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Summary 

Background: Sexually transmitted infections (STI) are a major public health problem worldwide. There is 
inadequate information on STIs’ prevalence in the general adult population in Kenya. The purpose of this study 
was to describe the awareness of STIs among low-income men in Bungoma District in western Kenya.  
Methods: Descriptive and exploratory design was used to carry out the study. Sixty four men participated in 
focus group interviews. Three themes were derived: Awareness of STIs, Living with the risk of STIs and Marital 
relationship and STIs. 
Results: The results indicate that men were aware of STIs, although there were misunderstandings. Condoms 
were looked upon as an effective prevention method but there were obstacles of using them as well as to talk 
about STIs within marriage.  
Conclusion and recommendations: Men have negative attitude regarding condom use and therefore need for 
more information on the importance of condom in the prevention of STIs. Preventive work should stress 
changes in attitudes regarding sexuality and trustworthy relations between women and men. The study stresses 
the need of promoting awareness of STI including gender aspects. 
Keywords: Sexually transmitted infections, men, Kenya, focus groups, qualitative content analysis. 
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Introduction 

Sexually transmitted infections (STIs) present a public 

health problem worldwide and cause many 

complications and cause severe sequel in women, men 

and newborns [1]. Some STIs increase the risk of 

others, such as HIV [1, 2]. In Kenya, the prevalence of 

HIV among adults aged 15-64 years was estimated at 

6.3% [3]. Regarding other STIs, the prevalence in the 

general population is unknown. Available information 

comes from studies of specific risk groups of 

populations. Among men aged 18-24 in Kisumu in 

Western Kenya, 9% tested positive for HIV and 7.6% for 

STIs such as Gonorrhea, Chlamydia and Trichomonas 

vaginalis [4]. Rates of STIs in patients at antenatal and 
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family planning clinics have been found to be around 

47-56% for Trichomoniasis or Candidiasis, 5-9% for 

Gonorrhea and Chlamydia, and 4% for Syphilis [5,6,7]. 

Besides being a serious health issue, STIs have been 

discussed as co-factors in the spread of HIV in Kenya 

[8,5]. 

 Generally, people in Kenya migrate to major towns in 

search of economic opportunities. According to Moses 

et al, this mobility within towns as well as back and forth 

to rural areas plays a role in the transmission of STIs 

due to the practice among men of having several sex 

partners and visiting commercial sex workers [7].  The 

studies carried out on sexual workers in Kenya found 

that the use of condoms is more common with 

occasional partners, whereas unsafe sex was often 

practiced with regular partners [9, 10]. The application 

of a chemical substance and actions taken to tighten the 

vagina before sexual intercourse, so-called dry sex, and 

previous STIs have been associated with inconsistent 

condom use [9,11].  

 A study of truck drivers and their assistants showed 

that more than half of their sexual acts occurred with 

sex workers. Among those who reported any STIs, the 

number of partners was higher and the prevalence of 

self-reported STIs, was higher than that of general 

population [12]. The truck drivers travel long distances, 

and at stop-over facilities the purchase of sex from 

commercial sex workers is common and there is often 

inconsistent condom use [7, 9]. These truck drivers also 

exhibit health-seeking behavior, seeking medical 

attention at different points [12]. 

This study was carried out in Bungoma District in 

Western Kenya, whose economic activities consist of 

farming and business supported by the Kenya-Uganda 

railway in terms of transport. The district’s current 

population is 1.3 million and it faces three major health 

problems, i.e. Malaria, AIDS and a lack of access to 

affordable and quality health care [13]. The prevalence 

of HIV/AIDS in this district is about 10%, which is 

slightly higher than the national average [14]. 

Commercial sex is rampant along the Trans-Africa 

Highway, which passes through the district to Uganda, 

Rwanda and the Democratic Republic of Congo. 

Bungoma township is the last stop-over for the trucks 

from the port of Mombasa to the neighbouring countries. 

To improve the health care services, it is essential to 

gain insight into the awareness of STIs among people in 

the society. The aim of the study was to describe the 

awareness of STI among low-income men in Bungoma 

District in Western Kenya. 

 
Materials and methods 
Study Design: This study has a descriptive and 

exploratory design. Focus interviews were chosen for 

the collection of data. This specific interview is a 

process involving people with similar backgrounds and 

interests. The method has been found to be useful in 

the collection of data regarding attitudes and 

experiences. The sample size of the focus group can 

vary, but it is suggested that six to eight may be an 

ideal size [15].  
Study site and population:  Bumula (rural) and 

Bungoma Township (urban), both divisions within 

Bungoma District, were used for the recruitment of study 

participants. The focus group interviews were conducted 

among men who volunteered. The participants were 

men with various back grounds according to age range 

and urban vs. rural residence. Four groups were formed 
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in Bumula and four in Bungoma Township, making a 

total of eight focus groups consisting of eight 

participants each making a total of sixty four (64) 

participants in the age ranges of 15-24, 25-34, 35-54 

years. 

Collection of data: A semi-structured interview guide 

developed by the research group was used. Prior to the 

study, a pilot group was held and after this session, a 

revision of the interview guide was made. This particular 

group was omitted in the analysis. The interview guide 

consisted of open-ended questions about STIs. 

Normally in Kenya, the local chiefs organize community 

meetings known as “chief’s baraza” to deliberate on 

issues affecting the community. It was during this 

meeting that the first author explained the intentions of 

the study and invited the men to participate. They were 

also informed that their participation was not compulsory 

and that they could withdraw at any time. The 

researcher and the participants agreed on venue, date, 

and time. 

The focus group sessions were conducted by two 

people. The facilitator led the discussion by means of 

open-ended questions, and the other operated the tape 

recorder and took notes. In every focus group, the 

participants were encouraged to feel free with everyone 

in the group to allow for easy communication and 

contribution. All interviews were conducted in the 

national local language, Kiswahili. The interviews were 

audio-taped and lasted one and a half to two hours. 

Data analysis: Content analysis was applied in the data 

analysis [16]. First the interviews were read several 

times to get a sense of the whole. Secondly, the text 

was broken into smaller fractions (meaning units), which 

were condensed. These units were then labeled with 

codes. The codes were compared and divided into sub- 

themes and finally into themes. The analysis was done 

by two authors and then discussed with the third author 

until consensus was reached. 

Table 1: Example of content analysis including meaning units, sub-themes and themes 

Meaning units Condensed 
meaning units 

Sub-themes Themes 

For Syphilis, if you have sex 

with an infected client, you will 

pass pus on the third  day 

 

 

Pus on the 3rd day 

 

 

Symptoms 

 

 

 

 

Awareness of sexually  

transmitted infections For me, I would go to the 

hospital or go for some herbs 

we usually dig from where I 

come from, and drink and 

when I was ok, we could 

continue 

Seek treatment at 

the hospital or use 

herbs 

 

 

Treatment 
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Ethical issues: The proposal for this study was 

approved by Moi University School of Medicine (MU-

SOM) / Moi Teaching and Referral Hospital (MTRH) 

Institutional Research and Ethics Committee (IREC). 

Permission was also sought from the Bungoma District 

Commissioner before commencement of the study. The 

study was conducted in accordance with the Declaration 

of Helsinki [17].  

 
Results 
Three major categories were derived from the content of 

the focus group discussions: 

Awareness of STIs; Living with the risk of STIs; and 

marital relationships and STIs. 

Theme 1: Awareness of STIs 
Participants were aware of STIs as they were able to 

name several of them. Names such as syphilis, 

gonnorrhoea, genital herpes and HIV/AIDS were familiar 

to the participants and were mentioned as being 

common in the society. Participants were aware of 

some medically defined symptoms of STIs such as pain 

when urinating and the urethral discharge of pus, as 

well as conditions that are not defined as STIs and 

could be general symptoms, such as passing of red 

urine. Conditions such as swelling of the testes and 

wound/boils on the penis were referred to by their ethnic 

name “eduwas” and, referring to hearsay. Occasional 

stomach problems were mentioned as a symptom of 

STIs. The participants’ point of view was that the 

occurrence of symptoms was expected on the third day. 

Some men mentioned that this was the first time they 

had heard about these symptoms whereas others said 

that they only heard about some specific signs and that 

these could be expected to occur on the third day: “We 
only hear that people have swelling”. 

The transmission of STIs was said to be connected to 

the culture of risky sexual behavior. The men talked 

about the transmission of STIs in terms of passing the 

infection from person to person, unfaithfulness due to 

their sexual drives, and irresponsible behavior. There 

was an opinion that safe sex meant having sexual 

intercourse with a young girl: “At other times one feels, 
‘oh; this is just a child, she couldn’t have a disease”. 
There was concern about asymptomatic carriers, people 

who had an STI but showed no symptoms, being a risk 

of transmitting STIs. Being promiscuous meant 

unprotected sex with multiple partners. Women’s sexual 

habits could therefore be a threat: “You will get these 
diseases if you have sex with a woman who has the 
disease from another source”. This would expose men 

to transmission risks due to lack of protection. 

When it came to treatment, a majority of participants 

were aware that once infected, one would have to seek 

treatment regardless of the source of the STI. There 

was variety in the ways options were used. Hospital 

treatments were sought alone or with the wife. Hospitals 

normally require both partners to be treated to avoid re-

infection; participants were of the opinion that the 

demand by the hospital that partners also come could 

cause problems, as tracing a casual partner would be 

difficult and would also convince the wife of her 

husband’s unfaithfulness. This demand concerning the 

partner made hospital treatment unpopular, while 

traditional herbalists were becoming popular as they do 

not require a person’s partner to accompany them. This 

was seen as a good way of keeping a person’s infection 

secret. The herbalists are considered to be in business, 
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and thus prefer that the partners go separately. Men 

found it difficult to ask their wives to go to the hospital 

because the wives would respond that they were not 

sick. This reinforced the choice of herbalists. A third 

form of treatment discussed was self-treatment with 

herbs. Through the self-administration of the herbal 

treatment, one was supposedly assured of keeping the 

STI secret. “You just go for traditional herbs”. 
Theme 2: Living with the risk of STIs 
Participants were of the opinion that condom use was 

the most effective method when it comes to handling the 

risk of STIs, and was the prevention method of choice in 

sexual relationships outside marriage. Some participants 

felt mistrust for, and had a fear of condoms. The fear 

was expressed in different forms, for example “Eeh, it 
can burst”.’ The worry that it would remain in the 

woman’s body, and the suspicion that the lubricant on it 

contained HIV. The mistrust concerned the quality of 

condoms, especially those offered for free. Another 

reason for not using condoms was that they are 

associated with a reduction in sexual sensation and 

pleasure. Polythene bag were said to be used as an 

alternative when condoms were unavailable, but there 

were reactions to this as well as participants believed 

polythene bags have small holes that grow bigger during 

sexual activities due to friction. After extramarital sex 

one would wait a number of days before having sex with 

your wife: this meant watching for signs and symptoms 

of an STI. Also, a woman would be expected to rule out 

an STI before extramarital sex. 

3: Marital Relationships and STIs 
Participants felt that it is difficult for men to discuss 

conditions associated with their sexual activity with their 

wives, and a majority of participants would opt not to tell 

the truth if they contracted an STI. In their view, wives 

should only be told about general illnesses that are 

commonly known, like malaria. Anything to do with 

sexual activity should never be revealed to one’s wife. If 

one sought treatment it should only be reflected as 

being for a general illness; thus any document indicating 

an STI should be inaccessible to the wife. “For me, my 
wife is not allowed to check in my coat pockets for 
anything”.  
Some were of the opinion that one should watch for 

signs and symptoms of an STI after extramarital sex 

before engaging in sex with one’s wife. When there was 

mistrust, the wife would search for signs on her husband 

before any act: “You might hide that you have an 
infection and she will follow you until she sees/confirms 
that no one has cheated”. Drunkenness causes fear in a 

family, particularly for the wife. Participants were 

therefore of the opinion that one could use alcohol to 

fend off sexual demands from one’s wife. Abstinence 

was also viewed as a preventive method. 
Other participants’ views were that one’s wife should be 

well informed of the contracted infection because both 

husband and wife need treatment. “Your wife is your 
internal minister; you cannot hide the truth from her”. 
The truth of the matter was that the infection would 

definitely be from an extramarital affair; therefore, telling 

her the truth was meant to overcome one’s guilty 

conscience. “I will tell her because I wronged her”. In 

their view, the man should be expected to take 

responsibility when it happens. 

 
Discussion 
The findings of our study reveal that participants were 

aware of STIs and confidently named some of the 
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medically defined conditions that were perceived as 

common in the society. There were several 

misunderstandings, such as signs and symptoms 

occurring on the third day regardless of the type of STI. 

Since some participants mentioned that their knowledge 

came from hearsay and others that this was the first 

time they had heard about the specific symptoms of 

STIs, their knowledge can be questioned. This is in 

accordance with other studies that have shown basic 

knowledge about STIs was alongside misunderstanding 

and a desire for knowledge regarding transmission, 

modes of prevention, symptoms and risk factors for 

infection  [18,19. These results indicate that even 

though there is basic knowledge, the depth and 

influence on sexual life may differ. Previous studies 

have shown that knowledge of STIs not always is 

translated into practice [20, 5]. Some participants in our 

study used local terms to describe symptoms of STIs, 

and this is in accordance with other studies [21, 22]. 

These findings highlight the importance of using 

understandable terms in the dialogue between staff at 

health care centres and patients. 

Extramarital sexual activities, as a result of sexual 

desires, were associated with the transmission of STIs. 

Traditional beliefs perceived young girls as STIs-free, 

resulting in a lack of prevention. However sexually 

active adolescents are at risk of acquiring STIs because 

they engage in unprotected sexual intercourse [23]. In a 

study from Kenya it is reported that men act as a 

“bridge population” that transmits STIs from non-regular 

partners such as female sex workers to the general 

population [24]. 

 Diagnosis and treatment form an important component 

of STIs control programs [25]. Today, there are 

symptom-based treatments for STIs that are used in 

developed countries. With regard to developing 

countries, these treatments are expensive and 

accessibility to appropriate and effective treatments of 

STIs is limited [26]. Most health facilities in developing 

countries have no reliable laboratory facilities and when 

available, the laboratory diagnosis is expensive. 

Clinicians have henceforth made presumptive clinical 

diagnoses by identifying particular clinical features 

related to various agents. 

Participants could name the three sources for treatment 

of STIs symptoms. In the present study as well as in a 

study from Zambia [19], it was clarified that the demand 

by the staff at the hospitals to bring sexual partners for 

treatment as a first source of treatment was regarded as 

a hindrance and that it was easier to use traditional 

herbalists as their second source as they did not have 

this requirement. The third treatment source was 

reported as self-treatment with herbs. This can be 

explained as a way of hiding the infection due to the risk 

of shame and STIs stigmatization. 

Regarding the theme of living with the risk of STIs, 

condoms were not popular due to various reasons. Men 

reported a reduction in sexual sensation and pleasure 

when condoms were used. The quality of the condoms 

was questionable, especially the free ones offered for 

the prevention of STIs. Married couples were less likely 

to use condoms because they are specifically 

associated with promiscuity and marital infidelity. This 

finding is in accordance with results from study from 

Zimbabwe reporting that a common practice is that 

condoms are used only with prostitutes and not with the 

marriage or with steady sex partners [27]. These 

findings are a challenge for the staff at health centres to 



 

31 
African Journal of Health Sciences, Volume 28, Number 1, January-March 2015 

inform people about condoms and bring about a change 

in attitudes and use. A study of health care facilities like 

health care centres and pharmacies found that condom 

promotion was low [5]. According to Hawken et al, 
spousal use of condoms was low but increased with 

casual and commercial partners [28], whereas Dalhback 

found low condom use among youths in Zambia despite 

a high rate of multiple partners [29]. In Cameroon as 

well as in Sweden, youths have a low use of condoms 

when having sex with known multiple partners [30, 31]. 

Examining a woman before having sex was mentioned 

as a way of handling the risk of STIs, which can be 

explained as lacking knowledge, believing that the 

symptoms are always visible and that STIs originate 

from women. 

Culturally, marriage in broader terms is seen as a 

product of sexuality that people tend to protect. There 

are some generally main reasons men refuse to inform 

their partners of their STI status; they are not ready to 

jeopardize their positions in the family and STIs are 

associated with immorality. Therefore, not informing 

one’s wife would be a way to keep from being viewed 

as immoral and unfaithful. This non-disclosure behavior 

could be explained as avoiding diss0lving the marriage 

in order to maintain a stable family. It can also be 

termed as a violation of the woman’s rights, and reflects 

the strong control a man has over his wife. The practice 

of not talking about infections, symptoms and STIs 

within a marriage is a risk to the health of the whole 

family, including children 

The findings from our study emphasize that awareness 

of STIs is a broad domain including issues at individual 

and societal levels, comprising gender aspects that have 

to be considered in the work to prevent STIs. 

Our findings emerge from eight focus group interviews 

and therefore cannot be viewed as representative of all 

men in Kenya. However, the findings can offer valuable 

insight into the prevention work at different health 

facilities. The findings are also valuable because the 

focus group interviews were carried out in a target group 

of men. 

Conclusion  
This study demonstrates that men in Bungoma District 

are aware of the STIs and could name at least a few of 

them, but it also demonstrates difficulties in the 

prevention and treatment of STIs. Particularly men’s 

attitudes regarding condom use show the need for more 

information and understanding. Also, preventive work 

should stress changes in attitudes regarding sexuality 

and trustworthy relations between women and men. The 

findings underscore the importance of increasing the 

awareness of STIs and to reduce the gap between 

knowing and practicing. 
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