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Health-Seeking and Sexual Behaviors Among Primary Healthcare

Patients in Nairobi, Kenya

KAROLINE FONCK, MD, MPH,*" CHARLES MWAI, BA, MA,* JACKONIAH NDINYA-ACHOLA, MD, MPH,*
JOB BWAYO, MD, PHD,* AND MARLEEN TEMMERMAN, MD, PHD"

Background: Health-seeking and sexual behaviors are im-
portant elements in the control of sexually transmitted infec-
tions (STIs).

Goal: To examine patterns of health-seeking behavior and
related sexual behavior relevant to improved prevention and
care among patients attending primary healthcare (PHC)
clinics.

Study Design: A questionnaire covering social, demo-
graphic, and healthcare-seeking and sexual behavior informa-
tion was administered to 555 patients attending three primary
healthcare clinics in low socioeconomic areas of Nairobi,
Kenya.

Results: Women'’s knowledge about health in general and
STIs in particular was poor. A major gender difference in
delay of health seeking for STIs was observed (5 days for men
versus 14 days for women). Significantly more men than
women reported a history of STIs (68% versus 47%;P =
0.04). Men reported more extramarital affairs (17% versus
8%; P < 0.001). A high prevalence of gonorrhea (3%) and
chlamydia (6%) was found in this population, with no differ-

ence between the genders. The urine dipstick was ineffective

for the detection of these STIs.
Conclusions: There is a need for better understanding of

behavioral factors, as well as gender and social aspects of

health care. Health education and health promotion in these

areas should be strengthened. Improved screening tests are

needed for the detection of STI.

SEXUALLY TRANSMITTED INFECTIONS (STIs) have
long been recognized as a major public health problem in
Kenya because STls and their sequelae contribute signifi-
cantly to morbidity and mortality in the population.’~4 In
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addition, it is known that most STls facilitate HIV-1 trans-
mission.>19 In Nairobi, STIs represent between 5% and
10% of caseloads at many outpatient clinics.2t The overall
prevalence of STIs in the genera population, however, is
unknown, but studies among specific population groups
have illustrated high STI prevalences in both high- and
low-risk groups. Work performed in 1989 among pregnant
women in Nairobi showed a prevalence of 6% for HIV, 3%
for Neisseria gonorrhoea, and 2% for a positive syphilis
serology. Among women attending a family planning
clinicin Nairobi, the prevalence was 10% for HIV-1, 4% for
Chlamydia trachomatis, 2% for N gonorrhoea, 2% for
syphilis, and 1% for genital ulcer disease.!2

An important determinant of STI transmission dynamics
is the duration of the infection in a sexualy active individ-
ual.3 A survey in Nairobi showed that patients were symp-
tomatic for an average of 1 week before seeking treatment,
but the range of delay was wider for women.14 In addition,
62% of women versus 34% of men had sex while symp-
tomatic. These findings were similar to those from an earlier
study in Kenya showing that 42% of symptomatic patients
had waited 1 week before seeking treatment, and 23% had
delayed 2 weeks.15

The development of effective STI treatment and preven-
tion programs depends on adequate knowledge of health-
seeking behavior and related sexual behavior in the popu-
lation. It is important to understand the dynamics and
interactions that make an individual with a health problem
choose a certain healthcare facility. To provide adequate
health care, it is imperative to know whether the choice of
health facility in case of an STI is different from that for
other common health problems. Issues such as accessibility
and acceptability of services are key to providing successful
STI services.
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In this study, we examined the reasons for and patterns of
health-seeking and related sexual behavior among patients
attending primary healthcare clinics in Nairobi. The objec-
tive was to identify health-seeking behavioral factors and
health service—related issues that can be used to improve
STI care, and to develop education campaigns for the gen-
eral public about seeking timely and correct ST treatment.

M ethods

The study was carried out at three primary healthcare
(PHC) clinicsin different areas of greater Nairobi. All three
are operated by the Nairobi City Council (NCC). Two of the
three clinics provide STI services and are located near large
slum areas. The third clinic was chosen because it is one of
the few NCC clinics open on a 24-hour basis. The majority
of the patients attending these clinics are low-income earn-
ers. Treatment in public health facilities is not free of
charge, but costs considerably less than in the private sector.

Between September and November 1998, a convenience
sample of 244 men and 311 women was interviewed by
trained research assistants, who approached the patients
while they were leaving the clinic. Whoever happened to be
seen leaving the clinician’s room or the pharmacy was
asked to participate in the study. After the individuals gave
verbal informed consent, exit interviews were conducted
using a detailed pretested questionnaire covering social and
demographic information, patterns of health-seeking behav-
ior, and sexual behavior. The questionnaires were available
in both English and Kiswahili, with interviews conducted in
the language most comfortable to the patient. Urine samples
collected from the patients were transported to the Depart-
ment of Medica Microbiology, University of Nairobi,
where a polymerase chain reaction (PCR) test for detection
of N gonorrhoeae and C trachomatis was performed using
the Amplicor PCR Diagnostics (Roche Diagnostic System,
Ontario, Canada). Clinical patient card data were correl ated
with study variables.

Data Analysis

All the survey responses were entered into a computer-
ized database using the Statistical Package for Social Sci-
ences (SPSS) for windows, Version 7.0 (SPSS, Chicago,
IL). Cross-tabulation and descriptive statistics were calcu-
lated using chi-square tests for categorical variables.

Results

Of the 555 patients interviewed, 311 (56%) were women.
Table 1 shows the demographic characteristics of the pa-
tients. The mean age of the women (27 years) was lower
than that of men (30 years) (P < 0.001; 95% Cl, 1.7-5). The
men earned significantly more than the women. However,
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TABLE 1. Demographic Characteristics of 555 Patients
Attending Primary Healthcare Clinics in Nairobi, Kenya

Male (n = 244) Female (n = 311)

n (% or Range) n (% or Range) P

Age 30 (16-70) 27 (14-75) <0.001
Marital status

Married 151 (62) 183 (59)

Single 89 (37) 113 (36)

Separated/divorced 4 (1) 15 (5)
Education level

None 6 (3) 18 (6)

Primary 122 (50) 163 (52)

Secondary 87 (36) 94 (30)

Postsecondary 29 (12) 36 (12)
Monthly income

None 42 (17) 144 (46) <0.001

<1000 Ksh 6 (3) 23 (7) 0.02

1000-5000 Ksh 132 (54) 116 (37) <0.001

>5000 Ksh 64 (27) 28 (9) <0.001
Years lived in

Nairobi

Visiting only 26 (11) 44 (14)

<6 months 15 (6) 22 (7)

6-12 months 13 (5) 30 (10)

>1 year 140 (57) 154 (50)
Radio in house 184 (76) 259 (83) 0.03
TV in house 54 (22) 127 (41) <0.001

Ksh = Kenya shilling.

the women reported ownership of aradio or television more
often than the men.

The participants were asked about their healthcare-seek-
ing behavior in relation to genera medical problems and
those related to STIs (Table 2). Respiratory infections were
identified as the most common health problem. The women
identified STI, HIV, and AIDS significantly more often as a
health problem than the men. More than half of the patients
said they attended NCC clinics for most of their health
problems, whereas approximately 20% said they attended
private facilities. The reason for this choice was conve-
nience of clinic location (32%), followed by quality of
services (26%) and cost of services (12%). Confidentiality
or friendliness of the staff was rarely mentioned as a reason
for the choice. Significantly more men than women had ever
been treated for an STI. For both genders, the healthcare-
seeking behavior related to STI was different from that
related to general health problems. Public health facilities
and mission hospitalswere rarely visited for an STI episode.
Men attended private clinics significantly more often with a
STI than with general health problems.

The participants were further interviewed about their
actual health problem (Table 3). Significantly more women
were referred to the clinic. About one third of the patients
were attending the clinic for the first time, and significantly
more women than men had visited the actual clinic in the
past. The majority had walked to the clinic, and thisin most
cases had taken less than 1 hour. Men were served signifi-
cantly faster in the clinic than women, with 70% spending
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TABLE 2. Healthcare-Seeking Behavior Related to General Health Problems and Sexually Transmitted Diseases (STDs) Among Nairobi
City Council Clinic Attendees

Male (n = 244) n (%) Female (n = 311) n (%) P

What is the most common health problem where you live?

Diarrhea, cholera, amoebiasis 24 (10) 23 (8)

Cold, cough, pneumonia 48 (20) 64 (21)

Malaria 99 (41) 91 (30)

STD/HIV/AIDS 11 (5) 11 (4)

Do not know 32 (13) 81 (27) <0.001
Where do you go for most of your health problems?

Nairobi City Council Clinic 134 (55) 174 (56)

Government 42 (17) 56 (18)

Private healthcare provider 48 (20) 79 (25)

Mission hospital 24 (10) 46 (15)

Shop/kiosk 21 (9) 21 (7)

Chemist 24 (10) 18 (6)

Traditional healers 3(1) 2(1)
What is the reason for choice?

Convenience/nearby 72 (30) 107 (34)

Privacy/confidentiality 0 0

Cheap 35 (14) 34 (11)

High-quality service 61 (25) 85 (27)

Friendly staff 5(2) 11 (4)

Drugs available 19 (8) 24 (8)

Other 32 (13) 23 (7) 0.04
How do you judge good treatment?

Drugs available 75 (31) 98 (32)

Get better 102 (42) 146 (47)

Friendly staff 40 (16) 42 (14)

Quick service 6 (3) 8 (3)

Other 20 (8) 14 (5)
Were you ever treated for STD? 87 (36) 81 (26) 0.02
Where did you seek treatment for the STD episode?

Nairobi City Council STD clinic 14 (16) 5 (6) 0.02

Nairobi City Council other clinics 8(9 27 (33) 0.02

Government 19 (22) 14 (17)

Private healthcare provider 35 (40) 26 (32) 0.04

Mission hospital 22 5 (6)

Shop/kiosk/chemist 6 (7) 1(1) 0.05

Other (friends, traditional healers) 3@ 4 (5)

less than 1 hour in the clinic. It must be noted that the clinic

cards did not indicate any health problem or any diagnosis TABLE 3. Health-Seeking Behavior in Relation to Actual Episode

for 26% of the men and 52% of the women. The delay of liness
between appearance of symptoms and seeking medical care Male Female
varied widely, from 3 days for an episode of diarrheaamong n (%) n (%) il
men to 28 days for stomach pain among women (Table 4). Referred 54 (22) 90 (29) 0.04
Although women in general waited longer before seeking Times at this clinic, including today
care, there was no significant difference in the delay for ; ng g’;g ?18 ggg 0.05
most disease episodes, except for diarrhea and reports of 3-10 79(33) 108 (35)
STI. Of the 29 patients with recorded reports of STI, men >10 S 30 (19) 73(24) 0.001
had waited an average of 5 days before coming to the clinic, Laff'vrcgeﬁt this clinic 1908 22(19)
as compared with 14 days for women (P = 0.05). 1-4 weeks 10 (10) 27 (16)

The sexual behavior of the clients is shown in Table 5. >4 weeks 76(72)  119(71)
The majority of the clients reported having aregular partner, wﬂgﬁg g’agg”éﬁnic 198(83) 244 (79)
but significantly more women also lived together with their <1 hour 206 (95) 298 (96)
partner. Significantly more women said their partner also 2-3 hours 8(3) 6(2)
had other sex partners, whereas significantly more men said Tinfg sh;eur:tsat clinic 4@) 50)
their partner was faithful. Only 17% of the men admitted <1 hour 170 (70) 189 (61) 0.04
extramarital affairs, which was significantly higher than 1-2 hours 62 (25  103(33)

>2 hours 12 (5) 19 (6)

among the women. Of the men who had affairs, 75% had
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TABLE 4. Days of Delay Between Appearance of Actual
Symptoms and Medical Care-Seeking by Gender

Reported Problems Male Female P
Headache 8.7 8.6

Fever 6.0 5.7

Cough 6.0 9.5

Diarrhea 3.0 8.3 0.04
Injuries 6.0 3.4

Stomach pain 16.8 28.3

Throat pain 7.5 3.0

STI 5.0 14.3 0.05
Other 9.5 11.8

Not indicated 10.4 13.7

STl = sexually transmitted infection.

engaged in sex with two or more partners in the past 6
months. Thirteen women had engaged in sex with more than
one new partner in the past 6 months. Condom use with
irregular partners was rather low, with no difference be-
tween men and women (38% and 29%, respectively; P =
0.7). Significantly more men than women had a history of
genital discharge and genital ulcer. Most of the men with a
history of STI thought they had contracted it from a casual
partner. The women, however, claimed their spouses as the
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source of the infection, and 40% of the women said it was
because of bad hygiene.

Of the patients interviewed, 68 (12%) refused to give a
urine sample, with no statistical difference between the
men and women (10% and 14%, respectively; P = 0.08).
The dipstick results were positive in 109 (29%) of the
patients, and no association with STI-related signs and
symptoms was observed. Overall, 12 (3%) samples
yielded positive PCR results for gonorrhea, 28 (6%) for
chlamydia, and 2 for both. No difference in prevalence
between the genders was observed. A positive PCR test
result for gonorrhea, chlamydia, or both was not associ-
ated with current reports of STI or with a history of STI
or any other risk factor. Of the persons with positive PCR
results for chlamydia, 9 (32%) had no reports of health
problems on their medical cards. This was the case for 7
(58%) patients with positive PCR results for gonorrhea.
None of the clinic cards of patients with positive PCR
results mentioned any STI report, symptom, or diagnosis.
The sensitivity, specificity, and positive predictive value
of the dipstick for the detection of gonorrhea were 50%,
78%, and 6%, respectively. For chlamydia, these values
were 26%, 88%, and 14%, respectively.

TABLE 5. Sexual Beliefs, Behavior, and History Associated With Treatment of Sexually Transmitted Diseases (STDs) in 555 Patients

Attending Primary Healthcare Clinics

Male n (%) or Mean (Range) Female n (%) or Mean (Range) P
Boys become sexually active 14 (7-28) 14 (7-25)
Girls become sexually active 12 (6-25) 13 (7-20)
Ever had sex 231 (95) 277 (89) 0.02
Age at first sex 17 (10-30) 18 (10-28)
Have regular partner 198 (86) 230 (83)
Live with regular partner 85 (43) 171 (74) <0.001
Ever used condoms with regular partner 41 (21) 46 (20)
Partner has other sex partners
Yes 13 (7) 48 (21) <0.001
No 118 (60) 80 (35) <0.001
Do not know 66 (34) 102 (45)
Had other sex partners 40 (17) 21 (8) <0.001
Number of sex partners in last 6 months
1 10 (25) 7 (33)
2 or more 30 (75) 12 (57)
Number new sex partners in past 6 months
0 17 (43) 8 (38)
1 or more 23 (57) 13 (72)
Condoms used with nonregular partner 15 (38) 6 (29)
Ever had
Genital discharge 78 (32) 63 (21) 0.004
Genital ulcer disease 41 (18) 23 (8) 0.002
Other 48 (21) 59 (21)
Treatment sought for STD episode 87 (89) 81 (90)
From whom or what do you think you contracted STD
Casual partner 8 (77) 20 (24) <0.001
Spouse 5(6) 29 (35) <0.001
Person receiving money/gift for sex 6 (7) 0
Other (e.g., abortions, hygiene) 9(10) 33 (40) <0.001
Was your partner treated?
Yes 1(26) 24 (42)
No 34 11 (19) 0.04
Do not know 7 (70) 22 (39) <0.001
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Discussion

We found important gender differences in knowledge
about health in general, and in health-seeking behavior
among primary healthcare patients in a lower socioeco-
nomic population in Nairobi. This finding is similar to that
described in other studies from both developing and devel-
oped countries, indicating that various sociocultural and
gender factors contribute to the delay in health seeking.16-18
A study from Bangladesh reported that women with illness
seek care significantly less often than men.1® Patients may
also neglect symptoms until the disease reaches a serious
stage before seeking medical care.2¢ Furthermore, the kind
of symptoms may influence the likelihood that patients will
seek help.2

In western Kenya, important differencesin self-treatment
practices and choice of medicines between boys and girls
were found,2* which may reflect the higher income potential
of boys. In Nairobi, the lack of economic means was found
to be the most important factor influencing women with ST
symptoms not to seek care.1* This may have serious conse-
guences because it has been shown that the duration of
sexua activity is one of the parameters determining the
transmission dynamics of STIs in a given population.22

Men reported more extramarital affairs and more histo-
ries of STI than women. Both genders reported low condom
use. Rather high prevalences of STIs were found in this
population, but with no difference between the genders.
This may indicate that men are more likely to transmit STIs
to their partners than women. This is consistent with the
belief that African women are at increased risk of STI and
HIV infections through their spouses.23-25 It is therefore
urgent to educate men about taking their responsibilities and
to either change their behavior or use safe sex methods.
Hence, health education at various levels in Kenya must be
improved, and messages should be directed more specifi-
cally to men.

Both men and women were found to use the public health
services less often than private sector health care when they
have an STI. Another study in eastern Africa found that
dissatisfaction with state medical provision is not mani-
fested as rejection of the allopathic medicine with which it
is associated, but as increased reliance on an emerging
informal sector of private medical provision.2s In Kenya,
there has been a recent marked increase in the number of
private clinics, with little control asto the quality of services
they offer. There are no data on the numbers of patients
treated or the proportion of patients successfully treated.
The conseguences of patients receiving either inappropriate
or insufficient drugs are dangerous. The public health au-
thorities in Kenya need to investigate the quality of treat-
ment offered in these facilities, and if necessary, to provide
appropriate training in the management of STIs for this
cadre of health workers. Although STI management is pro-
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vided in the public health sector, there exists a need to
reexamine why there is a high proportion of treatment
failures in these ingtitutions.

An important finding of our study was that the clinicians
rarely recorded reports of health problems, signs, or symp-
toms of STI on clinic cards, although two of the three clinics
offer integrated ST services. A possible explanation is that
few patients, even if symptomatic, reported the STI directly.
Even if they mentioned it, the clinicians were reluctant to
indicate it on the cards. The training of health staff should
put more emphasis on the importance of a good anamnesis
and the correct recording of findings, treating an STI as any
other health problem.

We cannot conclude from this study whether individuals
with positive laboratory testing showed signs or symptoms
of STI because the cards did not indicate STl symptoms.
Hence, we can assume that a mixture of both symptomatic
and nonsymptomatic patients presented at the clinic. The
performance of the dipstick procedure as a screening test for
the detection of gonorrhea or chlamydia was unsatisfactory
in this population.

In conclusion, thereisaneed for a better understanding of
behavioral factors, and for the development of strategies
that take these into account. Health workers need a better
understanding of the gender and socia aspects of health
care in general and ST control in particular, especialy the
aspects that influence the likelihood of achieving equity in
diagnosis and cure. Furthermore, there is a clear need for
health education and health promotion on the urgency for
seeking timely and correct medical care, taking into account
the different attitudes and behaviors of men, women, and
healthcare workers.
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