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Summary: This study was conducted among 362 women of reproductive age-group in 5 randomly sclected

villages of Chandigarh. In all 133 women {prevalence rate 36.74% ) were tound to have multiple svmptoms of

avnaccological morbidity. The prevalence was maximum in the age group of 20-24 (41.77 % ) and 35-39 (32.78¢ )

vears. Higher morbidity was also observed among illiterates, married women and women having five or

morce children. Reproductive tract infections were responsible for most of gynaccological disorders. Vaginal

discharge (16.02), lower abdominal pain (15.47%) and burning micturation (12.15% ) were the common

presenting svmptoms. A third of the symptomatic subject did not iake treatment mainly due to not precieving

it as a problem or due to hesitation in communicating.

Intoduction

Reproductyve health is ane ot the major health problems

worldwide. Inspite ot vartous maternal health

progrimimes under imprementaton. nearly 333 million
cases of sexuallv transmitted disease (STD Sy were
cstmated to hine occurred according 1o WHO report in
1996 Besides otherreproductive tract infections (RTT's)
mahke the magniude oi” reproductive morbidity even
targer. In developmg countries, out of every 10 women
atending fomily planning and maternal and child health
climes, 1-2 are infected with such diseases tMahajan &
Gupta, 1995 Upto 18% of these patients have
conorrohea. 179 have syphilis and 307 have
trichomoniasis i Population report, 199350 In India and
other developing  countries,  the
eviaccological morbrdity tGYNMD s estimated 1o be

cnormuots. There s paucity of information on

cpidemiotoeical features of GYNM in the community of

Indian subconunent.
Materials and Methods

Unton territory of Chandigarh with an arca of 114 sq.
km. has a population of 0.8 mithon. Nearly 0.1 million
people are restding in 27 villages which are i continuity

with the urban arcas of the city.

The study was conducted by visiting every tenth house
i the three randomly selected villages. The information

mmorelation to tamily sizes smptoms related Lo

problem of

eynaccological morbidity and therr treatment profiie was
recorded on a pre-designed and pre-tested schedule. The
study group comprised ol 262 women-both marred and
unmarried in the reproductive age-group. The dingnosis
of GYDM wus made on the sole criteria of symptoms as
recommended under syndromie approuach (Population
Report. 1993). Symptoms refated to menstrual disorders
like scanty or excessive bleeding or wrregular eveles,
pregnancy and abortion were not taken imto constderation
No clinical examination or laboratory investigations were
undertaken for the confirmation of diagnosis. The
information was collected by the trained staft comprising
of lady doctors and female soctal workers. The study was

conducted between December 1996 and March 1997,

Results

In the present study, out of 362 women in the reproductive
age group. 133 were having symptoms. Only 63 swomen
presented with a single symptom whereas renaminy 70
were having multiple symptoms (2 wo 5. Table Treveals
that vagmal discharge (16.027¢y, lower abdomimal pain
(15.47%) and burning micturation (12.15% ) were the

commonest clinical presentations.,

The prevalence rate of gynaccological morbidity i the
study was observed (o be 36.74% . Table 11 shows that
the peak prevalence of morbidity was 1 the age-group
of 35-39 years (52.78% ) and 20-24 vears (41770,
respectively. The study included 62 unmarried (17,13

women. The prevalence was higher among married
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Tabie-1
Distribution of Gynaecological Morbidity

Clinteal Presentation Symptom Present

Total Prevalence( %)

n=362
I Nagmal discharge SR 16.02
2 Lower abdommal pain S6 1547
2 Burnimyg micturaiton 44 12.5
4. Irching genttalia 37 10.22
SoUfeer genitalia 2. (.55
6. Something coming out 12 334
7. Unable o control urine 11 304
S, Pain during intercourse 3 1.38
9. Others 17 +.70

Tuble 11
Agewise Prevalence of Gynaecological Morbidity

Cases

Age-groups Total number of

fIn o ears Respondents Ghymaccologieal Prevalence(to)
morbidity cases
15-19 59 17 28.51
20-24 70 33 41.77
253-29 111 38 34.23
30-34 53 18 33.96
25-39 36 19 52.78
40+ 24 10 41.67
Total 362 133 36.74

Tuble 11
Gy naccological Morbidity Cases by Marital Status
Marital Status

Gy naecological Morbidity Cases

Present Ahsent Total
Unmarried 10 (2551) ey 74.19) 62 (100)
Married 117 (39.0) 183 (61.0) 300 (100)
Totas 3303674 229(6326) 362 (100)

Parenmeses denotes pereentages

NE=ANS A= 1 pvalue <0.05

(39.0%) i compartson to that among unmarried (25.81%)
and the relattonship was tound to be statistically
stgmificant ( Table 1.

When the number of children were befow 5, the

prevalence was between 34.48% and 41.51% but it

Table 1V
Gynaecological Morbidity Among Married Women

By Number of children

No. of Total number or
Children Respondents Ghynac Provalence
Morbidiy Cases (o
0 29 10 344N
] 53 22 SS N
2 94 37 303G
3 75 26 3407
4 30 1 30.07
>5 19 B! ST RY
Total 300 17 39.00)
Table V

Gynaecological Morbidity by Duration ot Muarriage

Duration of Total Number ot
Married Life(Yrs)] Respondents (iyvnae. Prevalence
Morbidity Cases i

1-4 91 41 45.05
5-9 103 37 3392
10-14 50 1S 36.00
15-19 3% 4 3684
>20 IS 7 089
Total 300 17 19.00

mcreased to 57.89% when children were 5 and above
(Table TV). It was also observed that 49,17 of the
respondents were local natives while remaiming were
migrants belonging to nocthern states and the morbidity

was 33.71% and 39.67%. respectively.

Table V reveals that GYM was maximum (45,05 in
the first 4 years of married hife and thercatier it came
down and did not show much variation (35.92% 10
38.89%). As the educational status of the women
improved from illiteracy to middle and further to
secondary and above Ievels.a decline mn the GY N was
noticed from 38.59% 10 37.72% and 3-4.16% respectively.
Nor much of a difference i morbidity was noticed
refation to occupations among husbands of married

respondents.

Of the 133 symptomatic women. 63. 16 contacted health
carc provider. Majority (57. 144 ) of them took treatment

from a qualified allopathic doctor followed by quacks or
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Table V1

Treatment Profile of Gynaecological Morbidity Cases

Treatment profile No. of respondent

A0 Treatment taken (n=133)

Yes 64 (63.106)
No 49 (36.84)
By Health care provider contacted (n=04)
Unqualiticd doctors/ quack 24 028.57)
Indrgencous system doctor 3357
FF'emale health worker/Nurse 503.95)
Qualiticd allopathic doctor 45 (5714
Others H(H76)
(1 Reasons tor not taking treatment (n=49)
Hesitation 22 (4490
Leconomic constraints 05 (10.20y
Not precevied as problem 22 (4490

vnqualificd doctor (28,5740 N farge number of women
Jdid not take treatment for not pereeiving gy naecological
discases as the problem (449077 1 and the simifar number
expressed hesitation i conmunicating these problems

cither to thewr hushands or health care provider (Table V.
Discussion

Prevalence and Chinieal Presentation:

The present study revealed that more than a third
136,74 of the women in rural arcas of Chundigarh were
having one or more symptoms related to gynaecological
disarders (except menstrual problem). Only limited
information on gy naccological disorders 1s available from
the community based studies. Bang etal in 1989 recorded
avery hirgh prevalence of 924 among rural women

though only 557 of them were having symptoms. Simtlar

obseryations were made in the Delhr series where out of

130 women. 1T were having such disorders (Mishra et
Al 1997y The criterion to diagnose on the basis of clinical
presentation and symptoms is likely to miss a few
asymptomatic patients, but this criterion was taken in the
present study for vartous reasons. National reproductive

and child health (RCH) programme which was introduced

1996, has icorporated @ newer component in form of

control and prevention of RTTs and STD s, Only common

evnaecological problems can be managed by imparting

some training to grassroot level workers, by adopting the
syndromic approach. Morcover, the heaith infrustructure
i India lacks laboratory facilities and skilled personnei
to conduct internal examination in the remote and

peripheral arcas,

Another feature of this study was a high prevalence of
symptoms related o RTIs fes out of 133 women with
GYM, 128 (96.24% ) were having cither RTUS only or
along with other non-infectious GY M. Vaginal dischargce
(16.02%). lower abdominal pain (13.47% ). and burning
micturition (12.15%) were the common presenting
symptoms. RTI's have been reported to be the common
cause of morbidity among the women of reproductive
age-group in the develoning world. Cervicitis, pelvic
inflammatory discases (PID), vaginitis. trichomoniasts.
candidiasis were the common RTUs 1o rural women of
Delhi (Mishractal. 1997). Simifar findings were observed
by Bang et al. (1989). Forty-nine percent of the women
were found to be bacteriologically positive for the vaginal
discharge (Bali & Bhujwala. 1969). Control measures
should aim at reducing the prevalence of RTUs in the
community because these are known to cause a number
of sequelae. Without treatment. 35-85% of women with
PID may become infertile. The risk of ectopic pregnency
is enhanced by 7 to 10 folds {Westrom & Mardh. 199())
and nearly 40% of the infected pregnancies end in
spontancous abortions. stillbirths or perinatal deaths e
Schryver and Meheus, 1990). The transmission of AIDS
is obscrved to be ninetold in presence of ST S

(Population Report. 1993).

Epidemiological Features

A higher prevalence of GYM was observed in two age-
groups of 20-24 and 35-39 veuars. The women in 20-24
years of uge are exposed to marriage and first pregnancy.
Relationship between marriage and higher GYM was
observed in the present ctudy as well. High GYM in the
35-39 years age-group 1s possibly duce to the reason that
women had undergone multiple pregnancics by this age-
group. Delivering five or more children was not noticed
to be a high risk factor in increase of gynaccological

morbidity.
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Treaunent Profile

Inspie of ostrong health mtrastructure in Chandigarh
(Swanu & Bhatra, 1997 more than a third symptomatic
women Jdid not contact health care providers for the
treatiment. Women i India, fal to utilize health services
forvartous soctal and cconomic constraints or due to not
percenvine GY N as w problem. Although majority of
women who took treatment. contacted a qualified
allopathic doctor, nearly one-fourth vistted quacks oran

ungualtfred doctor.
Conclusion

The oynaccotogical morbidiny especiathy RTEs is amajor
public health problem. Inclusion of prevention and control
of RTINS and STD'S i the National RCH programme in
India s a signidicant step toward mmproving women's
health. In order to make this programme successful. itis
cssential to raim grassroot level workers to identify and
manage common gynaceological diseases: and provide
appropriate drugs at peripheral health centers and create

awareness among women about her reproductive health.
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