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Prevalence of Sexually Transmitted Infections and HIV among Men having sex with Men in Vadodara, Gujarat, India during 2004

Executive Summary
A study implemented by Gujarat State AIDS Control Society and Lakshya Trust, Vadodara and with technical assistance of the Sexual Health Resource Centre, New Delhi.  

Funded by the Department for International Development.
This is the report of a baseline STI prevalence study among men having sex with men in Vadodara city, Gujarat.  Gujarat State AIDS Control Society and Lakshya Trust, Vadodara implemented the study, with technical assistance from Sexual Health Resource Center, New Delhi. The Department for International Development funded the study.
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FOREWORD FROM GUJARAT STATE AIDS CONTROL SOCIETY

MESSAGE FROM DFID

Abbreviations and terms used

AIDS

Acquired Immunodeficiency Syndrome

CI

Confidence Interval

CT

Chlamydia Trachomatis

DFID

Department for International Development

ELISA

Enzyme-linked Immunoabsorbent Assay

GSACS

Gujarat State AIDS Control Society

HIV

Human Immunodeficiency Virus

LGBT

lesbian, gay, bisexual and transgender 

MSM

Men having sex with Men

MTM

Modified Thayer-Martin Medium

NACO

National AIDS Control Organisation

NG

Neisseria gonorrhoeae

NGO

Non-governmental Organisation

NPV

Negative Predictive Value

PCR

Polymerase Chain Reaction

PPV

Positive Predictive Value

PSH

Partnership in Sexual health

RPR

Rapid plasma reagin

SHRC

Sexual Health Resource Centre

SPSS

Statistical package for social sciences

STI

Sexually transmitted infection


MSW

Male sex worker

TI

targeted interventions

WHO

World Health Organization

Introduction

HIV/AIDS is among the top killer diseases in the developing world and in many countries of Africa, it has wiped out decades of developmental gain
.

Sexually transmitted infections (STIs) are among most important public health problems in the developing countries. It is estimated by World Health Organization (WHO) that majority of the new cases of four curable STIs (gonorrhea, chlamydial infections, syphilis and trichomoniasis) occur in developing countries.
 

Reduction of incidence of curable STIs contributes to the reduction of morbidity and mortality in a major way. In addition, it is now well established that improvements in STI treatment services reduce HIV incidence.  This is particularly true with groups that have a high STI prevalence in an environment where the epidemic is emerging, the prevalence is slowly rising and existing STI services are poor
,
,
.
The epidemic among high-risk groups in most of India currently fits the above criteria and, for this reason, efficient STI referral and treatment form one of the three pillars of HIV control in the national programme, along with reducing the number of sexual partners and promoting safe sexual practices
. 

The single most important factor that determines the transmission of HIV and STIs is the rate of sexual partners change and it is not uniformly distributed in the population. One of the characteristics of the human sexual behaviour is the majority of the population has one or two sexual partners, while a small percentage has a very large number of partners. Those with large number of sexual partners, sometimes called as ‘core groups’, are at the highest risk of contracting and transmitting STIs/HIV to others and conversely, intervention among these groups for safer sexual behaviour is key to prevention of the epidemic of STIs/HIV.

The targeted intervention (TI) are being implemented among different ‘core groups’ as a part of the  Partnership in Sexual Health (PSH) project with the support of the Department for International Development (DFID). In Gujarat, more than 100 such interventions are being implemented as a part of the National AIDS Control Programme under the leadership of National AIDS Control Organization.  

In Vadodara, Lakshya Trust has been working among the men having sex with men (MSM) since 2000. It is a community based organization working in social, economical, legal, psychological and sexual health aspects of lesbian, gay, bisexual and transgender (LGBT) population in Gujarat. From working with an initial group of one hundred of MSM during needs assessment study in 2001, Lakshya Trust has increased its reach to about 4000 MSM in the city by 2004. The MSM network in Vadodara is discreet.

Monitoring the effectiveness of HIV/AIDS prevention programmes can be challenging. Ideally a reduction in the new cases of HIV or incidence must be attributed to HIV prevention interventions to demonstrate their effectiveness.  It is difficult to record the new cases of HIV over a period of time because of various logistical issues, including cost.  

The number of people living with the disease at any one time (which includes both the new and existing cases, and which is known as prevalence), however, is easier to measure but would not be expected to fall dramatically in the short term, even when safer sexual behaviours have been adopted.  This is because the HIV positive state is an irreversible one.  

The prevalence of STIs that are curable, on the other hand, can be changed quickly. Consistent condom use combined with effective STI services, for example, can lead to a dramatic reduction in the prevalence of the STIs within a short period of time. Since transmission dynamics of STIs and HIV are similar and STIs increase the risk of transmission of HIV, such a reduction in the prevalence of STIs is also likely to reduce the transmission and therefore the incidence, of HIV. Thus curable STIs can act as a good proxy indicator to assess the impact of HIV/AIDS prevention programmes. Unsafe sexual behavior is expected to increase the prevalence of STIs, whereas safer behaviour is expected to reduce the prevalence of the STIs. 

An impact assessment project is designed to monitor the effectiveness of the PSH project implemented by Lakshya Trust. The key component of the impact assessment project is the STI prevalence survey. These surveys are aimed at assessing the prevalence of different STIs and HIV by laboratory methods as well as assessing the prevalence of STI clinical syndromes and their behavioural correlates among MSM in Vadodara. GSACS and Lakshya Trust implemented the STI prevalence survey among the MSM reached by the PSH project in Vadodara. 

Design and methods

The design and methodology was finalized after consultation with the community members, experts, review of literature
( 

Goals and Objectives

The goal of STI prevalence survey, a population based cross sectional survey, was to assess the prevalence of different STIs and HIV by clinical and laboratory methods, and to assess the behavioral correlates of STIs/HIV among the MSM in Vadodara. 

-

The specific objectives of the survey are listed below:

1. To ascertain the prevalence of STI syndromes and other STIs clinically among MSM.

2. To ascertain the prevalence of STIs: syphilis, gonorrhea, genital chlamydia infection, trichomonas vaginalis, and HIV (unlinked anonymous testing), by laboratory methods among the MSM. The HIV prevalence among the MSM was also intended to be used for sentinel surveillance among MSM in Gujarat.

3. To ascertain their level of knowledge and awareness about STIs and AIDS, gather information about sexual behaviour and practices including the use of condoms by clients and assess the health-seeking behavior of the MSM.

The first two objectives were ascertained through clinical examination and laboratory tests respectively.  The third objective was ascertained through a structured behavioural questionnaire.
Sampling

The sampling frame consisted of about 1500 MSM, who were in regular touch with the staff of PSH project. The sample size for the study was based on NACO recommendation of a minimum of 250 participants per state from high-risk groups for sentinel surveillance purpose. Allowing a refusal of about 20%, the sample size for the survey was fixed at 300 MSM. For feasibility purposes, convenience sampling was followed to recruit the MSM.

The salient features of the design are given in Table 1.  

Table 1:  Salient features of the design of the STI survey among MSM in Vadodara

	Salient features of design
	

	Study design
	Cross sectional survey

	Sampling method
	Convenience

	Total number of MSM reached by PSH project of Lakshya Trust
	4000

	Sampling frame (pool from which MSM were recruited)
	1500

	Number of MSM recruited
	319

	Components of data collection
	Behavioral data

Clinical data on STIs

Laboratory data on STIs/HIV


Ethical review

An ethical committee reviewed the protocol and approved the study before implementation. 

Data Collection

Staffs involved in the study were trained on the methodology and a trial run was also conducted among 4 MSMs to test the methodology prior to data collection. Data collection followed the steps listed below:

1. Mobilization of MSM from the field. 

2. Administering informed consent. 

3. Administering behavioural questionnaire. 

4. Clinical examination, specimen collection and diagnosis of STI syndromes by doctor.

5. Performing laboratory tests for various STIs and HIV. 

6. Follow up and treatment to the participants after the results of the laboratory tests were available.

Most of the laboratory tests were done in Toprani Advanced Lab Systems, Vadodara except for the HIV test and PCR tests for gonorrhoea and chlamydial infections. HIV testing was done by unlinked anonymous method and was done by Medical College, Vadodara. For quality control purposes, about 15% of some of the tests were repeated in Biocare Research (India) Pvt. Ltd, a reputed private laboratory in Ahmedabad. Data collection for the study was completed during October 2004. The data were doubly entered in EPIINFO by an agency CORT in Vadodara. Data were analysed using SPSS II for windows. 

Results

Profile 

In total 324 participants attended the clinic for participating in the survey, 5 participants refused to consent and a total of 319 men completed all aspects of data collection. Majority of the MSM were below the age of 25 years (mean age 26.9 years, range: 18 to 57 years). Majority (81.5%) of them were born and brought up in Vadodara. Majority (92.8%) attended school. A high proportion (41%) of them were married and 30% was living with their spouse. A high proportion of them reported that they were employed in the Govt. or the private sector. A summary of their background characteristics is given in annexure 1. 

Awareness about HIV and sexual behaviour

The reported mean age at first sexual intercourse was about 17.5 years (range 8-45 years). About 10% of them reported that they had ever received money for sex with males and almost the same proportion (9.7%) said that they had ever paid money for sex with males in past. 

The participants were asked about sexual behaviour with males separately for commercial and non-commercial partners. Among 28 participants who reported having had commercial sex with men in the last 60 days, the mean number of sexual partners was 20.5 (range: 1- 480). About 31% of them reported that they never or rarely used condom, while 51.7% said that they used condom all the times and rest about 17% said that they sometimes used condom during past 60 days. A total of 69% said that they used condom last time they/their partner had anal sex.

A total of 301 participants reported having had non-commercial sex with men in the last 60 days. The mean number of sexual partners was 4.6 (range: 1- 300). The frequency of condom use during that time was never or rarely: 39.6%, sometimes: 11.9%, all the times: 48.2%. A total of 63% said that they used condom last time they/their partner had anal sex.

About 35% of the participant said that they had a regular male partner and reported condom use with their regular partner was as follows: all the times- 53.2%, sometimes-10.8%, never or rarely-37%.

Participants also reported sex with female partners. About 41% of them were ever married and more than half (53%) reported sex with female partners in the past one month. Though majority of them reported having sex with wives and girl friends, about 9% reported engaging in sex with female sex workers or casual partners. The mean number of female partner was 1.6 in the past month (range: 1-9). Though about 40% of them reported using condom in last sexual encounter with the female partner, consistent condom use was much lower. Only about 36% reported using condom always or most often in sex with female partners in the last month.   

Almost all the participants had heard of HIV/AIDS (96.6%). However many of them did not have correct information regarding prevention and transmission of HIV/AIDS. Although a very high proportion of them also knew that HIV/AIDS is transmitted through unprotected sex with an infected partner, about half of them did not know that it is transmitted through infected blood. About 47% knew that HIV could be transmitted by the use of infected needle. Similarly knowledge about different ways of prevention of HIV/AIDS was poor. Though about 82% could tell that consistent condom use can protect a person from getting infected with HIV/AIDS, only 27.3% could tell that reduction of number of sexual partners can protect a person from HIV/AIDS.

STI syndromes and other STIs diagnosed clinically 

Only symptom complained by the MSM during clinical history taking was genital ulcer (2.5%). None of the participants complained that they were suffering from discharge from penis, swelling in inguinal area or in scrotum.

Following clinical examination, the prevalence of different STIs syndromes were: genital ulcer (1.3%), anal ulcer (0.6%), inguinal swelling (0.6%). Viral STIs detected clinically included genital and anal wart (1.6%) and Molluscum contagiosum (1.6%). None of the participants had urethral or anal discharge.

The laboratory diagnoses of the different STIs are summarized in the figure below.

Figure 1. Prevalence of different STIs based on the laboratory tests (gonorrhea OP: positive culture from oro-pharyngeal specimen, gonorrhoea R: positive culture from rectal specimen, gonorrhea U: positive PCR test from urine specimen)   
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Syphilis is the commonest STI among the MSM in Vadodara. Though prevalence of syphilis is high (those who are positive for TPHA tests), lower prevalence of active syphilis (positive RPR test at 1:8 dilution and above) indicate recent adoption of safer sexual behaviour or improvement in STI treatment for the MSM population. Prevalence of gonorrhea is found to be high and ano-rectal region was the most common site for the infection followed by urethra and oro-pharynx. Almost all these infections were asymptomatic. Similarly, there was no urethral discharge in any of the participants whose urine specimens were positive for PCR tests for chlamydial infection, which is the cardinal sign of chlamydial infection. HIV prevalence among them is comparable to other high risk groups like female sex workers (8.8%) or the attendees of public STI clinics in Vadodara.

Validity of urethral discharge syndrome against laboratory diagnosis

Even though primary objective of the study was to ascertain the prevalence of different STIs, data on STI syndromes were also collected. NACO/WHO recommends the syndromic case management for treatment of STIs as the first line of management.  

Since none of the participants had urethral discharge syndrome, all the urethral gonococcal and chlamydial infections were asymptomatic. Similarly ano-rectal gonococcal infections and oro-pharyngeal infections were also asymptomatic.  

In the same way, much of the syphilis infections were latent syphilis and there were hardly any symptoms of primary syphilis or secondary syphilis among the MSMs studied.

Discussion

The findings show that though the awareness about HIV/AIDS is generally high, still many of the MSMs were not aware of critical information regarding the transmission and prevention of HIV. 

Needs assessment study conducted at the beginning of the PSH project among 100 MSM in Vadodara showed that knowledge about HIV transmission and prevention was poor. Only 20% could say that HIV is caused by an micro-organism but much higher proportion of them could mention that use of condom during penetrative sex is one of the way to prevent HIV infection. During the preceding month, 86% reported having sex regularly or sometimes with men and the average number of male partners was during the period was 2. About 64% also reported sex with a female partner during that period. About 12% reported engaging in sex in exchange of cash or kind. Seventy eight percent of the respondents reported engaging in insertive anal sex in the past one month and out of them, only 26% reported condom use. About 29% of the study population reported receptive anal sex in the past month and condom use was again low as only 28% of those who reported receptive anal sex reported use of condom. About 46% of the respondents also reported peno-vaginal sex with a female in the past month and out of that only 8% used condom in such sex
. 

During the intervention since 2001, more than 4500 MSMs are contacted for IEC activities, condom promotion and STI treatment. More that 450 MSMs with different STIs received treatment during this period.  

Since the methodologies for the needs assessment study is different from this study including the behavioural questions, it is difficult to compare these two studies. Nevertheless, empirically it may be said that condom use since the needs assessment study has increased among the target population. But there is room for further improvement in consistent condom use. 

Studies in other countries have revealed high prevalence of different STIs among MSM. In a study in Melbourne, MSMs from men-only saunas were screened for gonorrhoea and chlamydia. The participation rate was only 24%. The proportion of participants with PCR-detected gonorrhea and/or chlamydia infection was 10.7%. The presence of infection was associated with seeking sexual health care in the last year
. Among the MSM in Phnom Penh, Cambodia, the prevalence of HIV and syphilis was 14.4% and 5.5% respectively in 2002
.
 Some studies in US have reported increase in the prevalence of ano-rectal gonorrhea and chlamydial infections. 
. Similar increase was also observed for syphilis in some cities in US
 Similar increase in the prevalence of different STIs in the recent times have been observed in other places like England and Wales.
 

There is very limited data on prevalence of different STIs/HIV among the MSM group in India. Among the attendees of STIs clinics in Mumbai the HIV prevalence ranges from 15 to 21% during 1992 to 2000
.  Data from national sero-surveillance shows that the HIV prevalence among MSM was 24% in Mumbai and 4% in Chennai
. The data on prevalence of different STIs is even more scarce. Information available currently on STIs among MSM in India is based on the data from STI clinics, which may not represent the prevalence in the community as a whole. In a study in among the 85 attendees of STI clinic in Mumbai, the prevalence of different STIs were rectal gonorrhea: 5%, gonococcal urethritis: 4%, perianal warts: 5%, molluscum contagiosum: 1%, secondary syphilis: 1%, genital scabis: 1%, HIV: 15%, VDRL reactivity: 16%.
 In another study in Chennai, the prevalence of different STIs were genital herpes: 8%, perianal warts: 8%, perianal herpes: 2%, gonococcal urethritis: 2%, molluscum contagiosum: 2%, secondary syphilis: 2% proctitis: 2%, scabis 2% 
.  In a community based STI prevalence study in Chennai, a total of 5.9% of the population studied reported MSM behaviour in past. The HIV prevalence was significantly higher in them
.  

Maximum priority should be given for control of STIs in the ‘core groups’. It has been shown that the cure or prevention of 100 initial cases of gonorrhoea in the non-core groups prevent a total of 426 future cases of gonorrhoea in 10 years, whereas if 100 initial cases are prevented in core groups, the number of cases prevented is 4278 during the same period
.   

There is no MSM specific STI syndromic guideline in India currently. There is a need to formulate STI management guideline for MSM in India. While formulating such a guideline, findings from this study are likely to be useful. These findings include asymptomatic nature of different STIs detected. For instance, in case of STIs like gonorrhea, the cardinal signs of the infection like urethral discharge, rectal discharge were absent in most participants. Similarly, all urethral chlamydial infections were asymptomatic. There were no symptoms and signs of syphilis. 

Laboratory tests, of course, remain the gold standard for STI diagnosis, but are expensive and specialist laboratory expertise is needed. Research into cheaper, quicker rapid tests for curable STIs, that can be carried out in the field is underway and, if successful, may solve some of the diagnostic dilemmas discussed. 

Relatively low prevalence of HIV among the MSM presents a great window of opportunity to contain further spread of the infection. Voluntary counseling may also be vigorously promoted to provide care and support services to those who are already infected.  

Data from annual sentinel sero-surveillance shows that HIV prevalence among attendees of antenatal clinic and STI clinics in Vadodara has stabilized during the recent years (table 3)
.

Table 3:  Annual HIV Sero-Surveillance data, Vadodara, 1998-2003

	HIV Prevalence (%)
	1998
	1999
	2000
	2001
	2002
	2003
	2004

	ANC Clinic Attendees
	1.04
	0.76
	0.5
	0
	0.5
	0
	0

	STI Clinic Attendees
	
	
	6.9
	5.3
	4.5
	4.6
	3.6


Such a scenario of stabilization of HIV prevalence may indicate HIV transmission is declining or remaining same during this period in these groups. However, since no data on the prevalence of STIs/HIV exist among the MSMs in Vadodara prior to this study, it would not be possible to comment on the contribution of intervention among the MSM on the transmission of HIV among the general population in Vadodara.  

Conclusions 

The survey has demonstrated the feasibility of implementing STI prevalence studies among MSM community in India. The findings highlighted certain programme areas which need further strengthening.  Such areas include increase in consistent condom use, improvement in the knowledge about transmission and prevention of HIV, improvement in the STI services for the population. 

The next round of STI survey should be initiated after 2-3 years. Similar studies may be initiated in other parts of the country with high-risk groups to assess the impact of the interventions. 
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Annexures


Annexure 1: Background characteristics of the participants of STI prevalence study in MSM in Vadodara





Variable�
Percentage (n-319) �
�
a. Age(�
�
�
�
18-25 years�
56.7�
�
�
26-35 years�
28.8�
�
�
36-45 years�
11.0�
�
�
46 years and above�
3.4�
�
�
Range: 18-57 years, Mean: 26.9 years�
�
�
B. Up to which standard did you study?�
�
�
�
Graduation and above�
7.8�
�
�
High school�
36.4�
�
�
Secondary�
33.5�
�
�
Primary�
15.0�
�
�
Never attended school�
4.4�
�
�
No response�
2.8�
�
c. State of origin: Where were you born and brought up?�
�
�
�
Vadodara�
81.5�
�
�
Within Gujarat�
11.9�
�
�
Outside Gujarat�
6.3�
�
�
Outside India�
.3�
�
d. What is your current marital status?�
�
�
�
Unmarried�
58.9�
�
�
Married�
37.9�
�
�
Divorced�
2.5�
�
�
Widowed�
.3�
�
�
No response�
.3�
�
e. Who do you presently live with?�
�
�
�
Alone�
4.7�
�
�
With spouse�
30.1�
�
�
With a live-in male partner�
1.3�
�
�
With parents�
22.3�
�
�
With family�
31.3�
�
�
With uncle and aunty�
1.6�
�
�
With mother�
3.1�
�
�
Others �
5.3�
�
f. Do you regularly consume addictive drugs and if so what are they?�
�
�
�
Not addicted to any drugs�
36.1�
�
�
Alcohol�
33.2�
�
�
Smack�
0�
�
�
Charas�
.9�
�
�
Tobacco (chewing)�
57.1�
�
�
Tobacco (smoking cigarettes) �
29.6�
�
�
Intravenous drugs�
0�
�






Annexure 2: Reported sexual behaviour of the participants of STI prevalence study in MSM in Vadodara 





Variables�
Number or % �
�
Sexual experience with male partners (n =319)�
�
�
a. Mean age at first sexual intercourse with a male partner�
17.5 years (range 8-45 years)�
�
b. What type of sexual experience do you normally have with male partners?�
�
�
�
Manual�
75.5 %�
�
�
Oral�
89.9 %�
�
�
Anal�
96.9 %�
�
�
Patting�
18.2 %�
�
c. Have you ever received money for sexual intercourse with men?�
�
�
�
Yes �
10.3 %�
�
�
No�
89.7 %�
�
d. Have you ever paid money for sexual intercourse with men?�
�
�
�
Yes �
9.7 %�
�
�
No�
90.3 %�
�
Sexual behaviour of those reporting commercial sex with other male partners (n =29)�
�
�
e. Mean number of different sexual partners during last 60 days.�
20.5 (range: 1-480)�
�
f. How often was condom used in sex in the last 60 days?�
�
�
�
Never�
17.2 %�
�
�
Rarely�
13.8 %�
�
�
Sometimes�
17.2 %�
�
�
All the times�
51.7 %�
�
g. The last time you had anal sex, did you/your partner use a condom?�
�
�
�
Yes �
69.0 %�
�
�
No�
27.6 %�
�
�
Not applicable�
3.4 %�
�
Sexual behaviour during non-commercial sex between men  (n=303)�
�
�
h. Mean number of different sexual partners during last 60 days.�
4.6 (range: 1-300)�
�
i. How often was condom used in sex in the last 60 days?�
�
�
�
Never�
27.7 %�
�
�
Rarely�
11.9 %�
�
�
Sometimes�
11.9 %�
�
�
All the times�
48.2 %�
�
�
No response�
.3 %�
�
j. The last time you had anal sex, did you/your partner use a condom?�
�
�
�
Yes �
63.0 %�
�
�
No�
33.4 %�
�
�
No response�
3.6 %�
�
k. Do you have a regular male partner? (n-319)�
�
�
�
Yes �
34.8 %�
�
�
No�
65.2 %�
�
l. How often do you use condom with your regular male partners?�
�
�
�
Never�
26.1 %�
�
�
Rarely�
9.9 %�
�
�
Sometimes�
10.8 %�
�
�
All the times�
53.2 %�
�
Sexual behaviour with female partners �
�
�
m. Have you ever been married to a woman? (n =319)�
�
�
�
Yes �
41.4 %�
�
�
No�
58.6 %�
�
n. Did you have sex with a female partner in last one month? (n =319) �
�
�
�
Yes �
53.3 %�
�
�
No�
46.7 %�
�
o. Who were your female partners in the past one month? (n =319)�
�
�
�
Wife�
28.5 %�
�
�
Girlfriend�
21.6 %�
�
�
Female sex worker�
6.9 %�
�
�
Casual partner�
2.1 %�
�
�
Others (neighbours, distant relatives)�
3.6 %�
�
p. Mean number of different female sexual partners in the past one month? (n =171)�
1.6 (Range: 1-9)�
�
q.The last time you had sex with a female partner, did you use a condom? (n =171)�
�
�
�
Yes�
39.8�
�
�
No�
60.2�
�
r. How frequently did you use condom with any of your female partner in the past one month?�
�
�
�
Always�
33.3�
�
�
Most often�
2.3�
�
�
Sometimes�
11.7�
�
�
Never�
52.7�
�
s. Have you ever had anal sex with a female partner? (n-171) �
�
�
�
Yes�
30.0�
�
�
No�
70.0�
�
t. Have you ever had oral sex with a female partner? (n-171)�
�
�
�
Yes�
39.8�
�
�
No�
60.2�
�

























































Annexure 3:Knowledge about HIV/AIDS among the participants of STI prevalence study in MSM in Vadodara 





Variables�
Number or % �
�
Knowledge of HIV/AIDS�
�
�
a. Ever heard of HIV/AIDS?�
�
�
�
Yes�
96.6 %�
�
�
No�
3.4 %�
�
b. Can you tell how HIV is transmitted? �
�
�
�
Unprotected sex with an infected partner�
81.8 %�
�
�
Infected blood transfusion�
53.9 %�
�
�
Use of infected needle�
47 %�
�
�
From infected mother to child �
15 %�
�
c. How can a person protect her/himself from getting infected with HIV/AIDS through sexual route?�
�
�
�
Use condom consistently�
82.1 %�
�
�
Have fewer partners�
27.3 %�
�
�
No casual sex�
15.7 %�
�
�
Having less riskier sexual practice�
7.6 %�
�
d. Do you think that a healthy looking man be infected with HIV, the virus that causes AIDS?�
�
�
�
Yes�
74.6 %�
�
�
No�
12.5 %�
�
�
Do not know/no response�
12.8 %�
�
e. Do you think that you have a chance of getting infected with HIV, the virus that causes AIDS?�
�
�
�
Yes�
32.0 %�
�
�
No�
58.0 %�
�
�
No response/do not know/not applicable�
10.0 %�
�




























































Annexure 4: Key clinical and laboratory data on STIs and HIV among participants of STI prevalence study in MSM in Vadodara





Variables�
Percentage (n=319)�
95% Confidence Interval�
�
Symptoms of STIs complained�
�
�
�
�
�
�
�
Sore or ulcer in the genital area�
2.5�
�
�
Abnormal discharge from penis�
0�
�
�
Painful swelling in the groin�
0�
�
�
Painful swelling in the groin�
0�
�
�
Sore or ulcer in the anal area�
0�
�
�
Discharge from anal area�
0�
�
�
STIs diagnosed clinically (STI syndromes and other STIs)�
�
�
�
Genital Ulcer�
1.3�
�
�
Urethral discharge�
0�
�
�
Enlarged painful inguinal glands�
0.6�
�
�
Anal ulcer�
0.6�
�
�
Genital wart�
1.6�
�
�
Molluscum contagiosum�
1.3�
�
�
STIs diagnosed based on laboratory tests�
�
�
�
Wet Mount Microscopy for T vaginalis from urine specimen�
1.6�
0.2-2.9�
�
Culture for T vaginalis  from urine specimen�
0.9�
-0.12-2�
�
Culture for N. Gonorrhoea from oro-pharyngeal specimen(�
4.3�
1-7.8�
�
Culture for N. Gonorrhoea from rectal swab(�
6.5�
2.4-10.6�
�
Leukocyte Esterase Test�
25.4�
20.6-30.2�
�
PCR tests for N. gonorrhoea from urine specimen�
6.3�
3.6-8.9�
�
PCR tests for C. trachomatis from urine specimen�
3.4�
1.5-5.5�
�
RPR (at 1:8)�
7.2�
4.4-10.1�
�
TPHA for syphilis�
17.2�
13.1-21.4�
�
HIV (2 ELISA tests)�
6.8�
4.1-9.7�
�



(n=138
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