
responses such as age, sex, body mass index and measures of 
central obesity have been carefully controlled in this study. 
Earlier studies have reported that postprandial lipid 

13metabolism could by altered by factors such as obesity,   insulin 
15 18 19resistance,   age  and visceral obesity .  The influence of 

diabetic state on PP triglyceride metabolism even after 
controlling for obesity has not been reported earlier. This effect 
however, seems to be independent of current or previous 
glycemic control, as we did not find a significant correlation of 
PP lipaemia with any of the glycemic parameters studied. 
Obesity also appears to influence PP lipaemia in type 2 DM as 
high PP triglycerideaemia showed good correlation with body 
mass index. Thus, it would appear that the magnitude of PP Tg 
response in type 2 diabetic subjects is largely determined by an 
interaction of obesity and the underlying diabetic state.

Insulin resistance has been shown to be important in regulating 
the postprandial concentration of triglycerides and 

15triglycerides rich lipoproteins (TRL) . The current study found 
no correlation of waist/hip ratio, consid- ered to be marker of 
insulin resistance, with PP lipaemic response parameters. 
These findings would seem to argue against a major role of 
insulin resistance in post- prandial fat metabolism at least in 
diabetic subjects.

Several underlying mechanisms have been postulated for the 
exaggerated PPTg response in diabetes mellitus. Although, this 
has not been resolved completely, delayed clearance of TRL 
secondary to decreased LPL activity is believed to be the most 
important mechanism with some contribution from excessive 

20,21hepatic Tg production .

CONCLUSION
Male type 2 diabetic patients demonstrate significant 
postprandial triglyceride abnormalities which appear to be 
independent of glycemic control.
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Pattern of Sexually Transmitted Infections at Kohalpur Teaching Hospital

1 2 3 4 Pandey S , Sharma N , Pokhrel N , Joshi S

ABSTRACT
Background: WHO estimated that approximately 448 million new cases of four main curable sexually transmitted infections (STIs), 
viz., gonorrhoea, syphilis, chlamydial infection, and trichomoniasis occur every year, nearly 80% of which in developing countries. 
STIs has proven role in facilitation of HIV infection and also increases susceptibility to other STIs.  Most of the STIs, both ulcerative 
and non-ulcerative, are prevalent in Nepal and constitute one of the major health problem. Their epidemiological and clinical picture 
is being modified in the context of ongoing HIV/AIDS epidemic, especially during the last decade. Objectives: This study was 
undertaken to find out the pattern of sexually transmitted infections in Nepalgunj Medical College Teaching Hospital, Kohalpur. 
Method and material: This is a hospital - based descriptive study conducted in the Department of Dermatology, Venereology and 
Leprology of Nepalgunj Medical College Teaching Hospital, Kohalpur between August 2013 to July 2014.  A total of 52 patients were 
included in the study and verbal consent was taken. History and clinical examinations were performed and the data were recorded 
and analyzed. Results: Total of 52 patients were diagnosed with Sexually Transmitted Infections, out of which 75% were male and 
25% were female. The most common diagnosis was gonorrhea (34.6%) followed by condyloma accuminata (32.7%), latent syphilis 
(15.4%) non-gonococcal urethritis(9.6%), vaginal discharge syndrome (5.8%)and  HIV (1%).   Age group 21 to 30  years were the 
maximum sufferers. Conclusion: Gonorrhoea still comprises a major bulk of STI in Nepalgunj Medical College Hospital, Kohalpur. 
Majority of the patients suffering from sexually transmitted infections were in the age group 21-30 years. A trend of sexual exposure 
during adolescence with multiple partners and inconsistent use of condoms was observed as a common factor in its promotion 
despite efforts from various sectors.

Key words:  Prevalence, sexually transmitted infection
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INTRODUCTION
STIs are infections that are spread primarily through person-to-
person sexual contact. There are more than 30 different 
sexually transmissible bacteria, viruses and parasites. 
According to 2005 WHO estimates, 448 million new cases of 
curable STIs (syphil is,  gonorrhea, chlamydia and 
trichomoniasis) occur annually throughout the world in adults 
aged 15-49 years. In developing countries, STIs and their 
complications rank in the top five disease categories for which 

1adults seek health care .

Due to lack of proper reporting system, STI/HIV data are scarce 
and nonspecific in Nepal. Around 200,000 episodes of STIs are 

2estimated to occur annually in Nepal . The older terminology of 
'venereal diseases' (VDs) largely has been superseded in the 
past 50 years by 'sexually transmitted diseases' (STDs) and 

 3more recently by 'sexually transmitted infections' (STIs) .

Sexually transmitted infection (STI) differs from sexually 
transmitted disease (STD) in that STD conventionally includes 
infections resulting in clinical diseases that may involve the 
genitalia and other parts of the body participating in sexual 
interaction, e.g., syphilis, gonorrhoea, chancroid, donovanosis, 
non-gonococcal urethritis, genital warts, herpes genitalis, etc. 
STI, in addition, includes infections that may not cause clinical 
disease of genitals but are transmitted by sexual interaction, 
e.g. all STDs and hepatitis B and C, HIV, HTLV-1, etc. Nowadays, 
the term STI is preferred, since it covers all the diseases that can 
be transmitted by sexual intercourse. However, for all practical 

4purposes, both STI and STD are used synonymously . 

Despite the availability of effective treatment and preventive 
measures, STIs are still a major public health issue for both 
industrialized and developing countries. Recent trend indicates 
that incidence of STIs is increasing even in developed 

6countries .

The high prevalence of STIs in the developing countries are 
expected to be due to poverty and migration; change in sexual 
behavior; having multiple sex partners and sex trade; increased 
population of adolescents and young adults; substance abuse 

7,8  and peer pressure . The rapid spread of HIV infection in 
developing countries has been attributed in part to high STI 
morbidity as a cofactor by enhancing the infectivity of HIV-

9,10infected people .

It has been seen that improvement in the management of STIs 
can reduce the incidence of HIV infection in the general 

11population by about 40% .



Age of patient Frequency %

10 - 20 4 7.7

21 - 30 28 53.8

31 - 40 14 26.9

41 - 50 4 7.7

51 - 60 2 3.8

Total 52 100

Table I: Age distribution

MATERIAL AND METHOD
This is a Hospital based retrospective study conducted in the 
Department of Dermatology and Venereology, Nepalgunj 
Medical College Teaching Hospital Kohalpur. The sample size 
was 52 patients 75% (39) were male and 25% (13) female. The 
study group comprised of all the STI patients who presented to 
the Dermatology Department directly or were referred by 
other departments from August 2013 to July 2014. A thorough 
clinical history was elicited. Patients were asked about their 
symptoms, duration of their symptoms. Clinical examination 
included general physical examination followed by a 
meticulous examination of the external genitalia and the anal 
region. The inguinal region was inspected and palpated for 
evidence of lymphadenopathy. The number of genital ulcers, 
their location, size, floor, edges, presence or absence of 
tenderness, consistency, discharge and vesicles were noted. 
The external urethral meatus was inspected, in case of 
discharge; the origin of discharge was noted. . If no discharge 
was immediately apparent, then the urethra was milked out to 
note any discharge. Female patients were examined in detail in 
the presence of female assistant. The perineum, vulva, labia 
majora and labia minora were examined for any discharge, 
redness, swelling, excoriations, ulcers, warts, and any other 
skin lesions. If there was any vaginal discharge the colour, 
consistency and odour of the discharge was noted. The anal 
and perianal region were also examined. The sexual contact of 
the patient if available, were examined in an appropriate 
manner.

Following investigations were carried out:
1. Smears from the urethral discharge and from the genital 

ulcer was taken on a clean glass slide. The slide was stained 
with grams stain and examined for the prescence of 
polymorphonuclear leukocytes and the organisms with 
their staining characteristics.

2. Swab obtained from urethra/sub preputial groove in male 
and posterior vaginal fornix in female was dissolved in 10% 
potassium hydroxide and examined for candida.

3. Hanging drop preparation (wet mount) was done for the 
vaginal discharge.

4. Venereal Disease Research Laboratory (VDRL) test.
5. TPHA (Treponema Pallidum Hem-agglutination) test. 
6. HIV (ELISA) in all the patients under study.

All patients were treated as per the diagnosis and counselled 
regarding the safe sexual practices and healthy living. Patients 
were also educated about the disease process and advised to 
visit the hospital for regular follow up. Patients were 
encouraged to get their sexual partners to the hospital and get 
them examined and treated accordingly. All statistical analysis 
was performed using the microsoft excel 2003 and SPSS 16 
software program.

RESULTS
Among the 52 STI patients, 39 were males (75%) and 13 were 
females (25%) which is shown in figure 1. Highest prevalence 
was seen among the age group 21-30 years (53.8%) as shown in 
figure 2. Gonorrhoea (34.6%) was the most common diagnosis 
followed by condyloma accuminata (32.7%), latent syphilis 
(15.4%)non-gonococcal urethritis(9.6%), vaginal discharge 
syndrome (5.8%)and  HIV (1%) as shown in figure 3.

DISCUSSION
The global pandemic of HIV has very significantly affected the 
approach to treatment of sexually transmitted infections, as 
the most important mode of HIV transmission is heterosexual, 
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Female 13 (25%)

Male 39 (75%)

Male
Female

Figure 1: Gender distribution of patients

Diagnosis Frequency %

Latent Syphilis 8 15.4

Gonorrhoea 18 34.6

Condyloma Accuminata 17 32.7

Non-gonococcal urethritis 5 9.6

HIV 1 1.9

Vaginal discharge syndrome 3 5.8

Total 52 100.0

Table II: Pattern of STI
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and the sexually transmitted infections play a facilitative role in 
12the acquisition and transmission of HIV . Apart from the risks 

of STIs, STIs are also an important determinant of increased HIV 
transmission. Incidence of various sexually transmitted 
infections has fluctuated over past several decades all over the 
world and shown some interesting long-term trends. 

In industrialized countries, the bacterial STI (syphilis, 
gonorrhoea, chancroid) declined from the peak during the 
Second World War till up to the late fifties, then increased 
during the sixties and early seventies, and they have been 
decreasing again from the late seventies till the present. In the 
industrialized world, diseases due to Chlamydia trachomatis, 
genital herpes virus, human papillomaviruses, and human 
immunodeficiency virus are now more important than the 
classical bacterial ones; both groups remain major health 

13 problems in most developing countries. The present study 
was conducted at Nepalgunj Medical College Teaching Hospital 
Kohalpur.  

A total of 52 patients were enrolled in the study from August 
2013 to July 2014. Of the total 52 patients who were included in 
this study, male patients (75%) were more than female patients 

14 (25%) which is almost similar to a study done outside Nepal
15and in Nepal . A demographic study done by Aich et al in Nepal 

also found male preponderance in HIV infection accounting for 
16 86% .The male preponderance may be because of increased 

health seeking behaviour compared to females. The most 
common age group is between 21-40 years,  which is similar to 

17 18a study done by Banerjee et al and Devi et al .  

The higher number of patients in this age group 21-40 years is 
probably due to increased sexual activity. In this study 
gonorrhea (34.6%) was the most common diagnosis followed 
by condyloma accuminata (32.7%), latent syphilis (15.4%)non-
gonococcal urethritis(9.6%), vaginal discharge syndrome 
(5.8%)and  HIV (1%) which is comparable to the study done by 

19pokhrel D.B .

CONCLUSION
The results concluded that bacterial STI (gonorrhoea) was the 
most common STI in this part of Nepal, however there is also an 
increase in the Viral STI (condyloma accuminata) which is the 
second most common diagnosis as shown in this study. The 
presence of untreated STIs (both those which cause ulcers and 
those which do not) increase the risk of both acquisition and 
transmission of HIV by a factor of up to 10. Prompt treatment 
for STIs is thus important to reduce the risk of HIV infection. 
Controlling STIs is important for preventing HIV infection, 
particularly in people with high-risk sexual behaviours.
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Age of patient Frequency %

10 - 20 4 7.7

21 - 30 28 53.8

31 - 40 14 26.9

41 - 50 4 7.7

51 - 60 2 3.8

Total 52 100

Table I: Age distribution

MATERIAL AND METHOD
This is a Hospital based retrospective study conducted in the 
Department of Dermatology and Venereology, Nepalgunj 
Medical College Teaching Hospital Kohalpur. The sample size 
was 52 patients 75% (39) were male and 25% (13) female. The 
study group comprised of all the STI patients who presented to 
the Dermatology Department directly or were referred by 
other departments from August 2013 to July 2014. A thorough 
clinical history was elicited. Patients were asked about their 
symptoms, duration of their symptoms. Clinical examination 
included general physical examination followed by a 
meticulous examination of the external genitalia and the anal 
region. The inguinal region was inspected and palpated for 
evidence of lymphadenopathy. The number of genital ulcers, 
their location, size, floor, edges, presence or absence of 
tenderness, consistency, discharge and vesicles were noted. 
The external urethral meatus was inspected, in case of 
discharge; the origin of discharge was noted. . If no discharge 
was immediately apparent, then the urethra was milked out to 
note any discharge. Female patients were examined in detail in 
the presence of female assistant. The perineum, vulva, labia 
majora and labia minora were examined for any discharge, 
redness, swelling, excoriations, ulcers, warts, and any other 
skin lesions. If there was any vaginal discharge the colour, 
consistency and odour of the discharge was noted. The anal 
and perianal region were also examined. The sexual contact of 
the patient if available, were examined in an appropriate 
manner.

Following investigations were carried out:
1. Smears from the urethral discharge and from the genital 

ulcer was taken on a clean glass slide. The slide was stained 
with grams stain and examined for the prescence of 
polymorphonuclear leukocytes and the organisms with 
their staining characteristics.

2. Swab obtained from urethra/sub preputial groove in male 
and posterior vaginal fornix in female was dissolved in 10% 
potassium hydroxide and examined for candida.

3. Hanging drop preparation (wet mount) was done for the 
vaginal discharge.

4. Venereal Disease Research Laboratory (VDRL) test.
5. TPHA (Treponema Pallidum Hem-agglutination) test. 
6. HIV (ELISA) in all the patients under study.

All patients were treated as per the diagnosis and counselled 
regarding the safe sexual practices and healthy living. Patients 
were also educated about the disease process and advised to 
visit the hospital for regular follow up. Patients were 
encouraged to get their sexual partners to the hospital and get 
them examined and treated accordingly. All statistical analysis 
was performed using the microsoft excel 2003 and SPSS 16 
software program.

RESULTS
Among the 52 STI patients, 39 were males (75%) and 13 were 
females (25%) which is shown in figure 1. Highest prevalence 
was seen among the age group 21-30 years (53.8%) as shown in 
figure 2. Gonorrhoea (34.6%) was the most common diagnosis 
followed by condyloma accuminata (32.7%), latent syphilis 
(15.4%)non-gonococcal urethritis(9.6%), vaginal discharge 
syndrome (5.8%)and  HIV (1%) as shown in figure 3.

DISCUSSION
The global pandemic of HIV has very significantly affected the 
approach to treatment of sexually transmitted infections, as 
the most important mode of HIV transmission is heterosexual, 
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Diagnosis Frequency %

Latent Syphilis 8 15.4

Gonorrhoea 18 34.6

Condyloma Accuminata 17 32.7

Non-gonococcal urethritis 5 9.6

HIV 1 1.9

Vaginal discharge syndrome 3 5.8

Total 52 100.0
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and the sexually transmitted infections play a facilitative role in 
12the acquisition and transmission of HIV . Apart from the risks 

of STIs, STIs are also an important determinant of increased HIV 
transmission. Incidence of various sexually transmitted 
infections has fluctuated over past several decades all over the 
world and shown some interesting long-term trends. 

In industrialized countries, the bacterial STI (syphilis, 
gonorrhoea, chancroid) declined from the peak during the 
Second World War till up to the late fifties, then increased 
during the sixties and early seventies, and they have been 
decreasing again from the late seventies till the present. In the 
industrialized world, diseases due to Chlamydia trachomatis, 
genital herpes virus, human papillomaviruses, and human 
immunodeficiency virus are now more important than the 
classical bacterial ones; both groups remain major health 

13 problems in most developing countries. The present study 
was conducted at Nepalgunj Medical College Teaching Hospital 
Kohalpur.  

A total of 52 patients were enrolled in the study from August 
2013 to July 2014. Of the total 52 patients who were included in 
this study, male patients (75%) were more than female patients 

14 (25%) which is almost similar to a study done outside Nepal
15and in Nepal . A demographic study done by Aich et al in Nepal 

also found male preponderance in HIV infection accounting for 
16 86% .The male preponderance may be because of increased 

health seeking behaviour compared to females. The most 
common age group is between 21-40 years,  which is similar to 

17 18a study done by Banerjee et al and Devi et al .  

The higher number of patients in this age group 21-40 years is 
probably due to increased sexual activity. In this study 
gonorrhea (34.6%) was the most common diagnosis followed 
by condyloma accuminata (32.7%), latent syphilis (15.4%)non-
gonococcal urethritis(9.6%), vaginal discharge syndrome 
(5.8%)and  HIV (1%) which is comparable to the study done by 

19pokhrel D.B .

CONCLUSION
The results concluded that bacterial STI (gonorrhoea) was the 
most common STI in this part of Nepal, however there is also an 
increase in the Viral STI (condyloma accuminata) which is the 
second most common diagnosis as shown in this study. The 
presence of untreated STIs (both those which cause ulcers and 
those which do not) increase the risk of both acquisition and 
transmission of HIV by a factor of up to 10. Prompt treatment 
for STIs is thus important to reduce the risk of HIV infection. 
Controlling STIs is important for preventing HIV infection, 
particularly in people with high-risk sexual behaviours.
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