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ABSTRACT

Objectives: To re-assess attendance at the sexually transmitted diseases (STDs) clinicin
relation to age, sex and seasonal variation over athree-year period, and to determinethe
pattern of STD syndromes presenting at the STDs clinic, Queen Elizabeth Central Hospital,
Blantyre, Malawi.

Design: A retrospective study.

Setting: STDs clinic, Queen Elizabeth Central Hospital (QECH), Blantyre, Malawi.
Results: The study findingsindicate that of the 50,524 attendees, 52.72% and 47.28% were
males and femalesrespectively. Over the period therewas a significant (30.7%) increasein
the number of attendeesfrom 14,622 (28.94%) in 1996 and 16,794 (33.24%) in 1997 to 19,008
(37.82%) in 1998, atrend that was also observed among the sexes. The age range was between
11 and 72 years. Morethan half(53.55%) of the patients werewithin 21 to 30 yearsagerange
while a total of 48,054 (95.11%) wer e below 50 years. The most frequently presented STDs
syndromes among the 21- 30 year age group were genital ulcer disease (GUD) (40.86%),
genitourinary symptomshigh risk (GUS- HR) (20.46%), urethral discharge (UD) (15.65%)
and pelvic inflammatory diseases (P1D) (13.37%). Thefour constituted 90.34% of all case
presentations. Balanitis (BA) wastheleast common at 0.32% or 86 casesin threeyears. While
the incidence of genitourinary symptomslow risk (GUS- LR) decreased over the yearsand
no clear pattern could be established with (GUS - HR), acute scrotal swelling/pain (SS), and
BA, numerical increasein the presentation of UD, PID and enlarged inguinal lymph nodes
(BU) was observed. However, the phenomenal increasein the prevalence of STDsparticularly
GUD rising from 2,988 (37.70%) in 1996 and 3,674 (40.27%) in 1997 to 4,392 (43.88%) in
1998 respectively was noted with concern. There seemed to be alink between seasonal
variation and attendance at the STD clinic as mor e cases presented between March and May
peaking in April of each year while December period recorded the least attendance.
Conclusion: Attendancerate at the STDsclinic, Queen Elizabeth Central Hospital, Blantyre,
isgtill on theincreasein spite of the various STDHIV/AI DS awar eness campaign programmes.

INTRODUCTION

Sexually transmitted diseases (STDs) are among the
most frequently occurring infections worldwide. It has
also been estimated that among adults aged 15-49, there
were 332 million cases of STDs worldwide and over 76%
of these infections occurred in the devel oping world(1). In
Malawi, STDs other than HIV are widespread and account
for asignificant burden on the country’ s health services(2).
Taken as a group, STDs are the fourth most common
reason for consultation in the adult outpatient departments
(OPD) nationwide(3).

Syndromic management of STD cases was introduced
in Malawi in 1992 and by 1995 a 25% increase in clinic
attendance over the 1991 figures was observed in a 1991
- 1995 retrospective study on STD clinic records kept at
the Queen Elizabeth Central Hospital, Blantyre(4). This
Stuation was of considerable concern to hedlth care ddlivery

personnel from the point of view of spread and control of
STDs, including HIV.

The present retrospective study was conducted as a
follow up to that study(4) to reassess attendance at the
STDs clinicin relation to age, sex, and seasonal variation
over athree-year (1996 - 1998) period and also to determine
the pattern of STDs syndromic distribution.

MATERIAL AND METHODS

Case records of patients who attended the STDsclinic a the
QECH, Blantyre from January 1996 to December 1998 were
retrieved and studied. Analyses were made based on sex, age and
the pattern of STDs syndromic distribution. Total monthly
attendance figures were compiled over the three-year period to
check if there was any seasonal variation in clinic attendance.
Only patients who registered as hew cases were considered in
thisanalysis.
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RESULTS

Distribution by sex and age: A total of 50,524 patients
which included 26,634 (52.72%) males and
23,890 (47.28%) females presented to the STDs clinic
within the study period. A significant increase in the
number of attendees was observed rising from 14, 622
(28.94%) in 1996 and 16, 794 (33.24%) in 1997 to 19, 008
(37.82%) in 1998. The numbers of male patients were

three-year study period, the difference however was not
statistically significant. The number of patients below the
age of 50 was 48,054 or 95.11% of the overall total.

Table2

Age distribution of STD clinic attenders

. . 1 0,
consistently higher than those of females (Table 1) over ~ A%erange (s No. of patients Y% total
the study period. 11-20 8,554 16.93

21-30 27,056 53.55
Tablel 31-40 8,897 1761
Total number and sex distribution of outpatients at the STDs clinic 41-50 3.547 7.02
51-60 2,167 4.29
Above 60 303 0.60
Year Sex Total Case load/
working
Male Female day 1o 50,524 100.00
1996 7731 6891 14622 (28.94%) 56
1997 8874 7620 16494 (33.24%) 63 Pattern of STD syndromic distribution: The 21-30
1998 10029 9079 19108 (37.82%) 74 years age group which comprised more than half (53.55%)
of the total number of STD outpatients was analysed to
Total 26634 (52.73%) 23890 (27.28%) 50524 (100%) establish the pattern of syndromic distribution within the
group (Table 3).
Table3

Pattern of STDs syndromic distribution among 21-30 years age group attending clinic

Syndrome 1996 (n=7,925) 1997 (n=9,123) 1998 (n=10,008) Tota (n=27,056) % Total
GUD 2,988 (37.70%) 3,694 (40.27%) 4,392 (43.88%) 11,054 40.86
GUS (HR) 1,672 (21.10%) 2,002 (21.94%) 1,861 (18.60%) 5,535 20.46
GUS(LR) 256 (3.23%) 213 (2.33%) 138 (1.38%) 607 2.24
ub 1,232 (15.55%) 1,474 (16.16%) 1,528 (15.27%) 4,234 15.65
PID 1,144 (14.44%) 1,168 (12.80%) 1,306 (13.05%) 3,618 13.37
SS 207 (2.61%) 200 (2.19%) 250 (2.50%) 657 2.43
BU 176 (2.22%) 187 (2.05%) 194 (1.94%) 557 2.06
BA 30 (0.38%) 23 (0.25%) 33(0.33%) 86 0.32
Others 220 (2.77%) 182 (2.00%) 305 (3.05%) 707 261

Key: GUD = Genital ulcer disease; GUS (Hr)= Genito-urinary symptoms in women (high risk); GUS (Ir)= Genito-urinary symptoms in women (low
risk); UD = Urethral discharge; PID = Pelvic inflammatory disease; SS = Acute scrotal swelling/pain; BU = Enlarged inguinal lymph nodes
BA = Balanitis; Others = Genital warts, Candidiasis, Trichomoniasis, Bartholinitis abscess

The age distribution of STDs clinic outpatients
between 1996 and 1998 is presented in Table 2. Clinic
attenders between the 21-30 years age bracket accounted
for 27,056 or 53.55% of the overall total with 31-40
(17.61%) and 11-20 (16.93%) age groups coming a distant
second and third respectively. Although more males
(13,744 or 50.8%) than females (13,312 or 49.2%) within
the 21-30 year age range attended the STDs clinicin the

By far the most prevalent syndromes over the study
period were genital ulcer disease (GUD) (40.86%),
genito-urinary symptoms-high risk (GUS-HR) (20.46%),
urethral discharge (UD) (15.65%) and pelvic
inflammatory disease (PID) (13.37%). All four together
congtituted 90.34% of all infections. Balanitis (BA) was
theleast common accounting for only 86 or 0.32% of all
STDs casesin three years (Figure 1).
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Figurel

A three-year pattern of STD syndromic distribution among the 21-30

years age groups
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While GUS - low risk showed a marked decrease by
46%, GUD casesincreased by 47%, UD (24%) PID
(14.2%) and enlarged inguinal lymph nodes (BU) by
10.2% respectively. Although GUS-HR, acute scrotal
swelling/pain (SS) and BA casesincreased numerically, a
clear prevalence pattern could not be established with
these syndromes. Other STIs such as genital warts,
candidiasis, trichomoniasis and bartholinitis abscess which
accounted for 707 or 2.61% of al STD cases, also increased
numericaly (Table 3).

Effect of seasonal variation: Clinic attendance was
highest between March and May peaking in April
throughout the three -year study period (Figure 2), while
the lowest figures were recorded in the month of December
of each year.

DISCUSSION

Following the confirmation of the HIV/AIDS
pandemic in Maawi in the mid 1980s(5), the awareness
campaign against STDs became more pronounced as an
indirect means of controlling the spread of HIV/AIDSin
the country. One of the after-effects of that campaign was
the increasein attendance at the STD clinic, QECH,
Blantyre and more especially when STD syndromic case
management became available in Malawi in 1992. By
1995 however, a 25% increase over the 1991 attendance
figures had been recorded(4) which the researchers
attributed to a non-change in sexual behavioural pattern
despite the HIV/AIDS awareness campaign. It also could
have been duein part to free medication, counselling and
the supply of free condoms that syndromic management
offered.

The result of the present three-year (1996-98)
retrospective study of STDs clinic attendance at QECH,
Blantyre showed a sharp increase from 14,622 (1996) and
16,494 (1997) to 19,108 (1998) representing an increase
of 4,486 or 30.7% over the study period. These figures
trandated to an average case load of 56, 63, 74 new cases
respectively averaging 64 per working day over the three-
year period (Table 1). This, no doubt, is unacceptably
high. However, the results confirmed the observation of
earlier workers(4) who recorded a 25% increase in
attendance over afive-year (1991-1995) study period. The
fact that an increase of 30.7% over athree-year period
(1996-1998) was observed in this study showed that the
various HIV/AIDS awareness campaigns have had little
or no effect on the sexual behaviour of Malawians as
previously abserved (6). Infact, with a population of about
10 million, Malawi isfacing one of the worst HIV/ AIDS
epidemic in the world(1).

The result also showed that there were more male
attenders (52.72%) than female counterparts (47.28%).
This observation was in sharp disagreement with the result
of Kristernsen(3) who, in apilot study on the prevalence
of STDs presenting at the Kamuzu Central Hospital,
Lilongwe, (Malawi), observed an attendance of 82.7%
males compared to only 17.3% females. In addition to
STDs awareness campaign already in progress, the
invitation of sexual partners using partner notification
cards in syndromic case management might have been
responsible for the comparative humber of male and
female outpatients observed in this study. Furthermore,
the asymptomatic carriage of STDs by women resulting in
their reduced treatment-seeking behaviour(7) the fear of
being stigmatised(8,9) or having been misdiagnosed during
health-seeking(10) could be some of the reasons why less
women than men consistently presented to the STDs
clinic.

Asin previous studies(3), the highest proportion/
percentage of STDs clinic attendersin this study wasin the
21-30 years age group (53.55%), while atotal of 95.11%
were below 50 years (Table 2), an age range representing
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over 90% of thetotd active labour forcein any country(11).

When patients in this group were analysed for the
incidence of STDs by syndromic distribution, the diagnosis
was dominated by arelatively large proportion of genital
ulcer disease (Figure 1) increasing from 37.70% and
40.27% to 43.88% in 1996, 1997 and 1998 respectively
(Table 3). Furthermore, GUD in combination with GUS
(HR), UD and PID accounted for 88.79% (1996) 91.17%
(1997) and 90.80% (1998) averaging 90.25% of all STD
presentations in those years. The continued rise in the
incidence of GUD cases should be of some concern even
though the 1998 percentage of 43.88 was still much lower
than the 67% prevalence rate observed in 1990 by
Kristernsen(3).

Furthermore, various researches have shown that
non-ulcerative(12) and ulcerative STDsin particular(13-
16) increase the susceptibility to or transmissibility of
HIV infection and as such, anincreasein STD prevalence
asrevealed by clinic attendance in this study was bound to
facilitate the spread of HIV/AIDS in Maawi. For example,
Kristensen(3) in a previous study did confirm that 62.4%
of 705 unselected patients at an STD clinicin Lilongwe
Malawi were HIV sero-positive, while Mbizvoet al (17)
and Fehler et al(18) working independently in Zimbabwe
and South Africa respectively both obtained a 67% risk
factor for contracting HIV among cohorts of STD patients.

One rather surprising observation made in this study
was the possible influence of seasonal variation on STD
clinic attendance which was consistently highest between
March and May, peaking in April of each year (Figure 2).
This might not be totally unconnected with Christmas and
New year festivities during which time attendance at the
STD clinic was lowest (Figure 2) because most people
usualy travel to their home towns and villagesto celebrate
Chrigtmas while migrant workers reunite with their families
and with most people in festive mood, sexual activities
become heightened and the spread of STDs aggravated.
The gradual increase in clinic attendance from January to
April (Figure 2) perhaps validates this line of thought. In
addition February/March period is usually the harvest time
in Maawi(19) and with abundant food and money, sexua
activities tend to increase. Furthermore Easter festivities
too usually fall between March and April every year thus
promoting more sexual activities and STD spread.

In conclusion, a 25% increase in attendance at the
STD clinic, QECH, Blantyre, between 1991 and 1995(4)
followed by a30.7% increase between 1996 and 1998 as
observed in this study cannot be good news to the health
care delivery personnel in Malawi if these figures were to
be regarded as indicators of the prevalence of STDs and
possibly HIV infection in the country. Perhapsit is high
time health planners adopted a more aggressive and result-
oriented HIV/AIDS/STD awareness campaign strategy
and if possible overhaul the approach to the way these
campaigns are presently being passed across to the
Malawian populace.
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