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Community Health

HIGH PREVALENCE OF GYNAECOLOGICAL
DISEASES IN RURAL INDIAN WOMEN
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A population-based cross-sectional study
of gynaecological and sexual diseases in
rural women was done in two Indian villages. Of 650 women
who were studied, 55% had gynaecological complaints and
45% were symptom-free. 92% of all women were found to
have one or more gynaecological or sexual diseases, and the
average number of these diseases per woman was 36,
Infections of the genital tract contributed half of this
morbidity. Only 8% of the women had undergone
gynaecological examination and treatment in the past.
There was an association berween presence of
gynaecological diseases and use of female methods of
contraception, bur this could explain only a small fraction of
the morbidity. In the rural areas of developing countries,
gynaecological and sexual care should be part of primary
health care.

Summanry

INTRODUCTION

MATERNAL and child health care is one of the eight basic
components of primary health care in the Declaration of
Alma-Ata.’ In some programmes, & more focused approach
has been advocated and promoted—termed selective
primary health care? or child survival revolution.* There is
new concern about the health care of women during
pregnancy and childbirth,* and prevention of maternal
mortality has been identified as a pricrity.® By contrast, little
artention has been given to the reproductive health of
non-pregnant women. In third-world countries, such
women tend to encounter the health care system only when
they are the target of family planning programmes.®

The term gynaecological diseases is used in this paper to
denote structural or functional disorders of the female
genital tract other than abnormal pregnancy, delivery, or
puerperium. One reason for the relative neglect of
gynaecological care s a failure to appreciate the extent of
unmet needs in rural areas. Most of the data are from
hospitals or clinics and are highly selective; they give no idea
of the rates in the population.”® The few population-based
studies have focused only on specific disorders—ie, cervical
cancer™'® (chosen for study because of hospital experience),
vaginal discharges,’” and genital infections (based on
family planning clinic data). We are unaware of any
population-based study of the whole range of gynaecological
diseases in developing countries. An additional reason for
lack of information on these disorders is the extreme scarcity
of female doctors in the rural areas of developing countries.
Traditionally women from these areas are very reluctant to
talk to or be examined by male doctors for gynaecological or
sexual disorders, Nurses and paramedical workers are not
trained to deal with gynaecological diseases; so the result is
near total absence of care.

In the present study we sought to determine: (1) the
prevalence, types, and distribution of gynaecological
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discases in rural women; (2) awareness and perceptions of
the women about their gynaecological and sexual disorders;
and (3) the proportion of women who have access to
gynaecological care.

SUBJECTS AND METHODS
Study Area and Sample Population

Gynaecological inquiry and examination i a very sensitive matter
for rural women in India. One cannct randomly select a few women
from a large population and descend upon them. Hence it was
decided 1o make villages the units of study.

The invesugation was conducted in Gadchiroli district, a
backward district of Maharashtra state. Two villages were selected
on the following criteria: soci mic composition similar to that
of the average village; leaders who could understand the nature of
study and would persuade the women 10 participate; prevalence of
gynaccological diseases not known to be atypical.

Village A had a population of 1400 and village B 2200. They were
located 20 km from the district town and from each other. Both had
perennial roads. A primary health centre with two male doctors was
located in village B while a small mission hospital run by the nurses
was located in village A. Thus both the villages had good access 1o
primary health care, though the nearest gynaecologist was at the
district town.

Female social workers, village leaders, and volunteers invited all
females who were age 13 years and above or had reached menarche
1o participate in the study, whether or not they had symptoms.

Irrvestigations

A field camp was set up in the village, first in A then in B, with
facilities for interview in privacy and pelvic examination, pathology
laboratory, and operating theatwre, A base pathology and
bacteriology laboratory was established at the project headquarters
20 km away. The study team (a female gynaecologist with 10 years’
experience a¢ consultant, a physician, a pathologist, @
technician, a nurse, and femnale social workers) visited the field camp
and conducted the study. The women who were found o have
disease were offered treatment.

First, information was obtained on personal demails,
socioeconomic  status, perceptions and practices as regards
gynaecological symptoms, past experience of care, and obstetrical,
gynaecological, and sexual history. The women then had a general
physical examination including speculum examination and
humnmlﬂnmmmnﬁhepdm,mmmedwlswnhminm
hymen had rectal rather than vaginal examination. The following
laboratory investigations were done (apart from vaginal specimens,
omitted in the never married): urine and stool tests; haemoglobin
(cyanmethaemoglobin method); peripheral smear for typing of
anaemia and for parasites; VDRL test (slide flocculation test using
antigen from Government serology laboratories with positive and
negative controls for quality control}; sickling test with 2% sodium
metabisulphite; urine culture and antibiotic smsuvﬂies when
necessary; vaginal smear microscopy and gram staining; vaginal and
cervical cytology with Papanicolaou stain (method of Hughes and

Dodds'); culture and antimicrobial sensitivity of vaginal swab
(after transport to base laboratory in nutrient broth, primary
inoculation was done an McConkey and blood agar and growth was
obwvedﬂhlam,mﬂhtymdmsmmnswmmﬁmd,mlh
biochemical reactions; specimens were not incubated in carbon
dioxide atmosphere for Nesseria gonorrhoeae, or for anaerobes);
blood biochemistry, when necessary; husband’s semen analysis,
when indicated;* and cervical biopsy, dilatation and curetiage, and
radiological examination when indicated (all histopathology slides
of biopsy or uterine curertage material and suspicious cytology
slides were reviewed by senior pathologists at the nearest referral
laboratories at Nagpur).

Diagnostic terms and entities were those in the International
Classification of Diseases, 9th revision.*' Vaginitis was diagnosed
when the vaginal wall was visibly inflamed and the vaginal smear
showed at least 5 pus cells per high-power field. When smear












