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TABLE 1—Sexual Behavior and Condom Use Among the Sample in the
12 Months Before the Interview: Jinan, Shandong, China, 1998

Male (n=348), No. (%) Female (n=150), No. (%)

Had multiple sex partners
No 45 (12.9) 69 (49.0)
Yes 303 (87.1) 81 (54.0)

Exchanged sex for money
No 345 (99.1) 114 (76.0)
Yes 3 (0.9) 36 (24.0)

Exchanged money for sex
No 110 (31.6) 149 (99.3)
Yes 238 (68.4) 1 (0.7)

Condom usea

Sex with spouse
Never use condoms 131 (63.3) 50 (62.5)
Sometimes use condoms 66 (31.9) 30 (37.5)
Always use condoms 10 (4.8) 0 (0.0)

Sex with boyfriend/girlfriend
Never use condoms 48 (40.3) 36 (48.0)
Sometimes use condoms 71 (59.7) 39 (52.0)
Always use condoms 0 (0.0) 0 (0.0)

Sex with others
Never use condoms 213 (68.5) 13 (26.0)
Sometimes use condoms 89 (28.6) 37 (74.0)
Always use condoms 9 (2.9) 0 (0.0)

aSample sizes for condom use items varied.

derreporting of the true prevalence of parental
HIV infection, especially if young people are
unaware of their parent’s HIV status or they
are not asked about the parent’s status in the
clinical interview. In addition, although the
youths described here presented with less ad-
vanced HIV disease than youths known to have
been infected perinatally, it is impossible to
rule out that perinatal infection may have oc-
curred in some cases.

The results of this study indicate the need
for (1) further research to specify the signifi-
cant psychosocial factors (e.g., stigma, disclo-
sure, parental distress, loss of social support)
that mediate risk behaviors and consequent
HIV infection of youths whose parents have
HIV/AIDS; (2) the development of targeted
prevention interventions to assist youths who
are coping with multiple traumas (e.g., sexual
abuse, parental illness, substance use); and (3)
linkages with adult HIV treatment and sub-
stance abuse treatment programs to identify
high-risk youths with an HIV-positive parent
for referral to appropriate services.
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Sexual Behavior and
Condom Use Among
Patients With Sexually
Transmitted Diseases in
Jinan, China

China has witnessed an explosion of sex-
ually transmitted diseases (STDs) in recent
years.1–3 However, little is known about the
sex and condom use practices of the patients
attending STD clinics in China. To learn more
about this population, we carried out a col-
laborative STD/HIV research study at the
Center for Prevention and Treatment of STD
and Skin Disease in Jinan, Shandong, China.

From April to October 1998, a random
sample was drawn from patients with a diag-
nosed STD who visited the center. Clinic
physicians interviewed 498 patients, 98% of
those who were asked to participate. The Sex
Risk Behavior Assessment Questionnaire, de-
veloped especially for the project, was used
for the interviews. To assess the reliability of
the instrument, we conducted test–retest in-
terviews within a 1-week period with 50 ran-
domly selected patients. The reliability for de-
mographic and diagnosed STD measures was

perfect (κ=1 for categorical measures, r=1
for continuous measures); reliabilities for
measures focusing on number of sex partners,
commercial sex, and condom use were ac-
ceptable (κ>0.70, r>0.90).

Men constituted the majority of the sam-
ple (69.9%). Most of the patients were resi-
dents of urban areas (83.5%). Mean ages were
33 years for men and 27 years for women. A
substantial proportion of the sample had never
been married (30.3%). Patients in the sample
held a variety of jobs ranging from taxi driv-
ers to military officers. Among the sample,
the most commonly diagnosed STDs were
gonorrhea (33.1%), chlamydia (33.5%), and
genital warts (21.9%).

The earliest ages at first intercourse were
12.3 years for men and 13.6 years for women;
however, the mean age at first intercourse
was older than 20 years for both men (22.7
years) and women (21.2 years). Same-sex en-
counters were reported by 3.2% of the men
and none of the women. Most of the patients
had had multiple sex partners in the 12
months before the interview. Mean numbers
of sex partners were 6.2 for men and 7.2 for
women.

Two thirds of the men reported having
paid for sex with a woman, and about 24%
of the women reported having provided sex in
exchange for money. Condom use was un-
common. Very few men and none of the
women reported always using condoms;
68.5% of the men and 26.0% of the women
reported never using condoms even when hav-
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ing sex with a person other than a spouse or
boyfriend/girlfriend (Table 1).

In China, condoms are readily available
in pharmacies, at places of employment, and
through government family planning pro-
grams. Even so, the majority of the sample
did not use condoms consistently and engaged
in high-risk sexual behaviors. These findings
are consistent with the results from studies of
patients visiting STD clinics in other coun-
tries.4,5 Our results suggest that prevention pro-
grams focusing on STDs, including HIV/
AIDS, are urgently needed for patients visit-
ing STD clinics in China.
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To the Editor

Emergency Department
Screening for Domestic
Violence

Larkin and colleagues recently described
the positive impact of an administrative inter-
vention to increase nursing staff compliance
with hospital policies supporting early identi-
fication and referral of battered women.1 While
increased attention to the efforts of health care
providers to improve the health care response
to domestic violence is both appropriate and
admirable, it is also important to note that the
approach suggested by Larkin et al. may have
negative consequences as well, particularly if
implemented in isolation.

The policy under study mandated that
nurses privately ask all female emergency de-
partment patients aged 18 years and older the
questions on the Domestic SafetyAssessment.
The administrative model studied by Larkin
et al. included 4 tiers of disciplinary action for
noncompliance with this mandate: verbal
counseling, written counseling, written warn-
ings, and finally termination if noncompli-
ance persisted.

According to the study, most nurses (13 of
21) receiving disciplinary action improved their
compliance after 1 counseling session and re-
mained compliant for a full year after inter-
vention. The authors indicate that this form of
redress was widely supported by hospital ad-
ministrators, was consistent with other institu-
tionwide efforts to standardize performance,
and was successful in increasing screening
rates. Larkin et al. conclude that “through ad-
ministrative support, mild coercion, and en-
couragement, impediments to universal screen-
ing may be overcome.”

Yet such a punitive and coercive approach
ignores the very real, well-documented fact
that a significant minority of nurses have ex-
perienced or are experiencing violence. As one

recent author noted, “nurses may be averse to
screening for abuse in women because the
questions and responses evoke distressful mem-
ories of past or current abuse in their own
lives.”2 Of registered nurses who participated
in a recent survey regarding attitudes and prac-
tices of nurses toward women who have expe-
rienced abuse, 31% reported that either they
or an immediate family member had a history
of abuse.3 Punishing such women for failure
to comply with a policy that is insensitive to
their own potential limitations is shortsighted
at best and probably counterproductive in the
long run.

Such a simplistic approach also ignores
the genuine safety concerns expressed by some
nurses who are required to raise the issue of
domestic violence in the health care setting.
Sugg and colleagues recently reported the re-
sults of a confidential survey of providers in
5 primary care clinics at a large urban health
maintenance organization.4 Twenty percent of
the respondents expressed concern for their
own safety when asking about battering, and
more than a quarter (26.5%) believed their
workplaces were not secure enough to allow
them to safely discuss domestic violence with
clients.

It is because of these concerns about sen-
sitivity and safety that any efforts to implement
administrative sanctions such as those dis-
cussed by Larkin and colleagues must be ac-
companied by a comprehensive workplace re-
sponse to domestic violence. The National
Workplace Resource Center on Domestic Vi-
olence, a project of the Family Violence Pre-
vention Fund (http://www.fvpf.org), is an ex-
cellent resource for those attempting to craft
such a systematic approach to this pervasive
public health issue.
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