia against green background.

Among 100 HIV positive patients with diarrhea, 
there were 60% adults and 40% children. Majority of 
the patients (73.3%) were in the age group of 21- 40 
years. Out of 16 microsporidia reported [Table  1], 
liquid stool was seen in 37.5% cases, whereas 

Table 1: Parasites isolated from stool samples 
by wet mount, Z-N staining and Chromotrope 
2R staining in HIV positive patients with 
diarrhea
Parasites Adults Children Total

Microsporidia  11 (68.7) 05 (31.3) 16 (41)
Cryptosporidium 09 (69.2) 04 (30.8) 13 (33.3)
Isospora 04 (100) _ 04 (10.3)
Cyclospora 01 (100) _ 01 (2.6)
Giardia 02 (66.7) 01 (33.3) 03 (7.7)
Strongyloides 02 (100) _ 02 (5.1)
Total 29 (74.4) 10 (25.6) 39 (100)
Figures in parentheses are in percentage

abdominal pain was present in all 16 patients 
(100%). Out of 13 Cryptosporidium species reported, 
liquid stool was seen in 69.2% cases, 84.6% patients 
had 6-10 motions per day, and abdominal pain 
in 46.2% cases. Mixed parasitic infections were 
encountered in four patients, in two of which 
microsporidia and Cryptosporidium were detected 
together.

Among the 40 HIV positive patients without 
diarrhea, in one oocysts of Cryptosporidium sp., 
in one cysts of Giardia lamblia, and in one ova of 
Ascaris lumbricoides were detected. No parasite was 
detected in any of the ten healthy controls.

Prevalence of enteric parasites in this study was 
39%. This study was exactly similar to the study by 
Kumar et al.[1] Prevalence of microsporidia in HIV 
positive patients with diarrhea have been reported 
to be in the range of 1-29% by various authors. [2,3] 
Therefore, this study has a high prevalence of 
microsporidia (41%) and all these patients presented 
with abdominal pain. Other studies have reported 
mixed infections with enteric parasites,[2,3] as also 
reported by us. 

One Cryptosporidium was detected in a HIV positive 
patient without diarrhea. Mohandas et al,[2] have 
reported cryptosporidium in 10.8% HIV infected 
patients, out of which 7.7% patients did not have 
diarrhea. No microsporidia was detected in this 
group which is statistically significant (P < 0.05) 
compared to HIV positive patients with diarrhea. 

Therefore, opportunistic intestinal parasites are a 
common cause of diarrhea in HIV infected patients, 
and diarrhea due to microsporidia is on the rise, 
as evident in this study. Chromotrope 2R staining 
still remains the most commonly used method 
for detection of microsporidial spores. Therefore, 
apart from modified Z-N staining for detecting 
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