
Indian J Dermatol Venereol Leprol July-August 2004 Vol 70 Issue 4 226

226 CMYK

INTRODUCTION

Sexual behavior, the most intimate of human

interactions, is the key to the prevention of sexually

transmitted diseases.1 The issue has always been poorly

studied and even less understood as it has always been

confined to our bedrooms in the darkness of the night.2

Modern medicine with its stress on scientific, logical

studies brought STD prevention into the limelight.

However, with the advent of the antibiotics era and

the relative ease of treatment, the preventive aspect

was buried under the pills and the shots.3
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ABSTRACT

Background: A survey was undertaken in patients of sexually transmitted infections with the aim of exploring STD and

HIV prevention opportunities. Methods: A behavioral survey was conducted on 56 soldiers while being treated or followed

up for a sexually transmitted disease. They were studied for their attitude and sexual activity patterns relevant to the

transmission of STDs. In addition, the individual’s outlook to sexual life and motivation factors was assessed. Results:

The study revealed that the source of infection of STD was equally divided between commercial sex worker (CSW) and

casual sexual relationships. The majority did not use barrier contraceptives and knowledge about their protective role

was insufficient. Access to health education was satisfactory; however, awareness levels for preventive action were still

inadequate. Homosexuality was rare and most soldiers could stay without frequent sex. Alcohol was not found to be a

significant co-factor. Conclusions: Heterosexual contact remains the main route of sexual contact. A wide variation in

casual relationships and motivating factors was noted. Long abstinence and transit periods, traditionally considered

major reasons for a soldier’s indulgence in sex did not seem to play a major role. The role of sex parlors in the army was

negated. 

KEY WORDS: Sexual behavior, HIV, AIDS, soldiers.

It was only in the last decade due to the HIV/AIDS

epidemic with its high morbidity and mortality that

the study of sexual behavior and behavioral patterns

relevant to the transmission of sexually transmitted

diseases regained importance.4,5 It appears essential

that HIV/STD prevention approaches be designed to

fit into the local system of medical services.6,7 It is

well known that armed forces personnel are at high

risk for STD / HIV infection. In our own effort of

prevention and control of HIV/STDs, we studied the

sexual practices, attitudes, behavioral patterns and

beliefs of HIV/STD patients amongst soldiers of the
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Indian army.

METHODS

The study group consisted of soldiers who had sought

treatment for a sexually transmitted disease at our

hospital. Fifty-six patients over a one-and-a-half year

study period were issued a standard proforma that they

were asked to fill up while being treated or followed

up for a STD. The individual’s confidentiality was

maintained. The involved patients were all males of

different ethnicity, age group 20-46 years and

represented a cross-section of the community. The data

was not accessed during the patients’ stay in the

hospital or during the treatment period to avoid bias.

RESULTS

The findings are summarized in the tables given below:

1. Source of infection

Amateur Marital Commercial sex Unknown

sex  worker

16 18 14 8

2. Place of exposure

Unit Area (9 Months) Leave Period (3 months)

30 26

3. Use of Condoms (Barrier Contraceptive)

Yes No

Use condoms 19 37

Know the protective 28 28

use of condoms

Easy availability of 08 48

condoms in unit area

4. Health Education

Yes No

Lecture/ Talk onHIV/STD 42 14

prevention imparted

5. Aware of outcome of AIDS

Yes No

31 25

6. Homo/ Heterosexual contact

Peno-vaginal 51

Oral 04

Anal 01

7. Regular visitor to a commercial sex worker (>3/year)

Yes No

08 48

8. Urge for sex

Can stay without frequent sex 44

Cannot stay without frequent sex 12

9. Sexual habits (for married men only)

Like to have sex with spouse only 23

Willing to have sex with any lady 33

Feels guilty after sex with casual contact/ 12

CSW

10. Motivation for sex

After Alcohol 06

After casual friendship 25

Relative 12

During transit 08

Introduced by friends 19

Long abstinence 10

DISCUSSION

The traditional approach to the prevention of STDs has

been the prompt treatment of the infected individual

(the index case) and the identification and treatment

of the sexual contacts.8 This strategy was effective in

controlling the epidemic of syphilis and gonorrhea in

the 1960s and 1970s.9,10 In the Armed forces too, we

have an elaborate contact tracing and follow-up card

system for the purpose of partner identification,

counseling and surveillance for the window period of

syphilis.

This methodology has failed in the last two decades

due to the epidemic of viral STDs including HIV.11,12

These infections are not easily diagnosed, have an

uncertain infectivity period and worse of all have no

effective treatment. A change in the attitude to sexual

relationships is therefore essential in the control of

sexually transmitted diseases.13 Understanding sexual
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behavior would therefore help us to assess the

magnitude of the problem, its determinants and the

motivation factors on which to base the design for

future intervention.14

Our study revealed that heterosexual contact and the

peno-vaginal route remains the main route of sexual

contact, the others being only exceptional. This is

consistent with earlier studies on the subject.15

However, times are changing. Homosexuality in both

sexes is increasingly coming out more into the open,

especially in metros like Mumbai and Kolkata.

Surprisingly, half the individuals surveyed did not have

any inhibitions about having sex with a partner other

than the wife. About 15% gave a history of regular visits

(i.e. >3 visits/ year) to a commercial sex worker.

Exposure to a CSW was more at the place of duty rather

than during the leave period at the native place. Visits

to a CSW were uncommon despite the individual’s

willingness for extramarital sex. Does this reflect an

impact of our health awareness program or a societal

norm—we’re unsure. A wide variation in casual

relationships appeared most important. This was

especially true during the leave period of the individual

at home.

Motivation for sex leading to his present STD was

invariably an earlier relationship -either a friend or a

relation within the family. Friends played a facultative

role in the individual’s sexual behavior. Long abstinence

and transit periods, traditionally considered major

reasons for a soldier’s indulgence in sex, did not seem

to play a major role.16 Most individuals could stay

without sex. Sexual abstinence on being separated from

their spouses due to service conditions did not lead to

sexual anxiety. Thus, behavior towards the sex partner

was noted to be quite inconsistent in this study. Further,

alcohol was not found to be a significant cofactor for

STDs, contrary to previous studies.17 Perhaps, the easy

availability and regulated consumption of alcoholic

drinks amongst soldiers failed to provide the same

effect of loss of social inhibitions.

Two-thirds of the individuals did not use condoms

despite half of them knowing their protective action.

Therefore, stress on their role in the prevention of STD

and regular usage is important. More important though

is the easy access to condoms. This was found to be

dismal. This was so despite the regulations to place

condoms freely in the doctors’ clinics, recreation rooms

etc. Better quality condoms, better packaged and

strategically located would perhaps be a better

option.18 Even better would be to hand over a condom

to the individual before he steps out of the unit lines.

Too radical a recommendation some would say-

promoting promiscuity or preventing STD –it is for us

to weigh the options and act accordingly.19

Our study further revealed that though health

education lectures on HIV/STD prevention have been

imparted to soldiers their awareness levels for action

are still inadequate.20 High-risk behavior is not always

uncontrollable or inevitable.21 Many more factors—

individual, social, cultural and environmental—

contribute to an individual’s propensity to indulge in

unsafe sex. The sexual behavior would also differ in

varying situations and locations, factors not included

in our study. Also, the inherent feeling of social

ostracism on disclosing sexual urges and practices to

colleagues or medical personnel could not be fully

negated.

Thus, the subject needs a greater in-depth

understanding. Understanding and designing

interventions according to these prevailing behavioral

patterns only will have a major impact on the

effectiveness of any STD/HIV prevention program.22
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