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Abstract 

This study used data from the Bangladesh Adolescents Survey 2005 to identify socioeconomic 
and urban-rural determinants of knowledge regarding sexually transmitted infections (STls) 
including HIV/AIDS transmission. A cluster sampling of 11986 adolescents was conducted from 
April to August 2005. Data were analyzed using SPSS applying principle component analysis. 
multivariate logistic regression analysis, and prevalence ratios (PRs) with 95% confidence inter­
vals (Cis). Overall knowledge of transmission of STls was poor (4.5%). showing urban adoles­
cents having twice the knowledge of rural adolescents (PR = 1.9; 95% CI = 1.6-2.2). HIV/AIDS 
knowledge level was high (68%), with a 40% higher knowledge among urban adolescents (PR = 
1.4; 95% CI = 1.3-IA). Probability of knowledge of STls and HIV/AIDS transmission was low­
est in 12- to 14-year-old uneducated female household workers of the poorest socioeconomic 
status in rural settings (0.0002 and 0.064. respectively). The urban-rural factor was more im­
portant than the socioeconomic factor. Health promotion and education programs can play an 
important role in improving the sexual reproductive health knowledge situation. 

Keywords 

STls, HIV/AIDS, knowledge of transmission. urban-rural, adolescents, Bangladesh 

Introduction 

Sexually transmitted infections (STIs), including acquired immunodeficiency syndrome 
(AIDS), are influenced by a number of biological and medical factors, on one hand, and geo­
graphical, sociocultural, or political factors, on the other.l ,2 Internationalization, involving 
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development of trade and movement of both goods and humans, is also being considered a major 
factor in the spread of infectious diseases worldwide.3 In Bangladesh, nearly one third of the 
population is in the 10- to 24 years age group.4 A vast majority of this section is unaware of the 
risk of STls and human immunodeficiency virus (HIY) due to rapid urbanization as well as 
greater opportunities to socialize. The situation in Bangladesh, as elsewhere in the world, is get­
ting critical as adolescents usually do not have access to knowledge of basic sexual reproductive 
health (SRH), skills in negotiating sexual relationships, and access to affordable SRH services.5

,6 

Unfortunately, this issue has also not been recognized in the Bangladesh national education cur­
riculum. Several studies have revealed that a section of adolescents tend to engage in high-risk 
activities, visiting commercial sex workers included, without using condoms, and thus suffer 
from STIs as a consequence.7,8 It has been shown that HIV is significantly associated with STIs 
as a cofactor at the early stage of HIV occurrences. I ,9-11 However, this issue is, since recently, 
being given high priority in Bangladesh. 12.13 

Knowledge and behavior are interlinked, and the role of knowledge is reflected through 
behavior or practice, Inadequate knowledge leads to the practice of unsafe sex. Not being able to 
self-assess risk from HIV infection and not knowing where to get a confidential HIV test are both 
associated with the nonuse of condoms. 14 Knowledge is an important determinant, direct or indi­
rect, forthe practice ofsafe sex, particularly to prevent STIs and HIV I AIDS spread in Bangladesh 
and to design an effective intervention strategy in this regard. Many studies have focused on 
adolescents ' SRH to gauge their knowledge,7,15.17 but only few have studied both the knowledge 
and the seroprevalence of STIs and HIV/AIDS in the general population as well as in high-risk 
groups.1R.20 Hence, this study is aimed at identifying the sociodemographic and urban-rural 
determinants of knowledge of transmission ofSTIs (syphilis, gonorrhoea) and HJV/AJDS in the 
12 to 24 years age group in Bangladesh. 

Methods 
Study Design 

This is a cross-sectional study that draws on data from the Bangladesh Adolescents Survey 
2005. 

Study Area 
Bangladesh, covering an area of 147 570 km2, is one of the most densely populated countries 
(1114 people/km2) in the world and ranks l29th in the human development index.21 It is geo­
graphically almost surrounded by India, and it has a tropical c1imate.4 For administrative pur­
poses, Bangladesh is divided into 6 divisions, 64 districts, 507 subdistricts, 87 928 villages, and 
8048 mahallas (the smallest identifiable administrative unit in rural or urban areas).4 

Sampling Procedure 
A 2-stage cluster sampling survcy was performed in all 6 divisions in Bangladesh. Sample for 
eaeh division was planned for sufficient precision in the estimates separately for the 10- to 
24-year-old males and females on health, education, and livelihood aspects. Consequently, this 
sampling also achieved sufficient precision in the estimates in urban and rural areas. 

The Bangladesh Bureau of Statistics (BBS) estimated that a total of 1000 primary sampling 
units (PSUs) would be sufficient to estimate the demographic indicators for Sample Vital 
Registration System at the district level, and thus formed a sampling frame known as the 
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Total PSUs in Bangladesh: 131,000 

Bangladesh Bureau of Statistics 
PSUs for Sample Vital Registration 
System for district estimate: 1000 

BRAe PSUs for The Bangladesh Adolescents Survey 2005 for 
divisional estimate: 361 

Rural rsus: 277 
lIouseholds: 16,616 

Rural adolescents (1O-24 years): 
11 ,721 

Rural adolescents (10-24 years) 
agreed to response: 11,384 

Rural adolescents (12-24 years): 
9016 

Urban PSUs: 84 
Households: 5040 

Urban adolescents (I 0-24 years): 
3650 

Urban adolescents (10-24 years) 
agreed to response: 3558 

Urban adolescents (I 2-24 years): 
2970 

Figure I. Sampling frame of the study. 

Integrated Multi-Purpose Master Sample.22.23 The survey technique mainly followed the 
Bangladesh Demographic and Health Survey (BDHS).23 The BDHS actually uses the BBS sam­
pling frame where a total of 1000 PSUs go through a systematic sampling procedure from a total 
of 131 000 PSUs/c\usters in the whole country (Figure 1). Each PSU consists of200 households. 
In rural areas, a village is used as a PSU, but in some parts of the country the big village or mauza 
(a geographical boundary consisting of2!l village) is used as a PSU. In urban areas, the PSU is 
on mahalla level. Figure 1 illustrates the sampling procedure. 

Training of Interviewers 
Some 500 graduate applied to be interviewers and 120 were invited to a 2-week training course 
in 2 batches in Dhaka. A training manual was developed for the trainees. Three experienced 
researchers facilitated the training sessions to provide theoretical and practical lessons on data 
collection, enabling the interviewers to collect data for the survey. Finally, 110 persons, 50% of 
them females, were selected, and they participated in the field work from April to August 2005. 

Measure Instrument 
We deVeloped 2 questionnaires, one for households and one for individuals. The questionnaire 
for households contained information on residential status, household characteristics, household 
possessions and amenities, disability, and death. The questionnaire for individuals contained 
information on the characteristics of adolescents and their health, education and livelihood 
issues. The questionnaire was tested in a pilot study. 

Knowledge of transmission of STls (syphilis/gonorrhoea) . A person was considered to have ade­
quate knowledge if he/she could mention, without being prompted, at least lout of 3 identified 
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ways of STI transmission. Respondents' knowledge was based on their answers to interviewer's 
questions, such as "Have you ever heard of syphilis/gonorrhoea? In what ways can these diseases 
occur?" Sexual intercourse, use of unsterilized syringes/needles, unsafe blood transfusion, and 
during pregnancy/delivery were considered correct ways of transmission. 

Knowledge o(tronsm;ss;on of AIDS. An adolescent was considered to have adequate knowledge 
if he/she agreed with all of the following 4 statements of transmission ofHIV/AIDS: "A person 
can have AIDS: (a) through sexual intercourse, (b) if someone uses a needle that is used by an 
AIDS patient, (c) receives blood of an AIDS patient, and (d) a child can be affected by an HIV­
positive pregnant mother." To validate the answers, adolescents were also asked to express their 
views on 7 statements about HIV / AIDS NOT being transferred: "A person can never have AIDS 
(a) ifhe/she takes a meal or walks along with an AIDS patient, (b) sleeps in the same bed with 
an AIDS patient, (c) sneezes/coughs with an AIDS patient, (d) uses clothes of an AIDS patient, 
(e) touchcslkisses an AIDS paticnt, (f) takes a shower in the same pondlbathroom with an AIDS 
patient, and (g) AIDS never spreads through fly/mosquito bites." 

Data Colleaion 

The interviewers worked in 20 teams consisting of 4 to 5 members (at least 2 females and 2 
males) headed by a leader. To fonn a cluster, listing of 200 successive households started from 
the northwest comer of the selected village and moved anticlockwise. The list was used for 
selecting a systematic sample of 60 households. The survey teams drew the map for each cluster 
showing the location of households in the villages/mahallas. Household and individual informa­
tion were collected in the Bangia language by same-sex interviewers. If more than I eligible 
adolescent was in the household, Kish method24 was used for selecting a sample. 

Five teams, each consisting of I woman and I man, monitored the data quality on a 7% sub­
sample after the interviewers completed work in the villages in 2 phases. First, they reinter­
viewed the randomly selected subsamples and discussed dissimilarities regarding the methods 
and qucstionnaire parts with the survey teams. Second, they reinterviewed the subsamples and 
collected data, without sharing with survey teams, to check data quality of the main survey. Two 
quality controllers worked separately to communicate survey instructions from the principle 
investigator to interviewers and monitors as well as to ensure logistic support to the teams. 

Data Generation Process 

Data were computerized using FoxPro and analyzed using SPSS. Data cleaning and consistency 
check were performed simultaneously by the investigators and the data management team 
through checking the frequency distribution and the range for all variables and through cross­
tabulations of linked questions to identify and correct the logical mistakes in the data set. 

Statistical Analysis 

Data wcre analyzed using SPSS. The household wealth index was calculated according to 
Filmcr and Pritchett.2s Thus applied was the principal component analysis to produce the factor 
scores named as household wealth scores, which were classified into quintiles. To compare the 
knowledge prevalence between urban and rural areas, the prevalence ratio (PR(UIR»26 and cor­
responding 95% confidence intervals (CIs) were calculated by using the following formula: 
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where N is the urban total, A are urban cases, N is the rural total, and Ao are rural cases.26 

Multivariat~ logistic regressiond was used to estim:te the impact of age, sex, education, mar­
riage, occupation, household assets, and the inhabitants' residential status (urban-rural) on the 
outcome variables knowledge of transmission of STls and HIV/AIDS in terms of odds ratios 
(ORs) and 95% CI. The probability of knowledge was also calculated from the regression coef­
ficients by using the following formula: 

where p is the estimated probability of having knowledge, a is an intercept term, b is the regres­
sion coefficient, and x are explanatory variables. 

Ethical Issues 
Ethical approval was obtained from the scientific team of BRAC Research and Evaluation 
Division. Written, informed consent for participation was obtained from all participants before 
interviewing. Confidentiality of the personal identity was kept and utilitarianism issues with 
respondents and community people were maintained. 

Results 

During the 5-month survey, 16 620 rural households and 5040 urban households were visited 
(Figure 1). Of these, 11 721 (71 %) rural adolescents (10-24 years old) were eligible, of whom 
11 384 (97%) agreed to participate, and 3650 (72%) urban adolescents were eligible, of whom 
3558 (98%) agreed to participate. Of the participating adolescents, 9016 from rural areas and 
2970 from urban areas were allowed by their families to be interviewed over sexual issues, 
whereas for those below the age of 12 years, parents' permission was needed. In total, 5119 male 
(97.9%) and 6867 female (96.6%) adolescents agreed to participate in the survey. 

Basic Characteristics 

The mean age was 17.5 years, but the female adolescents and the urban adolescents were sig­
nificantly older (sex: 17.9 vs 16.9, P < .001, and urban-rural: 17.9 vs 17.4, P < .001, respec­
tively; Table 1). One third of the adolescents were married (34%). The urban adolescents had 
spent significantly more years in school than the rural adolescents (6.4 vs 5.4 years; P < .001), 
partly because they were older. Majority of them were students (36%) or were involved in 
domestic (36%) or money-earning works (24%). The urban adolescents were more engaged in 
money-earning works when compared with the rural adolescents (27% vs 23%; P < .001). The 
wealth index showed that a significantly higher proportion of non poor lived in urban areas com­
pared with that in rural areas (50% vs 15%; P < .001; Table 1). 

Knowledge of STls and HIVIAIDS 

Only II % had heard about STIs (syphilis and gonorrhoea), with a significantly higher propor­
tion among males than females (18% vs 5.9%; P < .001) and in urban areas when compared 
with rural areas (15% vs 9.4%; P < .001; Table 2). At least I identified way of transmission of 
STIs, mostly through sexual intercourse, was adequately identified by 4.5% (8.5% in males, 
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Table I. Socioeconomic Characteristics of 12 to 24 Years Age Group by Residence. 

Residence 

Characteristics Urban Rural All 

Age in years (%) 
12·14 24.1 28.3 27.3 
15·19 37.5 39.3 38.8 
20·24 38.4 32.4 33.9 

Mean age (years) 17.9 17.4 17.5 
Male mean age (years) 17.6 16.7 16.9 
Female mean age (years) 18.14 17.87 17.93 
Sex ratio (male/female) 0.78 0.74 0.75 
Married (%) 30.2 35.1 33.9 
No schooling (%) 10.3 11.7 11.4 
Mean years of education 6.4 5.4 5.7 
Wealth index (%) 

Poorest 5.6 17.8 14.8 
2 9.1 20.7 17.8 
3 13.9 23.9 21.4 
4 21.4 22.7 22.4 
Nonpoor 50.0 15.0 24.0 

Occupation (%) 
Student 38.3 35.4 36.1 
Household work 30.5 37.8 36.0 
Income-generation work" 27.1 22.6 23.7 
Unemployed/othersb 4.1 4.2 4.2 

Total (n) 2970 9016 11986 

'All kinds of wage/self-employed workers including business. 
bSeuars. disabled. and unemployed. 

1.5% in females, P < .001 , and 6.9% in urban areas, 3.7% in rural areas, P < .001). Fortunately, 
only 0.1 % had some misconceptions of the ways of STI transmission, such as fly/mosquito 
bites and wonnldirtiness (Table 2). Adolescents aged 20 to 24 years were higher in number in 
identifying the correct ways of STls transmission than adolescents aged 12 to 19 years (8.4% 
vs 2.4%; P < .001). Both the urban or rural males had significantly higher knowledge of STIs 
when compared with females (Urban: 12% vs 3.1 %, P < .001 , and Rural : 7.3% vs 1.0%, P < 
.001, respectively). Similarly, in both urban and rural areas, adolescents with secondary or 
higher school education had significantly higher knowledge of STT transmission when com­
pared with those with primary or no schooling (Urban : 9.5% vs 2.9%, P < .001 , and Rural : 5.9% 
vs 1.6%, P < .001 , respectively). Moreover, in both urban and rural areas, the lowest knowledge 
level was observed among the household workers when compared with all other workers 
(Urban: 3.2% vs 8.5%, P < .001 , and Rural : 0.9% vs 5.4%, P < .001 , respectively). Finally in 
both urban and rural areas, adolescents with the poorest socioeconomic status (SES) had sig­
nificantly lower knowledge than the nonpoor (Urban: 1.8% vs 7.9%, P < .01, and Rural: 1.1 % 
vs 6.3%, P < .001, respectively). 

A significantly higher proportion of adolescents had heard ofHIV/AlDS in urban areas when 
compared with those in rural areas (91 % vs 71 %; P < .001). Two out of3 (68%) knew the correct 
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Table 2. Knowledge of Transmission of STls and HIV/AIDS in the 12 to 24 Years Age Group by 
Residence and Sex." 

Residence PValueb Sex PValueb 

(Urban vs (Males vs 
Knowledge on STIs and HIV/AIDS All Urban Rural Rural) Male Female Females) 

Heard about STls (syphilis/ 10.9 15.-4 9.-4 .00001 17.6 5.9 .00001 
gonorrhoea) (%) 
Correct ways of transmission of STis 
(%) 

Sexual intercourse 3.8 6.2 3. 1 7.3 1.2 
Used unsterilized needles/syringes 0.7 0.6 0.7 1.3 0.2 
Unsafe blood transfusion or during 0.2 0.3 0.1 0.2 0.1 

pregnancy/delivery 
Correct way, of STI, transmission -4.5 6.9 3.7 .00001 8.5 1.5 .00001 
(~I item) 

Correct ways of STls transmission 0.03 0.10 0.01 .093 0.02 0.03 .7-43 
(3 items) 

Misconception of transmission of 
STls (%) 

Through fly bites/mosquito bites. 0.1 0.2 0.1 .238 0.2 0.1 .109 
worm. dirtiness. etc 

Heard about HIV/AIDS (%) 76.1 91.1 71.1 .00001 83.6 70.5 .00001 
Correct ways of transmission of HIV/ 

AIDS (%) 
Sexual intercourse 71.9 87.6 66.8 80.0 65.9 
Used unsterilized needles/syringes 71.8 88.0 66.5 79.9 65.8 
Unsafe blood transfusion 72.0 87.9 66.8 80.2 65.9 
Pregna nt mother to baby 69.5 86.0 6-4.0 76.6 6-4.2 
Correct ways of HIV transmission 73.3 89.1 68.1 .00001 8t.-4 67.3 .00001 
(~I item) 

Correct ways of HIV transmission 67.7 8-4.2 62.2 .00001 7-4.7 62.04 .00001 
(-4 items) 

Misconception of transmission of HIV/ 
AIDS (%) 

Eat/go along together with HIV 12.0 12.-4 11 .9 12.6 11.5 
patienu 

Sleep in the same bed with HIV 12.-4 12.7 12.3 13.0 12.0 
patienu 

Sneezing/coughing with HIV 13.7 13.3 13.8 1-4.1 13.-4 
patienu 

Use of cloths of HIV patienu 12.8 12.6 12.8 13.3 12.04 
Touch/kiss with HIV patienu 13.0 13.1 13.0 1-4.2 12.1 
Shower in same pond/bathroom 11 .2 10.6 11 .3 II ... 11.0 

with HIV patienu 
Fly/mosquito bites 22.0 2-4.0 21.04 26.3 18.9 
Misconception of HIV transmission 5.6 5.9 5.5 .-462 -4.8 6.2 .001 

(7 items) 
Total (n) 11986 2970 9016 5119 6867 

Abbreviation: STI. sexually transmitted infection. 
'p value for test of differences in the knowledge by residence and sex. 
bp value is the test of heterogeneity. 

ways of transmission ofHTV/AIDS. However, 5.6% had some misconceptions, such as eating/ 

walking, sleeping, sneezing/coughing, touching/kissing, bathing with AIDS patients, and fly/ 

mosquito bites (Table 2) as ways ofHTV/AIDS transmission. 
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In urban or rural areas, 12- to 14-year-old female adolescents without schooling had signifi­
cantly lower knowledge of HIV/AIDS than that of 15- to 24-year-old male adolescents with 
schooling: For Age (Urban: 70% vs 89%, P < .001, and Rural: 45% vs 69%, P < .001, respec­
tively); for Sex (Urban: 82% vs 88%, P < .00 I, and Rural: 56% vs 70%, P < .001, respectively); 
and for Schooling (Urban: 66% vs 86%, P < .001, and Rural: 33% vs 66%, P < .001, respec­
tively). Similarly, in both urban or rural areas, the adolescent household workers and those the 
poorest SES had significantly lower knowledge of HIV/ AIDS than that of all other workers and 
from the non poor SES: For Occupation (Urban: 82% vs 85%, P < .05, and Rural: 54% vs 67%, 
P < .001, respectively); and for SES (Urban: 62% vs 90%, P < .001, and Rural: 35% vs 87%, P 
< .001, respectively). 

Urban/Rural Ratio of Knowledge of Transmission of STls and HIV/AIDS 

The prevalence ratio for identifying 3 correct ways of STI transmission indicated that the urban 
adolescents had twice the knowledge of their rural counterparts (PR = 1.9; 95% CI = 1.6-2.2; 
Table 3). Although the overall knowledge level was poor, the urban/rural ratio was greater than 
I (PR(UIR) > 1) for all categories of socioeconomic and demographic characteristics, indicating 
that the urban adolescents had increased knowledge of STIs. In the 20 to 24 years age group, the 
urban adolescents had twice the knowledge of STIs than rural adolescents (PR = 2.0; 95% CI = 
1.7-2.5; Table 3). 

The prevalence ratio of knowledge of transmission of HIV/AIDS was 40% higher among 
urban adolescents than rural adolescents (PR = 1.4; 95% CI = 1.3-1.4; Table 3). The urban/rural 
ratio, greater than 1 (PR(UIR) > 1) for all categories of socioeconomic and demographic vari­
ables, also indicates that the urban adolescents had significantly increased knowledge of HIV/ 
AIDS transmission. 

Multivariate Analysis of Knowledge of Transmission ofSTls and HIV/AIDS 

The model's pseudo-R2 indicates all independent variables explained separately only 8.0% for 
the STI transmission and 26% for the HIV/AIDS transmission (Table 4). Multicollinearity arose 
among explanatory variables of the model because of high correlation coefficients (r) of mar­
riage with age and sex and occupation with age and years of schooling, r = .56, r = .47, r = .37, 
and r = -.33, respectively. Thus, another model was run excluding marriage and occupation, but 
the results did not change. Increasing age, male sex, living in urban areas, having longer educa­
tion, not being in the poorest quintile all increased significantly the likelihood of knowing the 
correct ways of transmission of STIs. Being 20 to 24 and 15 to 19 years old increased the likeli­
hood of knowledge by 31 and 10 times, respectively, when compared with the 12 to 14 years 
age group. The pattern for correct ways of transmission of AIDS was similar to that ofSTIs. The 
most important explanatory variable was education. Having secondary schooling or higher and 
having the primary schooling increased the likelihood of knowing the correct ways of trans mis­
sion of AIDS 6.9 and 1.9 times; respectively, when compared with having no schooling. 

Probability Estimation 

The probabilities of knowledge ofSTIs and HIV/AIDS transmission as outcomes of the effect 
of various combinations of factors are shown in Figure 2. Probability of knowledge of STIs and 
HIV/AIDS transmission was very low for 12- to 14-year-old female adolescent household work­
ers with no schooling, from the poorest SES living in rural settings (.0002 and .064, respec­
tively). The highest knowledge ofSTIs and AIDS was for 20- to 24-year-old male students with 
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Table l. Urban/Rural Knowledge Prevalence Ratio (PR(U/R» With 95% Confidence Intervals of STIs and 

AIDS Transmission of 12 to 24 Years Age Group by Socioeconomic Factors. 

Socioeconomic Characteristics 

Age in years 
12-14 
15-19 
20-24 

Sex 
Males 
Females 

Education 
No schooling 
Primary 
Secondary and higher 

Marital status 
Single 
Currently married 
Separated/divorced/widowed 

Occupation 
Student 
Household work 
Income-generation work 
Unemployed/others 

Wealth index 
Poorest 
2 
3 
4 
Nonpoor 

All 

Know Ways for Transmission of 

STIs (Syphilis/Gonorrhoea), PR(U/R) HIV/AIDS, PR(U/R) 

1.6 (0..049-5.1) 
1.2 (0.85-1.6) 
2.0 (1.7-2.5) 

1.6 (1.3-1.9) 
3.2 (2.2-4.7) 

1.2 (0.55-2.7) 
2.1 (1.3-3.4) 
1.6 (1.3-1.9) 

1.6 (1.3-2.0) 
2.6 (1.9-3.6) 
2.8 (0.18--43.4) 

1.7 (1.3-2.3) 
3.6 (2.2-6.0) 
1.4 (1.1-1.9) 
1.6 (0.72-3.4) 

1.6 (OA8-5A) 
1.2 (0.65-2.3) 
2.3 (1.5-3.5) 
IA (0.99-2.0) 
1.3 (0.96-1.7) 
1.9 (1.6-2.2) 

1.6 (1.5-1.7) 
1.2 (1.2-1.3) 
IA (1.3-1.4) 

1.2 (1.2-1.3) 
1.5 (1.4-1.5) 

2.0 (1.8-2.3) 
1.5 (1..04-1.6) 
1.1 (1.1-1.2) 

1.3 (1.3-1.4) 
I A (1.4-1.5) 
1.2 (0.83-1 .6) 

1.3 (1.3-1.4) 
1.5 (1.5-1.6) 
1.2 (1.1-1.3) 
1.3 (1.2-1.5) 

1.8 ( 1.6-2.1) 
IA (1.3-1.6) 
1.2 (1.1-1.3) 
1.1 (1.1-1.2) 

1.04 (1.01-1.1) 
IA (1.3-1.4) 

Abbreviation: STI, sexually transmitted infection. 

higher education, from the nonpoor SES living in urban settings (.36 and .98, respectively; 
Figure 2). 

Discussion 
This study, which will create awareness in Bangladeshi society, reports the knowledge of STTs 
including HIV/AIDS among adolescents. Furthermore, it contributes by identifYing the patterns 
and determinants in the knowledge of sexual diseases using demographic, sociocconomic, and 
residence in terms of urban-rural factors. These are necessary information for implementing 
agencies and policy makers to develop strategies to prevent and control these diseases. 

This study shows knowledge and misconceptions regarding transmission ofSTIs to be low, in 
contrast with the study by Mmbaga et al28 in Tanzania, which also found STI transmission 
knowledge to be low as well as the "presence of misconceptions." But 2 other studies among a 
section of Bangladeshi married women and youth showed that knowledge and misconceptions 
about STls was high compared with those found in this study.8,29 Knowledge of this study was 
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Table 4. Multiple Logistic Regression Analysis of STls and AIDS Knowledge of the 12 to 24 Years Age 

Group Odds Ratio and 95% Confidence Intervals. 

Factor 

Residence \ 
Rural 
Urban 

Age in years 
12-14 
15-19 
20-24 

Sex 
Female 
Male 

Education 
No schooling 
Primary 
Secondary and higher 

Marital status 
Single 
Currently married 
Separated/divorced/widowed 

Occupation 
Student 
Household work 
Income-generation work 
Unemployed/others 

Wealth index 
Poorest 
2 
3 
4 
Nonpoor 

-2 Log likelihood 
Pseudo-R2 (Cox and Snell R2) 

Abbreviation: STI. sexually transmitted infection. 

Know Ways for the Transmission of 

STls 

I 
1.4 (1.1-1.7) 

I 
9.5 (5.4-17) 

30.9 (17-56) 

I 
5.0 (3.6-7.1) 

I 
1.1 (0.73-1.7) 
3.2 (2.1-4.8) 

I 
1.5 (1.2-2.1) 
1.3 (0.29-5.6) 

I 
0.29 (0.18-0.46) 
.78 (0.61-1.01) 

7 (0.37-0.89) 

I 
2.3 ( 4-3'.8) 
1.9 (I. 3.1) 
2.0 (1:2. 3) 
2.2 (1.3-3. 

3368.057 
0.080 

HIV/AIDS 

I 
2.3 (2.0-2.6) 

I 
3.4 (10-3.9) 
3.9 (3.3-4.6) 

I 
1.9 (1.7-2.2) 

I 
1.9 (1.7-2.2) 
6.9 (5.9-8.1) 

I 
1.1 (0.90-1.24) 
1.4 (0.82-2.3) 

I 
0.67 (0.56-0.81) 
I .04 (0.89-1.23) 
0.99 (0.77-1.3) 

I 
1.5 (1.3-1.7) 
2.3 (2.0-2.7) 
2.8 (2.4-3.2) 
4.5 (3.8-5.4) 

11477.627 
0.260 

quite low compared with a study by Raheel et al 30 among Pakistani 1 - to '.I9-year-old adoles­
cents (44%), and also lower than another study by laiswal et al31 among Plllee school students 
(42%). Several studies proved that knowledge (heard of) of STIs in BangIa .shi adolescents has 
increased gradually, yet the knowledge (with signs and symptoms) ofSTls was ow (4.5%).8,23.30.31 

We found that 12- to 14-year-old females without schooling, involved in ousehold work, 
from the lowest SES, and living in rural areas were especially disadvantaged du to low knowl­
edge about the transmission of STIs. It could be anticipated that males are less sha eful to hear 
about STI transmission compared to females, particularly in rural areas. Most st keholders, 
induding parents/elderly people in this society usually do not allow the youngest ado scents to 
participate in the discussion on sexual issues.2o Thus, most adolescents grow up wi thou having 
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Figure 2. Estimated probabilities of adolescents' nowledge in STls and HIV/AIDS transmission, 

prior knowledge of sexual diseases or physical eha es. This pattern was also reflected when the 
2005 BRAC adolescents survey data set was prelim) arily analyzed for the study of knowledge 
of reproductive health. l

? 

In this study, more than three fourths of adolescents h ard of HIV I AIDS in their lifetime. This 
coincides with the 2004 BDHS (15-24 years male 88%, ale 70%),23 but is about 10% lower 
than the 2007 BDHS and the 2005 baseline HIV/AIDS su ys among 15- to 24-year-old youth 
in Bangladesh.8

ol2 The adequate knowledge of HI VIA IDS smission of this sample was con­
siderably much higher than that of national HIVIAIDS survey 8,33 and also much higher than a 
recently conducted study by Raheel et al 30 among Pakistani ad eseents (15-19 years). These 
results, however, reflect the success of a countrywide campaignin program on access to SRH 
information and services by Marie Stopes International; a communi -basen HIV/AIDS educa­
tion program by BRAe; a condom promotion program of a social m rketing company; a col­
laborative project between the National AIDS/STD Program and the Sav the Children-USA for 
improving access to life-skills-based SRH education and condom services or male youths; and 
the national AIDS campaigning program through mass media, which was a 0 supported by the 
2004 BDHS report.23 In addition, the NGOs and international organizations ad also played a 
significant role in spreading the HIV/AIDS knowledge throughout the country. he findings of 
this study confirmed that the knowledge of HIV transmission varied significant! according to 
socioeconomic status and urban-rural areas (P < .01). It is reasonable to say from t multivari­
ate analysis that adolescents who had poor knowledge of HI VIA IDS transmission we e females 
without education, engaged in household work, and lived in rural areas with lowest SE . 

Limitations of this study include nonrespondent bias (3% for all selected adole ents) 
because it happened due to huge temporary migration of 15- to 24-year-old male respon ~nts, 
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particularly for employment purposes. Determination of exact age was difficult for interviewers; 
although events calendar was used to obtain best estimates, some errors cannot be ruled out. The 
lowest rate of knowledge among females might be due to silent infections or any other unknown 
reasons. 

Strengths of this first nationwide adolescents survey is that it permits conclusions regarding 
the whole country as well as by age, sex, and urban-rural areas. Furthermore, the size of the 
study facilitates precise point estimates with narrow confidence intervals. As the sampling design 
is similar to the 2004 BDHS/3 it allows the comparison of some background indicators for test­
ing the data reliability and validity of this study. For example, the male/female ratio is consistent 
with that of the national data set (0.80 in BAS 2005; 0.85 in BDHS 2004).23 

Conclusion 
The pattern of overall knowledge of STIs as well as HIV/AIDS among adolescents was similar. 
Knowledge of STh including HIV/AIDS has been significantly associated with demographic 
factors as well as the urban..:.rural residences or socioeconomic factors. Urban-rural difference 
seems the most influential factor as against socioeconomic and demographic differences. Countrywide 
health promotion and education programs targeting this vulnerable group can playa vital role in 
improving the overall situation. 
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\/ision, Mission and Value of the Ministry of Public Health 

Vision 
To be the core agency In developing the health system with quality, efficiency and equality; with participation of the 

people, convrunities and all sectors for good health of all Thai people in order to achieve a good and sustainable SOCiety 

following the King's Sufficiency Economy philosophy. 

Mission 
1. Detemine national and international health policy and strategy, concordantly with ongoing changes. 

2. Develop effICient and equitable integrated health service system for both normal situation and emergency with emphasis 

on basic rights, speciali2led service and emergency medicine. surveillance system, disease prevention and control and health 

threats. 

3. Promote participation of all sectors to raise health consciousness, promote health and improve health behaviors. 

4. Develop health management system and mechanism to rreet the quality standard , in line with SuffiCiency Economy 

philosophy 

5. Detemine health research and knowledge management direction policy 

Value 
Stand for righteousness, honesty, responsibility. transparency, accountability and achieverrent without discrimination. 

A STORY TO INSPIRE CONFIDENCE 

HEALTHCAREIN ;IHAILAND.: A 
STOBY~~Q \INSPIR~" OONfIDENCE 

Thailand can be proud to have achieved most of the eight UN Millennium Development 
Goals (MDGs), in particular the three health-related goals. 

In 1970, Thailand had an infant mortality rate of 68 per 1,000 live births, while today it is estimated at 
13 per 1,000 live births. According to a 2008 study published In the medical journal Lancet, Thailand enjoyed 
the highest annual rate of reduction In child mortality among 30 low- and middle-income countries between 
1990 and 2006, The maternal mortality ratio has also shown a similar decreasing trend. In addition, Thailand 
has been successful at curbing new HIV Infection rates by 83 per cent since 1991, thanks to the arduous 
efforts made by governments and NGOs. Such impressive health outcomes did not occur in isolation 
from its socia-economic development context. From 1969 to 2009, Its gross national income (GNI) grew from 
US$210 to $3,760 in current figures, or 17 times over 40 years. During the 19705 and 19805, Thailand invested 
heavily In highways that connect the Isolated and impoverished Northeast and North to Bangkok; 
electrification throughout the country; as well as expansion of school enrollment for both boys and girls. As a 
result, the positive spillover effects also benefited the public health sector. As economic growth accelerated in 
the mid-1980s and 19905, the country continued to finance infrastructure projects which brought greater 
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