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The general objective of the study was to determine the prevalence of uterine
prolapse in the studied sample area, knowledge, attitude and preventive measures of
uterine prolapse amongst the martied women of reproductive age in the 8§ vdes of
Surkhet district of Nepale'It was a cross sectional study. There were a total of 267
participants in the study. SyStematic random sampling was done. Data were collected
by constructed questignnairgiand analyzed by percentage, arithmetic mean, standard
deviation, chi square andftheslogistic'regression. The data were analyzed by using
level of significance ag0.05.Focus group.discussion was carried amongst women with
and without prolapse to understand their preventive behavior

)

The results showed that the prevalence of uterine prolapse was 24.7%. Women
had a moderate level of knowledge regardiﬁ'g uterine prolapse (51.9%).Logistic
regression revealed that knowledge level (p va‘,ig@f0.0l) ,attitude level( p value<0.05)
and parity(p value<0.05) were significant. .

The results showed that women hav,?: knowledge about the preventive
measures is less as compared fisk factors, signs‘and symptoms therefore showing that
more awareness programs are needed in the area. Focus group feyealed that though
women had knowledge abotit uiterinie prolapse; they could fiot praetice it due to lack of
help from family mémbers including her husband.
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CHAPTER |
INTRODUCTION

1.1 Background and Rationale

Women comprise slightly-over 50% of the total population of Nepal but the country has
one of the highest indices of maternal mortality rate (Ministry of Health and Population
of Nepal [MOHP],2010).Rgproductive morbidity includes gynecological and obstetrics
morbidity.Gynecologieal marbidity signifies poor health throughout the reproductive
episode that is before and after; the:delivery of the child (Younis et.al.,1993).Maternal
morbidity is the unspeakable anguish undergone by millions of women in Nepal, which is
not as focussed as mugh as/the causes of njate?hal mortality. Life expectancy of female
population at birth is'67 years(World Health*R.epqut, 2005). The maternal mortality ratio
is 281 per 100,000 live births in :20(56 and is:onje'cted to be reduced to 250 per 100,000
life births by 2017 (National Demographic Héé:rt:ﬁ Survey of Nepal[NDHS], 2006).

: s f

Reproductive mortality.-and morbidi;y_—is_} one of the major problems for the
women of Nepal. A study shows that out of 50 women reporting . iliness during a family
planning camp, 96% was diagnosed with reproductive morbidityr related illness (Thapa
and Basnet, 1999)."Around 3% of women were clinically diagnosed with reproductive
health morbidity in“the community based study done by Bhatia et al (1997). One of the
most common, but oftemwhidden and untreated gynecological morbidities is uterine

prolapse (Messerschmidt.L; 2009).

According to the reports of Women’s Rights'Reproductive Program [WRRP],
2007 uterine prolapse is a significant health problem amongst women and has affected
women all over, in the mountains, hills, plains and the valleys. It is a condition in which
women’s uterus slips or sags out of its normal position. This is called incomplete

prolapse. In a more severe case--called complete prolapse, the uterus slips so far out of



place that some of the tissue drops outside of the vagina (Cleveland Clinic, 2010).The
population based survey conducted by United Nations Fund for Population Activities
[UNFPA], 2005 reported that 600,000 women in Nepal suffer from uterine prolapse out
of which 200,000 women need immediate surgery. 69.1% of women have first degree
prolapse and 30.9% suffer from second and third.degree of prolapse . The reason why
uterine prolapse has been'amajor health*concern-and-alarmed many non governmental
organisations and various _ethers is the agegroup in which it has been seen in
Nepal.Unlike westegarcouniries-where prolapse usually oceurs in old age,menopausal
women, in Nepal girls'as young as 15-years have been found to suffer from prolapse
while some have been suffering from'it for aslong as 45 years.Studies have reported that
more than 51% of prolapse cases occur between the age of 20-24,14% before the age of
20 and another 44% before a woman: reaches 30 (Center for Agro-Economy
Development-Women’s rights Reproducitvé- Program[CAED-WRRP] 2007).Very few
studies have been conducted in Nepal and of the few studies that have been carried out,
majority of them are clinic-based, only glvmg S clue of prevalence (Shah, 2010). The
high prevalence only shows négligence on the government s part to address a condition
which is preventable and treatabie: =
Types of Prolapse:

1) Anterior vaginal prolapse - Cystocele or urethracele: The bladder base descending
with the anterior vaginal wall and ultimate forming a pouch is known as
cystocele, it is due to the weakness.of the investing fascia of the vagina
(pubocervical facia). In this type of prolapse the urethra is dislocated from the
subipubic angle and is displaced backwards and downwards on straining.

2) Posterior vaginal prolapse-

a) Rectocele: Rectocele is known as lower posterior vaginal'wall profapse. This type
of prolapse means a break in inverting vaginal fascia with hermination of the

bowel.



b)Enterocele: The prolapse of upper o‘ ior wall associated with hermination of pouch

ﬂrocele.(Bay State Health, 2010)

. —

of Douglas containing loops of

Norma i
female pelvic g n

Source: www.urogynecolog center

F i D 4
The biomedically ge@de 1 sauses of uterine prolapse are such as
. - AT TR .
inaccessibilty to excellent mdfta'rfalﬁiff'ealjh care (skilled birth attendent and emergency

roductive Health and
h"tu a

obstetric care), pove gender d mination

Maternal care), smutrition (life cycle), w period and domestic

violence(Darshan, ?I 9). cate geog -hy, insufficient and poor

health services, the pre-natal period manifested by a heavy workload, a low rate of pre-

natal care restrictions on_ women' cision-making are the major factors
e e S B3 WY1

Various studies have reported the discrimilﬂon against girls’ "gat from the
il In ices a availability of health; car ording t report
are of child bearing age are anemic and a projected 40% of them have given birth to at

least one child between the ages of 15-19.Post marriage women live in their husband’s

home where their rights are extremely reduced to an extent that they have no say in the
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decisions imposed on them even if it harms their very survival life (Shah, 2010).
Women’s right to be in control over resources is also limited. Of the total landholdings
only 8% of it is owned by women and the average size is also just two-thirds of the
overall average holding. Women who are in charge of both house and land property only
account for 4% of the total population (UNDP,.2004).

The problems arising from prolapse can gravely affect the quality of life. the
most common problems.associated with it are difficulty in walking, standing, sitting,
constipation ,backache, veiding dysfunction,urinary retention,vaginal erosion resulting in
dysparaunia and sexual dysfunction(Rahr_nap et al, 2006).Uterine prolapse not only
results in physical pain, unbearable distress and extended infection but also has social
implications. The patients are detested by Eﬁe villagers. The patient loses her ability to
work and is often left by her husband fcf')lg another woman which is relatively cost
effective for a man than struggling to'pay for'his wife's surgery. The uterine prolapse
results in a loss of woman's self respect,fys’{lgch is definitely disastrous interms of
communal recognition (Messggschimidt ,2009). 1

The fertility rate of women in NepE_F[s-ZB and also only 17% of the total
population is urbanized(UnitédNations Childfe;r-l'-’;s_'-Fﬁr‘ld[UNICEF],2008).This means the
majority of the ‘population live in rural areas where the living cenditions are pretty harsh
and women are involved in the household work, farming and poultry
(Sarkar,2007:online) ‘which are the basis for the risk factors for prolapse.Also women
hole up their reproductive problems silently to themselves as “way of life”. They are too
shy and feel ashamed to report conditionstelated to their repreductive-area(Younis et al.,
1993)

Surkhet is a district in the mid western development region of Nepal.
Birendranagar/“is the «district’ headguartérs: andlies™to the fwest ofthe feapital of
Kathmandu.The total population-of*the district is 288,527 with-female population being
145,710. The mean age of women entering into marriage is 18.77. (Central Bureau Of
Statistics[CBS], 2009).



A clinic based study carried out in the districts of Doti,Achham found the
prevalence to be 20% (UNFPA,GTZ and Government of Nepal, 2002) .Doti and Achaam
both share borders with Surkhet district i it is assumed that prevalence might be in high

khet region so far. The researcher

hopes to add information arding tm district by doing the study
“knowledge,attitude a 7 qd women of reproductive
age towards uterine a _ ; ,',Z ict pal”.It will be done in

collaboration wit

numbers. No studies have hee

GO] namely Women’s

ine prolapse in Nepal and

evel ing uterine prolapse and as to how the women
- g " { al T - - -
without prolapse look at u,tiﬂpg-_,"gférap - as a disease and their attitude towards
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Prevalence areas in Nepal

Figure 2: Map of Nepal and ence areas
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Figure 3: Map of Surkh
Source: www.ctha 5th December’2010]
1.2 Research Questions

e What is the pre e prolapse amongst women?
e What is the knowledg ; dge of preventive measures of women

towards uterine prolpas ct of Nepal?

?&H" .u.s '

13 Hypothesis'

Knowledge,attit ,‘*H'jf ine prolapse living in

the Surkhet districﬂ Nepa

U

1.4 Objectives

B NN TN T

To assess the knowledge and attltude of uterine prolapse in the Surkhet dlstrlct of Nepal.

ﬂsﬁ'}@ﬂ@ﬂ‘iﬂd UAIINYIA Y

e To determine the prevalence of uterine prolapse in the studied sample

area.


http://www.cthakur.itgo.com/districtmaps/surkhet_district.htm

e To assess the level of knowledge regarding the risk factors of uterine

prolapse.

To assess the level o e regarding signs and symptoms and
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1.5 Conceptual Framework

Figure 4: Conceptual Framework .
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1.6 Operational Definitions:
Age of marriage: It refers to getting married below 18 years which is the legal age of

.

ebyu

yves(push and pull techniques)
which lead to pelvic — v —

Parity: Multiple bM '

marriage in the country.

Poor birth practices: Deli

Knowledge: K'- Wil ge.regarding the signs and
-

symptoms, risk factors and treatment of 7

Attitude: In this stﬂ/,it is what they think about uterine proﬂxe as a dieases and what
do they think about 'ﬁ/ﬂmn who suffer from.lterine prolapse. and the availability to

s b § T E) 173
U
Preventive Measures: Knowledge abgut measures to betaken to prevent quEirolapse

SRR T TITETTS

Status of Uterine Prolapse: The status of uterine prolapse in the study means the women

who have uterine prolapse.
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1.7 Expected Benefits and Applications:
It can be used for further literature study as very limited studies have been done

on the topic. il |II
This is the first study to be L in the area soiit can be used as a baseline by the
donor agencies and NGOS the ne prolapse to work out specific

interventions.The stud ogrammes regarding uterine

prolapse and advocate
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CHAPTER I
LITERATURE REVIEW

The chapter 1l deals with the followring components:
e History of uterine prolapse
e Global situation of uterine prolapse
e Situation of uterine prolapse in Nepal
e Signs and symptoms of.uterine prolapse
e Risk Factors#for utering prolapse
e Consequences,of uterine prolapse 6n the lives of women with uterine prolapse
e Preventive'measures for uterine proTépge

e Treatment fogUterine prolapse

2.1 History of the uterine prolapse

Uterine prolapse has been prevalent smpe éﬁés and it is proven by the fact that it
was mentioned in the writings of Hippocrates and Galen. During the Hippocrates era, it
was treated by, tying the woman to a ladder \}vhfch was inverted with the hope that
prolapsed organ would return to its normal position. An Egypiian medical text around
2000 BC also menéioncd “falling womb™ and its treatment. The problem seems to have
continued over the.centuries with cases of uterine prolapse-making its way into the
articles available fromsthe.mid 19" century (Kumari, Walia and Singh, 2000). A study in
1952-54 found that'among 5,494 women visiting private clinics in Bengal, Delhi, Punjab
and Uttar Pradesh with gynecological complaints, one in five was suffering from uterine
prolapse. Shining Hospital in Pokhara, Nepal had foundy1,500 women suffering from UP,
indicating that*theyproblem was already identified 46 years ago. However, "it was not
taken seriously by any of the concerned sectors(Watson ,1975 cited in WRRP-CAED,
2007). In a study carried out in a pair of rural villages in Egypt , November 1989-July

1990, 56% of the women suffered from genital prolapse in which 8% had a severe level
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of morbidity involving uterine prolapse(Stewart, 2004). It is astonishing that such a

serious problem has remained neglected for so long (Kumari et.al, 2000).
2.2 Global Situation of the uterine prolapse

Globally 30% women who have delivered a _child are affected from uterine
prolapse (Adler, Shrivastava and Bodner, 2007). More than 338,000 procedures for
prolapse are performed annually.in the United States. The estimated lifetime risk by age
80 years undergoingsurgery for-urinary incontinence or pelvic organ prolapse was 11.1%
in a large managed care population in Oreéon. Prevalence data for prolapse are scattered
at best. In a 2002 study in‘the United Sta'tés, 27,342 women were evaluated in the
Women's Health Initiative. 14.2% of the 16,616 women who had a uterus were diagnosed
with genital prolapse (Hendrix et aly 2002). JAnother US study suggests that genital
prolapse is present in some 20% of post-menapgu_s_al women. ina 1993 study from Egypt,
physician diagnosis found that 56% of 509 ey?r-rﬁarried women between the ages of 14

and 60 had prolapse.

In 1997, 694 parous non-pregnant wqr_;}p in_Istanbul were examined and 27%
were diagnosed with severe "pélvic relaxation”. I:nqa 1997 study in southern India, 440
women under the.age-of 35 were evaluated for gynecological.morbidity, and cases of
prolapse were noted-in 3.4%. In a 2000 study in northern India, of 2,990 married women

surveyed for prolapse, 7.6% had prolapse (Amatya, 2006).

9.8% women suffered.from, genital.prolapse for a.total.of 1365 women, this
was found in a study conducted in Oman far reproductiyve morbidity. The same study also
showed that'prolapse has a highly significant association with large number of children.
Other significant. factors-included-large-number,of-children; living in-an extended family,
illiteracy, old'age, poor means and hygiene (Mabry, /Al- Riyami and Moarsi,_2007). A
1997 study found that women with normal life expectancy of 79 years have 11-12%
chances of undergoing at least one operation for prolapse or incontinence with a
reoperation rate of 29.2% (Drutz and Alarab, 2007).
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One study carried out amongst 713 Korean women , the prevalence of any form
of prolapse was 2.0% in women 20 to 29 years old and 57.5% in those older than 50
years with an overall prevalence of 31.7%.prolapse occurred in 40.1% of parous women.
The corresponding prevalence among non parousawomen was 1.9% (Seo and Kim, 2006).
A Swedish study found a prevalence of any degreesof uterine prolapse of 5% in women
aged 20-59 years.While another study carried out-amongst Swedish women aged 20-59
years found the prevalence to.be 30% (Samuelsson et al., 1999). The study conducted in
another part of Eurgpe; Italyroughly produced the same results of about prevalence being
5.5% for 21449 women (Progetia Menopau'sa Italia study group, 2000). In a clinical study
carried out in Gambia, Africa out of 1067 women who agreed to speculum examination
488 (46%) were found to have some degree of uterine prolapse. In 152 women (14%) the

prolapse was in severe peed of surgical interyeni-ion (Scherf et al., 2002).

"

2.3 Situation of uterine prolapse in-Nepal
"

110 out of 1,147(9.6%) of women V\jér-é;gj?tected with prolapse in the study
conducted by Institute of Medicine.2006. in a—;s{udy carried out by Tuladhar (2005) in
Bajhang district of Nepal, out.of the total 530 women visiting the gynecological camp,
273(51.5%) of them had gynecological problems and uterovaginal prolapse (18.3%)
seemed to be thei leading cause behind it followed by sub fertility(14.2%) and
reproductive tract infections accounting for another 13.9%. Only 22.0% of them used
family planning methods. This might also explain the parous condition of the women.

Another: study‘jointly conducted by €CAED-WRRP (2007) in<the Terai districts,
Siraha and. Saptari "found “the "prevalence at an average“of 37% ', where Siraha had a
prevalence of 30% (967)and Saptari at 42% (1,301).. A population based survey by
UNFPA, WHOyand"IOM (2006) which included 8 districts from high te,mid: hills and
Teral (plains) found the prevalence to be 10% and the prevalence was found to be the
highest in the Terai (plains), Rautahat district with 44%.This proves that prolapse is not

necessarily confined to hilly regions as was earlier thought to be the case.
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A gynecological study camp undertaken by the Safe Motherhood Network
Federation-Nepal [SMNF] in the 10 hill and Terai districts found the prevalence to be 9%
, out of total of 4518 (Deuba,2005 cited in CAED-WRRP,2007). A study conducted to
find out the reproductive morbidity in the three distriets of eastern region of Nepal found
pelvic organ prolapse as the second leading eause; accounting for 20.1% of the total
causes (Dangal, 2008).Report on the western region of “Nepal shows 25% of visitors of
free female health care clinicsdiagnosed with first, second and third degree of prolapse
(Schaaf, Dongol, and"Leecuw-Harmsen, 2008). Another report published in 2004 by
Bonetti, Erpelding and Pathak conducied! a clinic-based study which examined 2,072
women with gynecological gormplaints found one in four had uterine prolapse. Among
them 95% had selfsrepoxted their prelapseout of a total of 77 women selected from
remote districts around‘Dhulikhel,Kathmandu who underwent vaginal hysterectomies at
the Dhulikhel Hospital,78% had surgeries’f{ellatt_ed to anterior and posterior vaginal
prolapse (Schaaf et al., 2008). Aléo ';he repori Qy Messerschmidt (2009) found that out of
a total of 1006 women diagnosed with-i:hzfe_ri_ne prolapse during the organised
gynecological camps which were carried out Ié,l;éji'jdistrict in Nepal found that out of a
total of 1006 women diagnased with uterine prqléése, nearly 40%(402) were diagnosed

with third degree prolapse and nearly 53% of them required surgical intervention.
2.4. Degrees of uterine prolapse: (Manual of Medical Surgical Nursing Care,Pg 664)

2.4.1 First Degree — The uterus is slightly descended towards the vaginal and cervix

remains within the vagina.

2.4.2 Second Degree — In straining'and standing position of woman ‘the cervix projects
through the vulva and the cervix extended ouside of the vaginal orifice:
2.4.3 Third Degree — Coming of the uterus outside the vulva.
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cliff in a woman who has undergone total hysterectomy). Point D represents the location
of the posterior fornix and it is omitted in the women underwent total hysterectomy
(Digesu et al., 2005)
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Point Ap is located in the midline of the posterior vaginal wall 3 cm proximal to
the hymen. Point Bp represents the most distal position of the upper portion of the
posterior vaginal wall from the vaginal cuff orposterior vaginal fornix to point Ap.
Finally, POP-Q considers three other measuremenis: total vaginal length (TVL), genital
hiatus (GH) and perineal*body (PB). These are expressed-in centimeters and have no sign
because they denote lengths andnet positions relative to the hymen.

TVL is thesgreatest depth of the vagina in centimeters when C and D are
reduced to its full ngrmal position, GH is measured from the middle of the external
urethral meatus to the gposterior midline hymen. PB is measured from the posterior
margin of the GH to'the middle of the-anal-erifice. The prolapse can be staged according
to the position of the lowest portifin of theli‘;préiapse Prolapse is rated as none, grade 1
(within the vagina), grade 2 (i0 the |ntr0|tus f or grade 3 (beyond the hymen).the hymen
seems to be a stand off point for the prolapse degree marking. (Digesu et al., 2005).

sl i il 3

Figure 6: POP-Q SYSTEM ~ * 22

Source: www .ptiournal@ptaiorg/content/876/4/399 full [1 6th' December’2010]

Types, ‘degree and.symptoms ‘of prolapse have been.-found'to be.strongly
correlated. In fact types and symptoms have been found to be highly significant from the
various studies. Anterior vaginal wall prolapse may present as stress incontinence. A

large cystocele may cause urethral kinking and overflow incontinence. Uterine descent
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can cause lower back and sacral pain. Enterocele may cause only vague symptoms of
vaginal discomfort. A retocele can lead to incomplete evacuation of stool (Marinkovic

and Stanton, 2004). ! _
. In a study camet#&}%‘ mptoms were not correlated with

uterovaginal prolapse seve as bow were strongly associated with
g prolap Al ‘___é gty

posterior vaginal WW\/lcaIﬂescew be associated with sexual
dysfunction sympto g 1/2005). . \
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2.5.  Symptoms of utgnE.prolapse

prolaps:%n ﬂ ﬂrﬂ %ﬁﬁ“ﬁ w EJ ﬂ[ f‘rﬁenor vaginal wall
%W%@ﬁ»ﬂim URIAINYIAY

Pressure or heaviness in the abdomen, feeling a bulge or something falling out,

more commonly referred to as sensation of dragging, vaginal or perineal pain, low back


http://www.medscape.com/
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pain, abdominal pain, difficulty in lifting, sitting and standing vaginal discharge, vaginal

pain.

2.5.2 Urinary symptoms ’,//
Difficulty in v ary i co

eak stream, burning during
urination, need to adjust

2.5.3 Bowel Sym

More ass include difficulty in

defecation with exce s : Ilng of incomplete bowel

emptying, constip essandro et al., 2005).

2.5.4 Sexual sympt

Vaginal laxity and incontinence during coitus.
Also rectal pressure, swe and a feeling ing “gas” or “noise” through vagina

are some of the symptoms of ute .m::ﬁ.‘. mari et al., 2000).

2.6 Risk Factor ‘u'

Uterine cty u,g isk factors associated

to it such as heav ariod Iivery by unskilled birth

Gﬁ
attendants,gender vialence, patriarchial system of society. Po srty and illiteracy seems to

be the underlying fitﬁ to the various causes of uterine prolapse (WRRP-CAED,

o ﬂ‘NEJ’J“fIEJﬂiWEJ’]ﬂ‘i
Q‘W%Nﬂifu UANINYA Y
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2.6.1 Heavy work load

Women in Nepal work 11-16 hours a day, much higher than the global average,
and 3.1 hours more than men. This includes demanding agricultural work in addition to
physical household chores. A study carried out in 1997 by maternity hospital in
Kathmandu found that heavy workload had a*Vesy Strong association (94%) with the
onset of uterine prolapse. €arrying heavy loads on their back is an ordinary doings of
rural women in Nepal, with theuse of a traditional kit calledas doko (bamboo container)
and namlo (a strap.around. forehead) that requires pressure on the abdominal muscles
inorder to lift and carry the load. It was further pointed out that the act of wearing
patuka was a risk factop The patuka'is a conventional cloth which is bound very tightly
around the waist so_that it,gives support forlifting, and tightens the abdomen like a corset
(Bhat, 1997 cited in Earth and Sthapit, 2002);

"

Normally a woman Is expected to r:e-tUrrr-'to work within days after giving birth.
In the study carried out by Bhat, 1997 Withjyflamen affected by uterine prolapse, 96%
reported to have tightened the patika-around their waist during the postnatal period; 80%
had involved themselves with-the householafj\_)\ko_rk within 20 days of delivery; 86%
reported that thesharm usuaﬂj occurs Iiftin-g- -ﬁ_e_é'v-y‘ weight; 74% had illness such as
chronic constipation,-dysentery-diarihea-oi-coughing-in-the-postnatal period; and 47% in
order to expel the“placenta had induced vomiting (Earth and Sthapit, 2002). In a study in
the Siraha, Saptari regions of Nepal mentioned that 40% were doing weighty work for
long hours and felt weak while 36% said they had been lifting heavy load or carrying
one, and‘doifng [their agricultaral/household:*work! stich +as husking, pounding rice,
grinding corn, collecting water, chopping firewood, washing clothes when they had their
first fall (WRRP-CAED, 2007).

2.6.2  Delivery, by Untrained-birth attendants

Neupane’s (1999) statistical analysis of risk factors identified delivery by
untrained birth attendants, delivery at home, obstructed labor, and history of prolapse
among first degree relatives as having the strongest associations with the condition. With
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more than 81% of births still occurring at home, very few deliveries are assisted by a
skilled birth attendant. Following delivery, it is common for the new mother to receive
massage, but a masseuse can unknowingly apply.too much pressure to the pelvic region.
The study by WRRP- CAED, 2007 found that 52% of the women participating in the
study were ministered by their mother in faw_while 50% received help from their

neighbors and another 40% from the traditional birth-attendants.

In a study done insthe Okhaldunga and Ramechhap regions many women reported
having used unfamiliar_@bjecis in assisting delivery and removal of placenta from the
body (Messerschmidt, 2009). Pregnancy, labor, and vaginal delivery damage the pelvic
regions such as the muscles, ligaments. Trjgldamage Is most severe when the labor is
either prolonged or a haby has & large head, or improper use of forceps takes place.
Delivery by unskilled-attendants often leads io stretching of pelvic muscles as the women

are made to bear down for the full dilatation of cervix (Kumari et al., 2000).

«
j

2.6.3 Parity

An estimated 50% of parous women _hi\_/p some degree of genital prolapse and
10-20% of them have had sympfoms related to brc;I-épse (Ravindra, 2005 cited in CAED-
WRRP, 2007). In.acase-controlstudy carried-outamongstAsian Women over al 10 year
period in the San-krancisco General Hospital of USA found that multi parity was
associated with advanced stages of anterior vaginal wall prolapse (Duong and Kom,
2009). In another study carried out in Turkey,dngreasing age, parity, age at marriage, age
of first delivery had a significant ‘relation with urinary incontinence;.one of the prime
symptoms of profapse (Onur et al.,"2009). In the contextof Nepal, thefonging for a male
child results in multiple pregnancies: The average childbirth rate is 3.2 inswemen which
itselt explains ke situation. The status of a woman is‘'mare so related to preducing a male
heir and doing household work throughout her life with the same efficiency and rigor
(Dangol, 2008).
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2.6.4 Gender violence

Around the world, as many as one in every three women has been beaten, coerced
into sex, or abused in some other way, mast often by someone the woman knows, which
most often in the case is her husband or anothermale family member. One woman in four
has been reported to have been abused during pregnancy (UNFPA, 2010). In Nepal,
violence against women.is-one oF the major causes responsible for the poor health of
women, livelihood inseeurity, and inadequate social mobilization. The enormity of
gender-based violencetin oNepal = is extremely high (Women’s Rehabilitation
Center[ WOREC]).Severakiresgarch projects under taken in Nepal have reported that 66
percent of women have enduged verbal atigs'e, 33 pereent emotional abuse, where 77
percent of the inflictors were family membe'r,ls (UNICEF, 2001 cited in WOREC,2010)

The limited literature available on reﬁr_ngctive morbidity and gender indicates a
connection between utering prolapse. and g_e-pde.r issues. In a study carried out in a
gynecological camp in Rautahat and Saptari, -(I:‘_,_-Y,‘ (’_)51} of 109 women were found to have
suffered from gender based violenee, out of w%jchj40% of the prolapse cases were as a
result of such violence. Simitarly-in Kirtipur, 52% of uterine prolapse cases (out of a total
of 42 cases) were found due to gender based violence. One weman reported to have
undergone violence:from her husband right from the start of her prolapse. Hostility and
beating coupled with forced sexual intercourse have also been reported (Ravindra, 2005
cited in CAED-WRRP, 2007).Some studies propose that prolapse can be prevented if
there is a_decrease_in gender discrimination (Upreti, Bhattarai and Onta, 2001; Safe
Motherh@od Network [SMNT], 2005):

2.6.5 Patriarchy

Being '@ patriarchal society,«women are looked down upon and deprived of any
rights whether it is reproductive, human or social rights. This is even more prevalent in
the lower strata of the society who are mostly the recipients of the prolapse. Women have

no say in the decision making of the family and are largely confined to doing the
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household chores, help with the farming and obey the rules stated upon them. The
decision sharing is also nowhere in sight (CAED, 2006).This women or specifically
daughter in law mostly have their meals at the end after every member of the household
has had their share which mostly results in vwwomen eating very scant meals or leftover
food. This severely affects the nutrition status-of.ine Women and the condition is pretty

much the same even during pre and post pregnancy.

More than 50%.0f the women were subjected to normal meals of rice and
vegetables during the pest patal period, 11% of them had only rice or roti(round
bread)with salt post delivery.« Most of the women are given only ginger and jaggery,
juwano, sathaura (a mixtuge of herbs) for alt least the first six days after childbirth sight
(CAED, 2006). At least 70% of the pregnant women in Nepal are estimated to be
anaemic and such conditigns enly increase'!the risk of ecomplications during pregnancy
(Earth and Sthapit, 2002). -

2.6.6 Poor health seeking behavior

7,

Poor geographical access and inacceggib]e’_medical care services often results in
women shying away from seeking treatment. A-ls;; it interferes with the women’s daily
chores as it generaity requires tong distance travel and the societal norms where a woman
is generally expected to bear her pains and difficulties with a smile plastered on her face.
a follow up study-found that out of a total of 72 patients only 45% of them came for
follow up. The reason’ assumed by the researchers was hours of walking to give an
interview and'a follow up might net have deemed feasible‘for the women. Out of 1006
women, 83% "of them had ‘not 'sought ‘treatment” until the "prolapse had advanced
considerably (Schaaf et al., 2008).

One 'studyy carried joutyinsWestern 'India in@ community, revealed that only
638(61%) out of a total of 1,048 women came for referrals. The major reasons cited by
the women for refusal to attend the clinic were loss of salary, incompatible timing,

accessibility to the clinic, inability to pay the doctor’s fee, and the soaring medication
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costs .in addition to that, women also were concerned that their gynecological problems
would be discussed in the company of others. They felt shy exposing themselves in the
presence of other people (Ravindra, 2005 cited in CAED-WRRP, 2007). Religious belief,
faith in spiritual healers, was also found to be aecountable for the low rate of referrals
(Kumari et al., 2000).

2.7 Consequences of suffering from Uterine Prolapse on the lives of the women with

uterine prolapse:
2.7.1 Social stigma

Women with#prolapse: are perceivéd to be dirty and treated poorly by their
husband, family members and society, which results in the women being cut off them
from social activities, one of the reasons for women not opening up to the subject.
Husbands threatening to take another wife for n'ot"being sexually satisfied and breakdown
of the family are few of the problems that have been reported by women since they had

their prolapse.

Women stated disgrace; fear, husband'résor'ting to second marriage, being out
casted from the sgciety and falling of the uterus to be normal amongst many other as
reasons for notsceming out in the open about their health condition (WRRP-CAED,
2007).Uterine prolapse has been proven to seriously affect the quality of life of the
women with prolapse, costing them not only their physical health, but also sexual
dysfunctionrand their skill.to work ultimately.affecting their.living, (Ravindra, 2005 cited
in CAED-WRRP,2007). Being a hidden condition, women did not feel comfortable
discussing ‘about it openly and only_ preferred to discuss with people whom they had
eonfidence«(Stewart;1994).

2i7.2 Daily household activities

Women had difficulty in standing, suffering from backache, weakness and

abdominal pain this affected their daily chores resulting in decreased productivity. This in
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turn had a profound effect on their family ties as the members perceived her to be
laidback and running away from house duties (Messerschmidt ,2009; CAED,2006;
Adner.et.al.,2007) .They also had problems defecating or urinating and usually got it
done by pushing the wuterus back. withe their hand (Messerschmidt,
2009;CAED,2006;Adner et al., 2007; Pakbaz eial2010) Some women even went to the
extent of pushing it back in-using slipper; bangles (Advocacynet,2009).While some have
been reported to using tight undergarments in order to prevent it falling as they always
felt a bulge in the vagina (Pakbaz et al;, 2010).

2.7.3 Sexual life

Majority oi* the .women: reported to have had dyspareunia, that is painful
intercourse because of which they avoid having-.it which resulied in their partners looking
for an alternative (Messerschmidt , 2009; CAE_D, 2006; Adner et al., 2007; Stewart,
1994; Kumari et al., 2000). Some reported 10 changing their position during intercourse
so that the uterus would not fall out. The W?)_jni'a,nI _also complained of feeling sexually
unattractive (Pakbaz.et.al., 2010):

2.8 Preventive Measures:

Uterine prolapse..can occur anywhere, but in rural Nepal the incidence is likely
exacerbated by a combination of factors that conspire additively to increase risk
(Farkouh, 2009). Uterine Prolapse can be prevented and is treatable but majority of the
women des net ;have knowledge. about, it.which, makes., the. situation even more
heartbreaking. /Increased awareness regardingethe disease is a foremost and abolition of

risk factorsiassociated with it will help in prevention of prolapse (Amatya, 2006).
2.8.1 Awareness campaigns regarding prolapse

Women must be provided with counseling for prevention and management of

uterine prolapse (Bonetti et al., 2002). Efforts are needed at the grass root level and
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addressing uterine prolapse at the community level can have a positive impact on the

women’s lives (Farkouh, 2009).
2.8.2 Increase health access to the women

Women’s reproductive health requiresanfrastiueture, well equipped center and
staffs who are available round the clock. The health centers in Nepal are short staffed
most of the time, lacks medieines; 1l equipped because of which majority of the women
do not take advantage of the medern method (Earth and Sthapit, 2002).The government
should make sure thaistaff and med icationls are available at health facilities (World Bank,
2001).Also it should besmade sure that a females service provider is available at all times
since the women tend toback out from seeking health services if a male health worker

was present due to prolems of modesty (Eai-‘th and Sthapit , 2002).

2.8.3 Avoid heavy workload pre‘and post delivery period
i
ol

Women should be educated about the efj‘?gts of carrying heavy load during the
pre and post partum period including their spo;us’e_:and family members. Sufficient rest
after delivery should be promoted (\World Bank, 2001):

2.8.4 Adequate birthrspacing

Parity which seems to be the one of the major risk factors of the uterine

prolapse, if avoided could act as a form of preventive measure (Farkouh, 2009)
2.8.5 Delivery by skilled birth attenidants

One of the foremost important preventive measures is delivery by a SBA since
the malpractices employed by the untrained birth attendants can have an adverse effect on
the pelvic floor.thusileading te prolapse(Earth and Sthapit, 2002).

2.8.6 Sufficient diet throughout pregnancy and after delivery (Darshan, 2009;
Messerschmidt, 2009)
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2.8.7 Kegals exercise

Exercise which strengthens the pelvic floor muscle that supports the uterus. It
not only helps prevent the occurrence of ‘uterine prolapse but, in milder cases of the
condition, can be a useful treatment too (CAED;2006).

2.9 Treatment:

Uterine prolapse is*a treatable disease and treatments for it have been available
through the centuries sueh as‘ring pessaries and the most recent ones have been the
surgical interventions (Luft; NP, ahd MS, 2006)

2.9.1 Ancient Treatment: -

It is surprising to know that the trez:fgmént for prolapse has been available since
400 BC. Hippocrates mentioned: «placing half a pomegranate soaked in wine into the
vagina to prevent it from falling (Luft, 2006). Prior to  the intervention of surgery, the
only treatments available for prolapse were basicai[j_y makeshift devices made of sponge,
cotton, linen, wood, bone, ivory, cork, etc. The_s:e ,V\;ere inserted into vagina and bounded
to place in the uterus in the same position prib:r'ib:"-tﬁe' fall. Massage, and some forms of
workouts were-also_used to some extent. Some women were.hanged vertically facing
downward for a‘day in a futile shot to restore one’s health. Launehing a red hot iron in a
way as if you are about to light it on fire was also suggested assuming it would frighten
the uterus to retreat back into the vagina.

Awiderange.of caustics and.chemicals'suchas silver nitrate, nitric acid, nitrate of
mercury and sulphuric acid were also used for treatment. The pessary that is in use
nowadays is also an ancient extraction. Hundreds of types of vaginal pessaries have been
mentioned which have been used in the past. These were made of both organic-and inert
materials. The fitting of pessaries became an art form and undoubtedly brought relief to

many women in the nineteenth century (Kumari et al., 2000).
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2.9.2 Recent Treatments:

First and second degree prolapse ican be treated with ring pessaries while third
degree requires surgical intervention that is .hysterectomy where there is complete

removal of the uterus.
1. Ring pessary:

Presently, less than#20 different types of pessary are in use, and all of them are
made up of silicone or plastic JAlihough they are of different types but only a handful of
them really help. Pessaries'support the uterus, cervix, or hernias of pelvic floor regions.
Generally, ample suppert is'mandatory both 1:'rom the anterior region as well as from the
perineal side, failure of whigh may result ;n the pessary slipping out from the vagina.
These ring pessaries do not exactly cure proigpée but have been found to be an effective
temporary treatment. They can' be“used for- years it properly inserted and guided
throughout the period of insertion (Kumari €t al., 2000). The size of the vagina is
predicted and the fitting size and shape of pes'sa’ri;i_s inserted in such a manner both the
prolapse is decreased and the woman is at easeTvi,th- the device inside. The doctor should
be able to sweep.his or her finger between the pessary and. the walls of the vagina. The
patient should “be-made_to_do various activities such as standing, walking, doing a
Valsalva manoetivre, and bending, to make sure that the pessary does not fall out. The
patient should also be able t0 void without difficulty with the inserted pessary before
leaving the clinic (Luft, 2006).

2. Hysterectomy:

Removal of uterus is one of the most common operations performed on women. It
is, carried-out whenrthe pralapse-reaches)the final, stage:iln Rinlandyand+Great Britain
every fifth women, aged 45-64 has undergone hysterectomy .however there are.variations
in" the rates of hysterectomy regionally. A recent study found that the rates vary
considerably amongst the Nordic countries (Finland, Denmark and Norway) found that
there was a twofold variation in the hysterectomy rates with Finland ranking the highest.
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Denmark was 2.6 folds to 10 fold in Norway which is quite a variation in itself (Luoto,
Keskimaki and Reunanen, 1997). A follow up study done in Nepal reported that 74
t of a total of 77 patients (Schaaf et al.,

women underwent hysterectomy
2008)
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CHAPTER 111
METHODOLOGY

3.1 Research Design
It is a cross sectional study that was carried out-amongst the married women of

reproductive age inthe Surkhetdistrict of Nepal.

3.2 Study Area:

Surkhet district'whieh lies'in the miawestern region of Nepal and is one of the
poorly developed regions of the country. Of a total of 51 VDCs, 8 VDCs of the Surkhet
district was sampled during the survey.The 8 VDCs were Mehalkuna, Uttarganga,
Chinchu, Lekhfarsa, Maintada, Gumi, Dahachotirand Ghumkahare.

3.3 Study Population:

The study was conducted-amongst married women of reproductive age who are

between 15-49 years of age
3.4 Sampling Technique:
Selection of sample Sites

Eight VDCs were,pre-selected in thedistrict where the NGO partner is working.
Each VDG has [9 wards out' of which thréee wards from each VDC was selected

systematically. The total number of wards selected was 24.

Systematic randomsampling jwas pideng=for+the, /data collection. sFor equal
representation of theitotal population ofithe 24 wards, the total population of the.24 wards
was divided by the sample size giving the interval as 14.Using the voting data (household
numbers) available from the election commission office. Every 14™ house was included

in the study. The heads of households were also culled from the said list.
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Yamane sample si was | '-r_‘. ate the nle size for this study.
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3.5 Sample Size

The sample size was 270.

_(1.96)%x0.02(1-0.02)
n= (0057 = 245 =245
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n= sample size.
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e = desired level of precision.



32

z= value from normal distribution associated with 95% confidence interval of 1.96.

Taking 10% as the missing data into account, the total sample size is 245+24.5(10%) =
270

3.6 Data Collection

A total of 24 data collectors were hired for the study. The data collectors
underwent two day_orientaiion: program at Chinchu vde.On the first day,the data
collectors were givenga bgiefs introduction about uterine prolapse and then the
questionnaire was explained to them.Rale play was carried out by dividing into groups of
3 each.The next day,the data collectors we;@ given questionnaire and asked to go into
the community. Then ,sthe problems facedlby--the data collectors while presenting the
questions and the problems that could be:,fgncountered while doing the survey was
discussed.1 data collector was assigned per 1 ward.Female community health volunteers,
model couple campaigners and teachers from thesselected communities were hired for the
collection. A supervisor, ingludig - the researcher was present in each village
development committee(VVDCs) 10 supervise t}{eida’ga collection.The research supervisors
were public health professionals from the partnéf N_GO or the localrNGOS working in the
district.

Data collection was done by creating a numbered list of the names of the
househead and the house numbers of each ward.In case of any subject who was not
present during.the surveysthe house beside the selected,house was used as replacement.
To ensure data quality,the,questionnaire was re-checked by the assigned supervisor at the

end of the day.Incomplete questionnaires were sent back to the data collector.
3.7 Measurement tools

The study will be assesed guantitavely as well as qualitatively.Quantitative data
was assessed through a survey questionnaire.The survey questionnaire has been divided

into six parts.
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e Socio demographic characteristics such as age,marital status,occupation,education
and caste.
e Utilization of health services
e Maternal health status of the women
e Knowledge about.uterine prolapse(risk fagiors, signs and symptoms and
preventive measures.
e Attitude towards uterine prolapse
e Status of uterine prolapse. '|
The survey questionnaire was administered to the subject and the interviews
were conducted by.the researcher aleng with the data collectors.The interviews were
conducted face to facejand all the responderi;lt’sJ ‘were asked the same questionnaire.Only
participants who were willing to part|C|pate were interviewed. The interviews were for

15-20 minutes. All the ifterviews was conduc;ted in nepali language.

¥/

Qualitative data was assessed through{'ﬁoéus group discussion. Focus Group
Guidelines was prepared by the researcher to?&uce interviewr’s bias. Two focus group
discussion was carried out amongst women Wlth uterlne prolapse and women without
uterine prolapse to-find-oui-their-behavior-influencing-preventive measures related to
uterine prolapse. 1t was carried out by a health professional from the NGO with the
researcher as the note taker.The focus group discussion was carried out with 8 women in
each group.In the focus group discussion amongst women with uterine prolapse,the
participants were above 35;years old while the women without uterie-prolapse were less
than 35 year olds. The discussioniwas carried’out amongst women wito were willing to

participate In the discussion.
3.7 Data Analysis

Questionnaire was coded before entering into the computer.
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Descriptive statistics such as frequency, percentage, mean and standard deviation was

used.

Bivariate analysis: Chi square and Fisher exact iestawere used to determine the

relationship between the independent and dependent variables.

-

Multivariate analysis: Logistic.regression was used.

For knowledge questions; the re_spondents were asked about the risk factors,
signs and symptoms and preventive measdres of uterine prolapse. The Knowledge about
uterine prolapse comprises of 19 questions in‘total and the score was 1 for correct answer
(Yes) and 0 for incefrect answer (No,Don’t Know) (Bloom’s eut off point). Knowledge

score was categorized as high (380%), mode':raté'-(60-80%) and low level (<60%).

"

The attitude questions were 12-in téf'a'l and comprised of both negative as well
as positive statements. The variable was divide‘a-into three categories agree, disagree and
uncertain (Likert Scale). For positive statemenf‘,:,-tﬁé..-'score was given as 3 for agree, 2 for
uncertain and 1 for disagree while for negative_g,tpa}ite'[r]ents the scores were distributed as 3
for disagree, 2 for uncertaiﬁ and 1 for agree. The s?tandard uged for the attitude was

meanz standard deviationz————

Data was analysed using SPSS version 16.0.

3.8 Reliability and Validity

Pre~testing of the questionnaire was earried~outramongst 20 women | for the
reliability of the questionnaire ‘in & different area with the same population.size and
characteristics. The Cronbach score obtained for knowledge level was 0.78 and attitude

level was 0.74.
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Validity of the questionnaire was done by three experts, one from College of
Public Health Sciences,Chulalongkorn University and the other two from Nepal, the
director of the partner NGO and another one a gynecologist. Subsequent changes on the

mesurement tools were made based on their regommendations.
3.9 Ethical Consideration

The study was eviewed and approved by the Nepal Health Research
Council(NHRC), Ministryof Health'and Population(MOHP).

Informed conseat from' the! participants prior to. the interview was taken.
Participation was veluntary. Respondents eould choose not to answer any question/s in

the survey questionnaire.

Access to the audio recordings during the during the focus group discussion was
limted only to the research team. Confidehﬁality of the patient was maintained by

ensuring that personally idetifiable informationWwas ot easily accessible.
3.10 Limitations L

The study was conducted in the 8 VDCs of Surkhet district, so cannot be
generalized to the whole population.The prevalence of uterine prolapse obtained was a
result of self report'as well as diagnostic case so the study may hot be able to pinpoint the
exact figures though“thére. is evidence to prove that self reported cases on clinical

examination have turned out to'be correct.

But on the other hand, women who have uterine prolapse could have hidden their
problem thus regulting in lower prevalence than the ‘actual figures.Also uigring prolapse

being considered a taboo, old age women were not comfortable talking about it openly.
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During focus group discussion, women without uterine prolapse revealed that
they were taking preventive measures but the actual practice of it could not be seen due to

the cross sectional nature of the s

"
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CHAPTER IV

There were a tot ried Wo@uctive age who participated in
the study vquntariI{WS WS of the Surkhet district of
Nepal namely: Chinchu, - lintada, Dahachour,Lekhfarsa,Gumi,

n to the total population

of the respective w. ich i udy i I . The participants in the

Table 1 shows th mographic information of all
the participants such a ion and caste
Age

The range of the ag?.';dig;ﬁ'émgd,. 19-wide has been divided into seven
categories. Man&;/ of the subjects fall under the age group 30434 (20.6%) followed by

\ge' gr e same percentage of
participants at 7.9‘VB‘he
Marital status:

G a@wm% SH o onsuon

of them being widowed.

’ﬁ"iﬁ""fﬁﬁﬂim UNIAINYIAY

Nearly half of the total study subjects (47.2%) lacked any formal education
followed by another 33.7% who had basic education till elementary school. Only 4.1%

had received education till high school. None of the respondents had college education.
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Occupation:

Almost three fourth ipants had farming as their main
occupation. Only two w fnd did not work outside the

confines of the house. «

=

Caste:

The caste s f the respondents belonged to
group Janjati (30 it (28.5%). Bral ttri’s accounted for 18% and
19.5% respectively \\

Table 1: Socio Demaograp

Characteristics Percent
Observation(n=267) 100
Age
- 15-19 7.9
- 20-24 17.2
- 25-29 18.0
- 30-34 20.6
- 35-39 15.0
- 40-44 13.5
- 45-49 i 7.9
Mean+SD 724851
Marital status ‘o /s
- Marri 98.1
- Wid 1.9
Educationqa* status 1 a/
=~ -7y g I " - " " 4.1
VRSN TUNAIVINYAY
q- lementary school 0 33.7
- No formal education 127 47.6
Occupation
- Housewife 2 0.7

- Farming 198 74.2




39

Characteristics Frequency Percent
- Laborer 34 12.7
- Others 33 12.4

Caste ’l/
- Brahmin ﬁs 18.0
- Chettri ﬁ 19.5
- Dalit 28.5
- Janjati 30.0
- Others 4.1

4.2 Utilization of Heal envic

Table 2 represgnts the U Ilzqt,g Of 4 f health services by the

women in the past year. All the mu "; ere é \’ }\ swer more than one form

Pl o

of health service they had unde ’ year. Ma |ty of the respondents opted
. . WA L) ..
for private practice (" 38. o).WQ@Eg. ng . relatives and traditional healers were

negligible at 0.7% each le J iﬁg. did not go anywhere for treatment in

the past 1 year.

ZTA TSR
Table 2: Utilization of y the \ year

ltems
Government hospit:

Private hospital 10
Primary heaIth care 65
center

Tradltlo

“TJEI 9 ‘ﬂ EJ‘V]TW ﬂ“l p]

Sp r|tua 15

No treatment o 12.7 'y,

A?most 90% of women cited not being sick as the reason for not going to health

institution in Table 3. did not undergo any treatment.6.1% of women cited geographical

inaccessibility as the reason followed by another 4.1% who could not visit health
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institution due to lack of decision making power. Remaining 2.0% were not able to visit
due to lack of time.

Table 3: Reasons for not visiting \ﬂl ' S

REASONS (n=49) " Frequency” Percent

Lack of time

Geographical inaccessibili

Lack of decision maki
Did not fall sick
Total

.Table 4: Modes of pa

More than threg fourth- ﬂ:g | ents naid for their health services

out of their pocket (Table 4

Items “———Frequen: Percent

Out of pocket

Free health —~*:7:*=~=—'.=-
government health centers

Total

<

B30 4po 1340 1k e WA

was the saJond choice at 47.2%. T&e women (12. 7%) surveyed stated that they got

IRTANTIHANIANGNA Y

Table 5: Sources of information regarding health problems

Observations Frequency Percent

Radio 196 73.4
Newspaper 21 7.9
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Observations Frequency Percent
Pamphlet 21 7.9
TV 47 17.6
Health workers 127 47.2
organizations 4 1.5
others 34 12.7

4.3 Maternal Health Status

The range for the age'of women.at marriage was found to be 9-26(This is shown in Table
6).Majority of the women who were marfied between 15-20 were 76.7% and the least
was between 21-26 at 6:0% .The mean and standard deviation was 16.8 and 2.51.As for
age at the birth of first child, 66.9% of the- women had their first baby between the ages
14-19 and only 3.45 had their first baby between the ages 26-30.The mean SD was 18.8
and 2.61 respectively

Table 6: Age and Marriage

Items — Frequency Percent
Age of marriage (n=266) :
- 9-14 y 46 17.3
- 15-20 204 76.7
- 21-26 16 6.0
Mean 16.8
Age at the birth offirst child(n=263)
- 14-19 176 66.9
- 2025 78 29.7
- 26-30 9 3.4
Mean 18.8

Thelabovey Table 71 represents«the [parousicondition “of{the women. Majority of the
respondents: were found to have' three children (28.1%) ‘and 24.3% 'of-them-had two
children. The percentage of women who have four (16.3%) and more than four (14.1%)
makes up more than 30% of the total study subjects. Likewise for total number of
pregnancies (includes live birth, still births and dead children), women who have had two
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or three pregnancies were found to be the highest with 25.5% and 20.9% respectively.

The women who had been pregnant only once were found to be the least at 14.4%.

}x V/

Table 7: Women and Parity (n=2€

Observation(n=264) Percent

Number of total living children

None 0.4
1 17.1
2 24.3
3 28.1
4 16.3
>4 children 14.1
Parity

Once 14.4
Twice 255
Thrice 20.9
Quadruple 16.7
>4 times 22.4

The delivery prea - J ble 8.These responses
referred to their V

[ 7 ). Of this 37.5% had
their baby delivered with the help ost 30% h" | their baby delivered with
the help of trained health workers and 23.9% had it delivered themselves alone.

Ta"'”ﬂ"‘ﬂﬁiﬁ“flﬁ]ﬂﬁﬂﬂ’]ﬂ‘i

bservatlon(n 264) Frequency Percent
Assistance during birth

Sananl N%’]’Jﬂmﬂﬂ

Assisted by traditional(untrained) birth
attendants
Assisted by relatives/in laws 99 37.5
Own self 63 23.9
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Observation(n=264) Frequency Percent

Place of delivery

Home 72.7
Health institution 26.1
For their last.delivery, a third of the respondents did not go for ante natal

(34.1%) and post natal care (82.69 .f, able \ ."-\ '1. who did receive antenatal and
post natal care, most of them had 3 3 ten al 9 % However, a very small

percentage of women received

Table 9: Antenats d Ro

_.l
Observation(n=264) &+ | , -ﬁﬂf m&‘}.“ reent

Number of Antenatal cz g_%’
JIZt

>4 times 53
4 times ,!_ 174
3 times T 19.7
2 times "Jﬁ“L 36 P 136
Once — 26 — 08
None . - I:-!? :J: ‘f_' - I ) 34 1
Number of Postnatalvisits——— -

None fi EJ 82.6
! 6.1
2 ) 5.3
< 6.1

AU 30k W@nﬂ b s g o s

pregnancy%d only 2.7% of them could afford to not to work. Similar result was

mﬂmmmmﬁ’ﬁmﬁ N
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Table 10: Workload during pregnancy and post partum period

Observations(n=264) Frequency Percent
Type of work during pregnancy

No work T 2.7
Light work* 6/ 25.4
All kinds of work 190 72.1
Onset of work post delivery

Immediately* 181 68.3
1 month 83 31.7
Light work

1-7 days 84 31.8
8-14 days 51 19.3
15-21days 63 25.8
22-30days 42 15.9
>1 month 19 7.2
Meanz SD 17.3+ 18.51

Heavy work*

1-7 days 21 8.0
8-14 days 20 7.6
15-21days 51 19.3
22-28days = 4.2
29-35days 3 , 21.7
36-45days 3 1.1
>45 days 85 32.2
Mean+ SD 44.29+48.89

Light work*: cooking, washing dishes, looking after children.
Heavy work*: bring water, collect wood from the forest, grazing the animals, washing clothes and cleaning
cow shed.

Immediately*s <15 days

When it came to starting light work after delivery, the results showed that
majority of the women starting working as_soon _as ‘the' delivery was over-as 31.8% of
them started within'1-7 days of delivery. More than 70% of the participantsiresuimed light
work within the first three weeks of delivery and only 7.3% of them started after a
month’s rest. The mean and SD was 17.3 and 18.51.However, for heavy work majority of

them started within a month of delivery with 27.7% starting between 28-35 days and
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another 19.3% of them within the third week of delivery. The percentage of women who
started heavy work after a month and forty-five days were found to be the same at
32.2%.The mean and SD was 44.29 and 48.89;

Table 11 shows the frequency (66) of seliFreport as well as diagnostic cases of
uterine prolapse of the study subjects in th__e sampled-areas. Diagnostic in the study means
women who found out about-uterine prolapse after they visited the health institution for
check up and self report meansawomen who claim to have uterine prolapse based on their
signs and symptoms and hearing other women uterine prolapse experiences. The
prevalence of uteriné prolapse was pegged at 24.7%.

Table 11: Self Reported cases of uterine prolapse

i

Uterine Prolapse status (nz267) / Frequency Percent
Yes -, e 4 24.7
No 200 74.9
Don’t know =, 4

Table 12wshows the different symptdr-ﬁg ’ 6f prolapse - and their frequency
distribution. The (Esuti-shewed-thai-ihere-was-not-much-aifference in the answer pattern
amongst the three symptoms.28.8% of the women had foul smelling discharge from their
vagina while 27.7% of them had a sensation of something coming out or bulging out of

the vagina. Remainder.27% experienced difficulty urinating.

Table 12:"Symptoms of uterine prolapse

Symptoms (n=267) Yes No

Feel'semethine~coming-eut-of theiryvagina 14(2757) 1936(2.3)
Difficulty urinating 72(27.0) 195(73.0)
Foul smelling discharge from their'vagina 77(28.8) 190(71.2)

The frequency of symptoms of uterine prolapse amongst women  with uterine

prolapse has been shown in Table 13.. Majority of the respondents (78.4%) felt
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something coming out of their vagina while 65.3% had difficulty urinating. More than
half of the women had foul smelling discharge from their vagina (51.9%).

Symptoms(n=66) Percent

Feel something coming o— 78 4%
out of their vagina x ' N

Difficulty urlnath . 65.3%
Foul smelling 9%
from their vagina

) 4
The womenswer 1en ’ )fgl h ad prolapse (Table 14).
On the average, wom ith p aﬁe ' '" een’s i 10 years (+/- 7.89 years).
The majority of the resp gé@}h 'u from prolapse for 6-10 years
followed by 23.7% of en livin it for 1-5 years. Number of
y 23.7% P s . 4
women who had for 16- arlI . ; ound to be the same at 11.9%. The
gt - 1%
minimum and maximum years of / se was found to be < 1 year and 33
years respectively. -!-f.-"’--7’;—""1"‘5"'!‘F &
Table 14: Years afHiv —
Years(n=59) 1 Iﬂ'i:ent
<1 year -iJ
1-5 23 7
6-10
ﬂwﬂuaq ﬂﬂﬁWﬂ N3
16-20
21-25
26-30 11 9

@ﬁ?ﬁﬂﬂ‘i@m‘m’] YA Y

MaX|mum 33 years
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It was found that more than 50% of the women had had babies after prolapse
(Table 15). Number of women who had one or two babies was found to be the same at
33.3% each. The proportion of women who had.more than three babies was the second
highest at 19.9% with the least being three bahiespost prolapse at 13.9%.

Age of onset of Prolapse:
The mean age of onset of prelapse in this study was found to be 24 years (Table not
shown).The minimum age at which the prolapse set in was 14 for a woman while the

maximum was 26.

Table 15: Babies pest Uterus Prolapse

Observation(n=36) Frequeney Percent
1 12 R 33.3

2 12 f 33.3

3 ! A 13.9
>3 1 s F/ 19.4
Mean+ SD 219 + 1T

Note: More than 50% of the respondents had bat?i,eg after prolapse.

4.4 Knowledge about uterine prolapse

The Knowledge about uterine prolapse comprises of 19 questions in total and the score
was 1 for correct answer (Yes) and O for incorrect answer (No, Don’t Know) (Bloom’s
cut off peint)-The ;questionnaire was divided. into jthree parts;=knowledge about risk
factors, sigh and symptems and knowledge about [preventive 'measures of uterine
prolapse. Knowledge score was categorized as high, moderate and low level. If the total
seone (of sthe Jmowledgey was >80% (4 =12 ). the, person jwas) noted asy having high
knowledge. Between 60-80%.(9-12) ofithe total scare wasinoted.as maderate knowledge
level and less than 60% (< 9) was noted as low knowledge level. The knowledge score
ranged from 0-16.There were three negative questions which were mixed randomly with

the positive ones.
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On assessing the knowledge level, it was found that majority of the respondents (51.9%)
had moderate knowledge level, 36.5% had low knowledge level and only 11.7% of them

had high knowledge level.

Table 16: Composite Knowledge Level amongsithe respondents

Item(n=266) Frequency Percent
Low knowledge level (<60%) 97 36.5
Moderate knowledge level (60- .~ 138 51.9
80%)

High knowledge level(>80%) 31 11.7
Note: Total 19 questionst :

Table 17°reveals the number and r;ércentage of married women of reproductive
age who answered each correctly to gach qﬂestion regarding knowledge of risk factors,
sign, symptoms and preventive measures. - The majority of the respondents had
knowledge that delivery by untrained birth atiendants (80.5%) and carrying heavy load
during pregnancy (80.5%) causes: uterine prolapse. Nearly 90% of the respondents
answered that doing heavy work dering pre ani post natal period causes uterine prolapse.
More than 50% of the women disagreed with:tﬁé'is‘tatement that-having many children
reduced the risk-efuterine prolapse. And.as for knowledge regarding signs and symptoms
is concerned, 89.1% of the women knew that women with prolapsed uterus had difficulty
in standing, walking.80.15% of the women had knowledge that women suffering from
prolapsed uterus had back pain while only 38% knew that prolapsed women urinated

often.

As| compared to risk, sign and symptoms, knowledge regarding preventive
measures was comparatively less. Although nearly 80% of the women "answered that
uterine prolapse was preventable and 65.5% said that_reducing-heavy workload during
pregnancy would prevent uterine prolapse but had very less knowledge about other
measures such as taking rest for 45 days post pregnancy (16.5%), adequate birth

spacing(8.2%) and having nutritious food during pregnancy(10.9%). A misleading notion



49

related to drinking herbs was answered correctly by 17.2% of the women. Only one
woman answered correctly that doing kegel’s exercise could prevent the prolapse from
degrading further..One conflicting answer that has been found is while 80.5% of the
women answered that delivery by untrained birthsattendant causes uterine prolapse, only
4.1% answered that delivery by trained birth-atiendants can minimize the chances of

prolapse.

Table 17: Frequency.ef respondents who answered correctly to the overall

knowledge questions

Items Correct answers

Number Percent

Risk factors

1. Does delivery oy untrained birth attendants cause 214 80.5
uterine prolapse?

2. Does carrying heavy load during pregnancy cause 214 80.5
uterine prolapse?

3. Does undergoing /labor «for - long penod cause 139 52.3
uterine prolapse?

4. Do you think doing heavy. work durlngpre and post 239 89.8
natal period causes uterine prolapse? -

5. Do you_ think .having” not enough food" during 85 32.0
pregnancy.causes uterine prolapse?

6.* Can having many chiidren reduce the risk factor for 140 52.6

uterine prolapse?
Signs And Symptoms

7. Does the woman with uterine prolapse experience 188 70.7
something coming out of her vagina?

8. Does the womans with uterine prolapse have 237 89.1
difficuityin standing, walking?

9. Does the jwoman with uterine! prolapse have 201 75.6
problem while urinating?

10. Does the woman with utering prolapse urinate=very 101 38.0
often?

&1, Does the woman with uterine. prolapse have.any 213 801
back pain?

Preventive Measures
12. Is uterine prolapse preventable? 211 79.3
13. Is uterine prolapse prevented by reducing 175 65.5
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Items Correct answers
Number Percent

workload?

14. Does exercise (Kegal’s exercise) prevent the uterine 1 4
prolapse from degrading it further?

15. Can delivery by trained birth attendants_minimize 11 4.1
the chances of having uterine prolapse or.jprevent it
from degrading it further? y

16. Can adequate birth spaeing reduce uterine prelapse? 22 8.2

17.*  Can drinking'some herb prévent uterine prolapse or 46 17.2
prevent it from.@egrading further?

18. Can having nutsitious Jfood dtﬂrlng pregnancy 29 10.9
prevent uterine'prolapse?

19. Does proper rest for 45 days pqst pregnancy 44 16.5
prevent uteringiprolapse? /

*Negative Statement - —-'

The following tahles are'a breakd'pwﬁ of the overall knowledge questions and
have been categorized into three sectlons kr‘iowledge level regarding risk factors, signs
and symptoms and preventive measures The alm is to see the knowledge level amongst

J -

the women in the three different sections. ~
J 4 .1 d

Table 17.1 shows that the knowledivel about the risk factors was found to
be high amongst.the respondents as nearly 40% of them had high.knowledge level. This

was followed by |9W knowledge level at 33.5% and 27.1%of the women had moderate

knowledge level:-

Table 17.1: knowledge level regarding the risk factors of uterine prolapse

No Item Frequency Percent
1. Low knowledge level (<60%) 89 335
Moderate knowledge level (60- 72 27.1
80%0)
High knowledge level(>80%) 105 30 &

Note: Question 1-6

The respondents seem to have fair knowledge regarding signs and symptoms as

seen in the above Table 17.2. Though the level of knowledge was found to be
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low(30.8%) but on computing moderate and high knowledge level, it was found that

60.2% of the women have a moderate and high level of knowledge.

Table 17.2: knowledge level regarding the sigms and symptoms of uterine prolapse

No Item Frequeney Percent
1. Low knowledge level (<60%) 106 39.8
Moderate knowiedge level(60- 79 29.7
80%0)
High knowledge level(>80%) 81 30.5
Mean+ SD 1.906 .83

Note: Questions 7-41

As compared tg the other=two, the women have a poor knowledge level
regarding the preventive measures as 90.6%7!of"t-he women fell under the category of low
knowledge level. This could be attributed to the_hi_gh prevalence of uterine prolapse. Only
6.8% of the women have moderafe knowled_ge-zlevel followed by mere 2.6% of the

women who have a high knowledge on preventive measures.

Jd

Table 17.3: knowledge level regarding the pr}i/entive measures of uterine prolapse

No Item Frequency Percent

1. Low knowledge1evel(<60%) 241 90.6
Moderate knowledge level (60- 18 6.8
80%)

High knowledge level (>80%0) I 2.6
Meanz SD 1.120 +.39

Note: Questions 12-19
4.5 Attitude towards-uterine prolapse

The attitude towards uterine prolapse, determines.the steps to be taken towards
prevention of uterine prolapse. In.orderto know the attitude towards uterine prolapse, the
study subjects were asked their opinions as to whether they agreed or disagreed with the
statements provided regarding uterine prolapse. The attitude questions were 12 in total

and comprised of both negative as well as positive statements. The variable was divided
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into three categories agree, disagree and uncertain (Likert Scale). For positive statement,
the score was given as 3 for agree, 2 for uncertain and 1 for disagree while for negative
statements the scores were distributed as 3 for disagree, 2 for uncertain and 1 for agree.
The standard used for the attitude was  meant standard deviation. The score
<mean—standard deviation (<24.49) refers to negative attitude. The score within mean+
standard deviation and mean = standard deviation refers'moderate attitude (24.49-29.77).

The score > mean + standard deviation refers to positive attitude (>29.77).

Level of attitude towards uterine prolapse was presented in the Table 18. The
score ranged from#11-474The mean score was found to be 27.13 and the standard
deviation as 2.64.Majerity of the respondeﬁfé (82.7%) had a moderate attitude towards
uterine prolapse while there washot much Jiffe_r.ence in the negative and positive attitude

towards uterine prolapse whichwas found to be at 9.4% and 7.5% respectively.

Table 18: Level of attitude towardé uterine bgrolzapse

Item Frequency Percent
Positive attitude 21—==F" 7.9
Moderate attitude 220 s 82.7
Negative attitude 21 7.9
Mean+ SD 27.13+2.64

Table 19 _below shows the percentage of respondent’s attitude towards each
question along with itssmean and standard deviation. More than 90% of the respondents
had positive attitude when: asked whetherithey would/take their relatives/near ones for
treatment (94.7%"and“mean score 2:92), be friends with-a prolapsed woman (91.4% and
mean score 2.86) and that uterus prolapse lowers the quality of life of a woman (90.6%
and“mean Scoic' 2,87).+69.7% agreed ‘that ‘uterus prolapse Is ‘responsiblc: for' death of
women and ‘almost 60% (mean score2.58) agreed that they felt comfortabletalking about
uterus prolapse with their parents and friends. However, when it came to inviting women
to community functions only 52.3% (mean score 2.43) agreed to it and less than 50%

(48.5%and mean score 2.38) agreed that uterus prolapse is a result of injustice towards
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women. In terms of negative questions, 91% (mean score 2.06) disagreed with the

statement that its alright for a husband to take on a second wife.82.3% of the women did

not feel shy to talk about uterine prolapse with their husband or mother in law and the

mean score was 2.22.1t was found that 72.9% ofithe women with a mean score of 2.20

disagreed that uterine prolapse was an embarrassing disease and another 81.2% (mean

score 1.98) did not agree‘that uterine prolapse was aresultof bad karma

Table 19: Percentage of respondent’s attitude towards each item

Items

Percentage

agree

disagree

uncertain

Mean S.D

1.

2.*

3.*

5.*

Uterine prolapse is responsible
for death of women

Uterine  prolapse & is an
embarrassing disease.

Do you feel shy to talk .about
uterine prolapse with your
husband or mother in law?

Do you feel free to talkyabout
uterine prolapse with your-ctase
friend or parents?

Is it alright for-a husband to
take second-wife if his wife has
uterine prolagse?
Will you takeyour relative/near
ones to the health center for
treatment if<they suffer from
uterine prolapse?

Do you think uterine‘prolapse is
a result of the injustice towards
women?

Should women with uterine
prolapse  be invited (o
community functions?

If there is'@ woman with uterine
prolapse, would you want to be
friends with the woman?

Do you think uterine prolapse is
a result of bad karma?

69.%
739

16284 4

18.4

R

82.3

2y 3971

94.7

48.5

52.3

914

8.6

- 91.0

3.4

41.7

38.7

4.1

81.2

11.7

3.4

11

11

1.5

1.9

9.8

9.0

4.5

10.2

2.58

2.20

2.22

2.58

2.06

2.92

2.38

2.43

2.86

1.98

.69

47

1.27

51

29

32

.65

.65

45

43
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11. Do you think uterine prolapse 90.6 6.4 3.0 287 41
lowers the quality of life of
women?

*Negative item

Family and Friends seems to a major seurce of information when it came to
preventive measures as47.2% opted for the option in Table 20. The health centers came
in second at 31.1% followed by radio at 28.5%. Pamphlets and various organizations like
local NGOs accounted for less than 10% and 21.3% of the women obtained information

from other sources.

Table 20: Source of iaformation regarding knowledge about preventive measures

Items ) Frequency. (%)

Family and friends 126(472)
Health institution bt 83(31.1)
Radio 76(28.5)
Pamphlet 10(3.7)
Gynecological camp HAY 1,
organizations 12(4.5)
Others 57(21.3)

Note: Subject could answer more thanone item

The above=Fable=24-shows-the-number-ot-women=whoe.underwent treatment for
uterine prolapse. 27(49.1%) of the 55 women have been found to have undergone
treatment. Traditional herbs and ring pessary was found to -be the preferred choice of
treatment for the women at 33.3% each followed by exercise at 7.4%. Self care,
hysterectomy ‘and athers together made up 22,2% of the treatment options. Majority of
the women ‘was found to“have gotten themselves treated at health institutions (51.9%)
followed by home at 40.7% and others (7.4%).

Table 21: Treatment for uterine prolapse

Items Frequency Percent
Treatment
Yes 27 49.1

No 28 50.9
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Items Frequency Percent
Total 55 100
Types of treatment

Self care ) 7.4
Traditional herbs 9 33.3
Hysterectomy 2 7.4
Ring pessary S 33.3
Exercise 3 11.1
Others 2 7.4
Total 77 100
Place of treatment

Home 1L 40.7
Health institution 14 51.9
others 2 F. ™
Total g/ : 100

Note: 55 women chose 1@ answer out of 66

4.6 Relationship between socio demographic characteristics, maternal health status,

knowledge, attitude and Uterus prolapse status'of the women.
Bivariate Analysis:

The relationship between socio demograbhic characteristics, maternal health
status, knowledge, attitude with-Status of uterine prolapse was tested using Chi square test
and Fisher Exact.Test. The level of significance for the relationship was set at p-
value=0.05

Table 22: Relationship between socio demographic characteristics and status of

uterine prolapse
Age:

The respondent’s age (15-49) has been categorized into 7 categories and was
compared withwthe “status ofiuterus prolapse.|It was found that there ;was ‘significant
difference between the two variables (p- value=0.016). Women with uterine prolapse was
found to be highest under the age group 45-49(47.6%) followed by 35-39(35%) and 25-
29(31.2%). The prolapse cases were seen the least in the age group 15-19 at 14.3%

respectively.
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Marital Status:

-{4@5.3%) and the marital status
———

The majority pondents, wer

was not found to be ith statu lapse (p value=.337).The

relationship was tested
Education:

Education fo - formal education and no

education at all. etween education and status
prolapse was not si f the women with uterine

prolapse had any educati

Occupation:
Occupation was dividec -‘;--é-fj ,.farming, labor and others to facilitate
e ‘ i
analysis. The study reve d that there / nt_diffe ence (p value =.799)

between occupaticn and status of uterus prolapse. Majority-of thewvomen, 25.8% of the
A%E LY .
prolapsed women.\we ers«(includes housewife as

well) at 23.5%.

AULANINIHUIAT ¢ s

between thﬂ/arious castes and status‘pf uterus prolapse. Majority of the respondents with

RTINS TINY Tae

Caste:
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Table 22: Relationship between socio demographic characteristics and status of

uterus prolapse

without x2  P-value
prolapse
N(%)

Variables

Age(n=267)
15-19
20-24
25-29
30-34
35-39
40-44
45-49

1555 .016

Marital status
Married
Widow

337

Education
Any form of education
No education

' 111(79.9) 3.401  .065
89(70.1)

Occupation
Farming ~4  51(25.8) 14N M.
Labor PSS 9:4)
Others

450 .799

Caste
Brahmin

15(31.9)  32(68.1)

= AUt InanieAnT -

ichi

PRIRINTOHAI IR
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Total live children:

The relationship between total live children and status of uterus prolapse was
found to be near to significance but not significant (p value=.057).The percentage of
women with uterus prolapse who had 4 childen was found to be 40%. This was
followed by women with three children at 28.0%:Women with two and more than four

children were found to be almest the same at 19.2% and 19% respectively.

Parity:

There wasgsignificant difference between status of uterus prolapse and the
number of total pregnancies of prolapsed Wofhen (p value=.005). The percentage of
women who had 4 babiesiwas 42.2% and this was, followed by 30.5% of the women who
had more than 4 babies. It was found that there was gradual increase in the percentage of
prolapsed women with the Aumber-6f pregnahc ies but decreased drastically by 10% with

,!j-

women who had more than 4 babies.

Place of delivery:

265 ofithe women with prolapsed uterus had their last'baby delivered at home
and another 20.9% of them at health institution. But this was not found to be significant(p
value= .400).

Delivery Pragtice:

The delivery practice with status of uterus prolapse was found to be significant
(p value=.046).Almost 48%, 47.8% of the women withzprolapsed uterus had had their last
baby: delivered*with the help of traditional (untrained) birth attendants. And 25.4% of the
women had their baby delivered alone, without any help. The least was women who had
delivered their baby with the help of health workers (19.2%).
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Number of antenatal visits:

The relationship between nu of antenatal visits and status of uterus

prolapse was not found
respondents(33.3%) was found to ha

followed by 30.6% of the wome
~——

not go for any ante nw
Number of postn{

The num n been categorized in two

(p value= .528).There
3.9% of the women was

significance but

was not much differ

Table 23 : i .11 3alth status and status of uterus
prolapse.
Variables - .._Hﬁ.......? ' x2  P-value
A
- , -
Total live childrerw #]
1 7(15.6) 38(84.4

14(19.2) s 59(80.8) 9.150 .057

ﬂuﬂqwaﬁ%Wﬁﬂﬂﬁ
é%wa\animwwmmaa

13(23.6) 42(76.4) 14.921 .005
19(42.2) 26(57.8)
>4 18(30.5) 41(69.5)
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Variables With Without x2  P-value
prolapse prolapse
N (%% N(%)

Place of Delivery

Home 42(740) 707 .400
Health )79.1)

—

Delivery Practice
Own self
Relatives/in laws
TBA

Health workers

7.996 .046

Number of ante
4 0or>4

3

2

1

none

8.388 .078

Number of postnatal
None
At least one visit

.019 528

status of uterus gly'!,""

Type of work durﬂ pregna

The type of i‘oﬂone by women duging pregnancy and its relation with uterus

prolapse ﬂﬁ @oﬁﬁ:%@wﬂﬁ] ﬂaﬁ/ was categorized
into two : ork and a d of work. Whil .3% of the women did not do
any kind of work, 26.2% of the womeén did all kinds of:work which included.light as well

RAANNIUANTINEIAE
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Onset of work post delivery:

The result shows that the onset of work after pregnancy was not found to be
significant with the status of prolapse (p value=:129). About 27% of the prolapsed
women started doing work immediately after.deltvery.

Light Work:

Light work has.een.categorized into 4 groups and the relationship between
light work and prolapse siatus was not found to be significant (p value=.383). There was
not much differencesbetween women who resumed light work within 1-7 day of delivery
(27.7%) and 8-15 dayg'of delivery (30.0%).THe least was women who started light work
after 22 days which'was 18%. |

Heavy Work:

Heavy work also has been' categorized into 4 groups and like light work, it was
also not found to be significant,with uterine pr.olég§e status (p- value=.654).Nearly 30%
of the respondents(29%) had resumed heavy wq:fk,vx-/ithin the first 10 days of delivery and
another 28.3% between 11-20"days. The Ieds"-['ii\ia;s’ women who. started after a month
20.6%.

Table 24: Relationship between workload during pregnancy and the status of uterus

prolapse
Variables With, Uterus j Without x2  P-value
Prolapse Uterus
Prolapse
N(%0) N(%0)
Type of work during pregnancy
No work 15(20.3) 59(79:7) 1.0081 815
Any kind ofiwork 49(26.2) 138(73.8)

Onset of work post delivery
Immediately 48(27.0) 130(73) 2.300 .129
One month 15(18.3) 67(81.7)
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Light Work

1-7 days 23(27.7) 60(72.3)

8-14days 15(30.0) 35(70.0) 3.058 .383
15-22 days 52(78.8)

>22 days /0(82.0)

Heavy Work /

1-10 1.623 .654
11-20

21-30

>30days

Table 25: Relation s of uterus prolapse

The relationship betwee th :\

[_ \ rus prolapse was found to
be highly significént p-value= ‘60 ’ .,. f* on re found to have moderate

and high knowledge level eac whl.l%;efi were found to have low
knowledge level. As pared OE\M& - eveI attitude level was not found to be
significant with status o ter ol : e-. 2). The proportion of women

having positive attitude Ievel 38.1% and the least was found to be
women with negatlve attitude.at.

[

Varlables - g lii;i.t;, i xz P_Value
_f—f el

- Jrolapse
EIJ od)
Knowledge Levels

Low 9(9.3) s 88(90.7)

S 1) 3 2 T 8 3 o

Attitude Lﬂ/els

W'mmzu 13880 VD " ep
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Multivariate Analysis

Multivariate analysis was done to find the strength of association between the
independent variables and the dependent variable which is status of uterus prolapse. The
variables that were significant at the bivariate levelwere re-examined by controlling the

other variables in the multivariate analysis, in ordertoget the final model.

In the first'stage muitivariate analysis (Table 26), the variables which were
considered to be the.determinanis for the'status of uterine prolapse were included in the
analysis such as age, total pregnancies, number of antenatal and postnatal visits, place of
delivery, delivery practige, knowledge and attitude level of uterine prolapse, work during
pregnancy, onset ofwork post delivery; number of day since starting of light and heavy
work. The variables whicii were found o be significant in the chi square While
controlling other factors and taking p value at <0.25, the variables which were found to
be significant were age, p-valué:.i69 andrt-)';(.dd-.s' ratio of 1.035, total pregnancies p-
value=.049 and women with mafe pregnanéfi}:sfyvere 1.328 times more likely to have
uterus prolapse. Knowledge levél was found ti%bé-"'the most significant with p-value of
.002 and odds ratio 2.204. The aftittide level Was_-SiQnificant with p value=.058(odds ratio
as 2.149).

Table 26 shows the multivariable analysis for status of uterus prolapse

Table 26: First Stage Multivariate Analysis

Variables B Odds 95% ClI P-value
Ratio
Lower Upper
Age 0:34 1.035 .985 1.087. .169
Parity 284 1,328 1.002 1.761 _ .049
Knowledge level 790 2.204 1.333 3:645 . .002
Attitude level 765 2.149 975 4.738 '.058
Antenatal visits -.084  .920 127 1.164 485
Postnatal visit 217 1.243 517 2.988 .627
Delivery Practice -114 892 619 1.286 .541
Place of Delivery .036 1.036 376 2.855 945

Onset of work post Delivery -.062  .940 295 2.997 916
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Light Work -142  .868 548 1.376 547
Heavy Work -081 1.084 734 1.600 .685
Work during pregnancy -.058, = .944 430 2.073 .885
Significant at o <0.25

The variables whieh were significant in«the first stage multivariable were
included in the final stage multivariable analysis in-Fable-27. While delivery practice (p-
value=-.359), antenatalVisits (p=Value=.732), total live children (p-value=.093) was not
found to be significant: Knowledge level was found to be highly significant with a p-
value < 0.01 and oddsratio of 2:448. Apart from knowledge level, total pregnancies was
also found to be significant(p-value= .045) with odds ratio of 1.332.In the multivariate
analysis (p-value=.170 and p-value=.119). ilThis could be because the study has women
with prolapse as well and prolapsed women are more likely to have more knowledge

about uterine prolapse than without prolapse.

Table 27: Final Model Multivariate Analysis'

r g

Variables B Odds ="+ 95% ClI P-value

Ratio

S ower Upper

Age 027 1.027 983 1.073  .227
Parity 296 1.344 1.027 1.759 .031
Knowledge Level .869 2.385 1.473 3.860 <0.01
Attitude Level .789 2.200 1.003 4.827  .049
Onset of work post pregnancy 111 — 544 2.295 .763
Place of delivery -1.465 231 027 1.997 .183
Delivery Practice -1.591 204 024 1.722 144
p- value £0.05

Focus Group Discussion

Focus group discussion was carried out amongst women with and"without
utering prolapse

The survey on knowledge about uterine prolapse revealed that women had
knowledge about risk factors, signs and symptom but had low knowledge about

preventive measures. The aim of the discussion was to find out the factors influencing
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preventive behavior towards uterine prolapse amongst the women. The interview was
conducted by a health worker from the partner NGO using standard guidelines prepared
by the researcher with the researcher as the note taker and observer. The discussion was
carried out in one of the VDCs of the sampled study.area keeping in mind the feasibility
and accessibility of the location. The discussion‘wascarried out for 40-45 minutes. Eight

participants were recruitedforeach of the'discussion: The'FGD guideline is as follows:
What is uterine prolapse?

What are the risk factors for utering prolapse?

What are the preventive measures of uterine 5rolapse?

Will you take any preventive measures?

What are the reasons fornot taking any preveht-ive measures?

FGD revealed that women-had knO\'/V:I-:edge though partial about the risk factors
of uterine prolapse but were unable o take pr'éve;r'}{ive measures due to lack of support
from family, lack of manpower in the family: ;P‘o,'verty and gender discrimination was
found to be the underlying factor for women not being able to practice preventive

measures.
Women with utering prolapse

The interview was conducted amongst women with uterine prolapse and who
were above 35 years old. Women less than 20 years old could not'be included in the
discussiongas the discussion was in the morning and women had to go into the forest to

collect woods or go to the rice fields:
Uterine pralapse:

The respondents had a fair knowledge as to what is uterine prolapse. Six of the

respondents mentioned that uterine prolapse was “falling of the house where baby is
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present during pregnancy” while two of them said that* due to load from the baby, the

Y.

ng hea I|very, not taking enough rest

uterus slips down”.

Risk factors for uterine prola

Most of them sai

post delivery causes u

“Heavy load after pre ; artzng work 7-8 days after

delivery”, 11 out to graze”, “Not eating
well after delivery :

Women ar idered ry.and the family members
generally do not touc e tradit \\1\1 ndants so women resort to
different means to : n‘ mentioned by the woman

“I took out my placenta 0 that it comes out due to the

weight”.

Preventive measure

Thoug V r

mentioning preventive measures, the: skeptical.

A ). .
"" ily, when it came to

“You should get marr‘dﬁthe right age”

neflbbid L) INYNT

“Have rzght age gap of about 5 yea)‘ between two children”

BB 3TN AIINYAY

“T raditional herbs are the best as we can make them ourselves. And if we can’t do that

much for ourselves, we can’t do anything else”.
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“Use ring pessary”

“Give birth at hospitals, health care cent

present to guide us”.

“No sex immediately after

- — —
Practice of preventW
When W vhether they were taking any preventive measures in

order to prevent it fron jrading it further, almost 2 men said that though they
want to take the measure umstance allow them to do so.

“Women are wea , jour paix e have to work and make a living”

5 when it came to reasons for not
adopting preventive measures, Gender discrim , lack of awareness about maternal
health and poverty were seen _E _ se.for lack of practice amongst women.
The women said they hac oalt th 'JJ#' ehold by:-themselves, look after animals

and work in thefiglds which have been mentioned udies.— -

“My man had gon ‘ m‘vs after the birth so I got
no help from anywhere”

LA AT
ch PRl |10}

“We already have prolapse, we don’t our daughter in laws and daughter to go through

the same so it is better we work since we already have it”
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Women reported that animals held more importance to men as compared to
women since the death of animals would cost them money. This brings to light the under

value of a woman’s life. The followi ntioned by a 43 year old woman.

Focus group dlscussrﬁ" A en had poor knowledge regarding

birthing practices and the import: /Dy trained birth attendants.

“I had 3 sons Wil
healthy and fine*S6, why should I go

y.Chleckup. They grew up

|| .
Women without uJine prolapse:

N T SIS e e

women wéu in a hurry to return hogae and start W|th the household chores It was seen

edblrbiony e 614 01 V1 Ay
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Uterine prolapse:

Like women with uterine prolapse; most of the women have idea as to what is
uterine prolapse. All except one said that “falling dewn of the place where baby is kept”.

While one said that “when you take out the uterus,thereis no baby so must be it”

-

Reason for uterine prolapse:

As seen from thessurvey, the wamen identified the reasons for uterine prolapse
correctly. Women reported that “workload during pregnancy, heavy work in the post
natal period and menstruation”, “marria;ge at early age”, " pregnancy at early age”,
“getting pregnant eyery yeap’ “iﬁmedia;'ely sex after pregnancy” and one said
mentioned “having sex at anearly.age . -i

d

In Nepal, women aré considered il’npur_e during menstruation period and are
restricted from worshipping god énd- in the vv:éé;t'erJh Nepal, the rules are further strict with
women forbidden to enter, Sleep-inside the hbf_fs_é and take milk, yoghurt and other dairy
products. This was seen in the focus group alsd_izvjfé;e one women ,who was 33 years old

said that “if you touch food or-eatfood that is nﬂgigélowed during menstruation”.

Another woman mentioned that fack of nuiritiots food was the reason behind

prolapse.

“During post natal-period, you are not allowed to eat fish, green vegetables but only

cumin seeds and ajowan.gSe we cannot get enough nutrition and our body is weak”.

As the case withiwamen with pralapse, this group of women alsg had poor knowledge on

maternal health status and delivery practices.
“I had my ownpregnancy. i closed the doors and did it myself: ”--a 29 yeareld waman

“I'had my own traditional birth attendant so I did not need to go to the hospital.”
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Preventive measures:

The reasons cited b e W lapse was also fairly the same as

women with uterine prolapse such a ﬁﬁe ring pessary”, “traditional

I TS

medicines”’, “exercise

One peculiar i easure was ment by a woman during the
discussion. \

“I heard that you cut th

marry at right age”.

and then push the uterus

inside, it works ”.
Practice of preventi

It was found g pre measures but still could not
do it wholly when it ca -the“hol old \ es or bringing wood from the

forest as husbands were or work.

“When lifting heavy loaa

“I eat well and y

“I have not gottenﬂyself preg and il mﬂ sure that there is a 2-3

years age gap.

i Mﬂﬂ Wﬁ PR G -rwees

myself”.

! was lucky l;1aa way cause my us nd was in In:la !urmg m:j;llvery so I didn’t

have to go through it but | have heard that women have had to have sex within 3-7 days

of delivery” —a woman who is 24 years old and is involved in farming



CHAPTER V
DISCUSSION, CONCLUSION AND RECOMMENDATION

This was a cross sectional study casried out amongst 266 married women of
reproductive age in the 8 VDCs of far western-Suikhet district of Nepal. The aim of the
study was to find out the prevalence of uterine prolapse in the studied area; knowledge
about uterine prolapse (risk faetors, signs and symptoms and preventive measures) and

attitude towards uterine prolapse.

The study™ alse® explored the, r__elationship between socio demographic
characteristics, materpal health status, kn0\7\{Iédge, atfitude and stats of uterus prolapse.
The results of the basgline study. will be',, used to promote awareness regarding the
problem and by the policymakers for Womén empowerment and establish reproductive

health as a women’s right.

Socio Demographic characteristics:

In this study, the age group was cate_g__a[zeq into seven groups and the majority
of the women were distributed in the age groUp'261-39(70.8%); this finding is consistent
with the study done-in-the-eastern-region-of Nepal-where /0% of the respondents were in
the same age group.(CAED-WRRP,2007) and another community based study carried
out in 8 districts Of Nepal(Gurung et al., 2007).However, -this differed with another
hospital based study where the majority of the respondents were in the age group 41-
60.But this could be because'it was' a hospital.based study Carried out.in the capital and
old age _women“~are “more “likely "to" visit "hospitals ‘rather than young

women(Darshan,2009).

Education®is one of the important factors as it also' determines the level of
awareness amongst women. The educational status of the women was low as 80.9% of
the women had no formal education(47.6%) or only elementary education(33.3%);

Similar finding has been replicated in the study in the Siraha, Saptari districts(CAED-
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WRRP, 2007) and the hospital based study(Darshan, 2009) where majority of the

participants were illiterate followed by elementary education.

In terms of occupation, majority ©ofsthe women were involved in farming
(74.2%) followed by daily wage labor (12.7%)..A study in Bhaktapur showed that the
prevalence of prolapse was higher in farming wemen than non farmers.(Gurung et al.,
2007) found that the Also.the"However, it should be neied that Nepal being a patriarchal
society, these women(fasming.and daily wage) perform dual tasks that is fulfill the duties
of a housewife too (Adneret al:, 2007).

The caste system 4s prevalent in. Nepal and this study had 5 categories to
categorize women belonging to different Caste_s. Majority of the women were Janjati
(30.0%) followed by Dalit (28.5%).The results-. of this category does not match with the
other studies(CAED-WRRP, 2007;Messersc’h:migt , 2009).This could be because the
studies have been conducted in different regi_o:[,ls df the country and the concentration of

the social group differs with regions. =57,

Utilization of health services if the past 1 year

It was. found that 38.3% of the women visited private* hospitals followed by
government hospitals at 35.2%.The mode of payment was out of pocket (82.9%).This
could be because the government health facilities are short staffed, ill equipped as
medicines and supplies rarely reach on time(Earth and Sthapit, 2002).So, it is likely the
women preferred private practice. 87.8% of the women.did not visit health institution in
the past one year as they avere not sick; this has been/explained in other studies as the
reason behind this being women did not perceive a need for it (Dhakal et al., 2007)or had

ay, lowpvalue of-ene’syown, life(World Bank; 2001),

FGD cases also revealed that people generally consider women to be “made of
iron” and that they shouldn’t really go to a doctor until and unless the woman is seriously
ill. 1t was found that 6.1% of the women could not visit health institution due to

geographical inaccessibility and another 4.1% mentioned lack of decision making power.
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The finding is consistent with the study carried out in eight districts of Nepal by World
Bank (2001).But, the percentage of lack of decision making power in health care for
women was found to be very high(72,7%) in the study done in South Asian countries
(Senarath and Sepali, 2009) as the study donewas country based unlike one 8 VDCs of

one district.
Women and Marriage:

Legal age-of marriage.in Nepal is 18 years. However, the result shows the mean
age of marriage for women o pbe 16.8 years. The result was congruent with the national
data for age of womensat marriage WhiCh:J'S'-;17.2(H|\/|G, GTZ and UNFPA, 2002) and
Nepal Safer Motherhood/Project put'the age as 16.The young age of marriage can be
attributed to the practiees of arranged marriagéé in Nepal (Caltabiano et al., 2008).Also,
virginity is given a high priority in' Nepal béqauge of which it is perceived that women

who are old may not be:@ virgin thus resulting in girls being married off early.

But the findings does- - not coinci:fj(;a “With studies carried internationally
(Samuelsson et al., 1999) as tradition, cu!t:u'fg '_apd norms are different. Also the
percentage of women(67%) who had their first -dérivery before the age of 19 was in the
similar to study congducted by WRRP=CAED (2007) and another.study by Darshan (2009)
which puts the figures of pregnancy before teens at 65.16%

Maternal Health Status:
Place of delivery:

Majority of the respondents (73.1%) in the study had their babies delivered
without trained assistance; The finding coincides with/other studies thiat have been carried
out in Nepal. Messerscmidt (2009) 'whao conducted a studyin 8 districts found-that more
than 80% of the respondents had their babies delivered at home. The study in Achham
and Doti by UNFPA, GTZ and HMG (2002) found that more than 90% had delivered
their last 55.4% of the women had delivered their last baby at home and at shed(37.3%)
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in Achham. The situation in Doti was found to be the same with 79.0% at home and
12.6% at shed.

Delivery assistance:

The study revealed that 37.2% of the"wemen delivered their last baby with the
help of relatives and mother in law. TBAS contifiug o play an important role in providing
antenatal care, assistance during.abor and delivery, and initial postpartum care in many
developing countries: Theys@are. easy to access in community settings and cost less than
other village or govemamenthealth Workersl (Bang et al.,199%4;Costello et al., 2004;Kruske
and Barclay,2004;Borgit et al.,2006,'cited'in’-'Thatte N et al.,2009 ).Darshan et al., 2009
in his government hospital based study found that the majority of the deliveries968.18%)
in the rural area werg done hy mbther inl;flav;/' or neighbors. Bhatta (2008) found that
50.4% of the women had their babies delivé_rje_q with mother in law assistance in Kavre,
30.6% in Dhanusha, 23.6% in Saptari: , |

|

Number of antenatal visits: /=" #2420

The study revealed that 349 of the Women has.not made any antenatal visits
prior to delivery and only 19% had visited three times.(Darshan, 2009) found that
78.79% of the wamen had not made any antenatal visits. Again, the researcher would like

to point out that it was a hospital based study.
Number of postnatalivisits:

It was~found that 82.1% of the women had not visited health institution post
delivery. The study is consistent with the study by Pradhan, 1997, cited in Earth and
Sthapit (2002) found thationly 13% of thelmothers had been'visited by aitraingd medical
professional within 24 hours of the birth.

Type of work during pregnancy:
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Only 2.7% of the women mentioned to having not worked at all during
pregnancy. Similar finding has been presented in the study by Bonetti et al., (2002) where
87% of the women mentioned that they had no rest prior to delivery.

Onset of work post delivery:

In this study, immediately has been categorized as less than 15 days and it was
found that 68.3% of the women started working immediately. The percentage of women
who started light werk wiehin 4-7 day of delivery was found to be 31.8%.Somewhat
similar finding was _geciprocated in the stludy carried out by UNFPA, GTZ and HMG
(2002) where 22.3% of‘the avomen started.work within 7 days in Achham and 21% in
Doti. And Bonetti et al (2002) found that only 21% of the women had rest for 7 days or
less after delivery. Study by Darshan (2009) siiows that only 45.5% of the women had
rested for 7-14 day post delivery.

Similarly, when it came‘to resum’pﬁen of heavy work 395 of them started
carrying heavy workload after'three weeks or sg The result is much less when compared
to women in Doti and Achham where 73.7% ;1(31 69.2% of the women resumed heavy
work in a week of, delivery (UNFPA, GTZ and HMG , 2002)./The difference could be

because a lot of werk=has-been-done-in-the-areazand-women-are more aware of it now.

Overall Prevalence of Uterine Prolapse:

The prevalenee of uterine prolapse in.the study was found to be 24.7% amongst
a total of .266.women. The finding is ‘consistent. with the ‘Other. studies that have been
carried out 'in 'the wvarious" districts=of Nepal:* A “clinic=based Study “carried out in the
districts of Doti, Achham which share borders with Surkhet district, the study location
found:the prevalence’ to be, 20% (UNFPA, GTZ and: HMG, 2002).Another study
conducted in ‘Siraha, Saptari districts of eastern "Nepal "in" the" age" group “found the
prevalence to be 37% (CAED-WRRP, 2007). But the study was conducted in two

districts as compared to one.
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A study conducted amongst the women visiting the free women health care
clinic in the western region of Nepal found the prevalence to be 25% (Schaaf et al.,
2008).The prevalence of 24.7% has been obtained on the basis of self report as well as
women who found it diagnostically. But, in the sttidy conducted by Bonetti et al.,(2004)
found that of the total women who self reporied uterine prolapse in Achham and
Doti,95.1% and 98.1%of them were found to be suffering from prolapse on clinical

examination.

National Demographic Health Survey of Nepal [NDHS] carried out a country
wide population based study and the prevalence was found to be 7% (NDHS, 2006). The
number seems to be small@s the study was conducted.in a larger sample size and the

methodology has not begn stated in.detail.

Similar findings were also presented::'i:n studies carried out in Asia, Africa and as
well as some parts of Europe. Globally, the préyalénce of uterine prolapse is estimated to
be 2-20% (Adner et al., 2007).1n another stud;z__-c‘()'_njqucted in Iran amongst women 18-68
years of age, the overall rate-of prolapse was jfound to be 53%(Garshsabi et al.,
2006).Similarly, another clinic-based study carried out in Alexandria, Egypt found the
prevalence to be 40%(Gomman et al., 2001). Prevalence rate 4n.a study carried out in
Ghana was found to: be 12.07% (Wusu-Ansah et al., 2008).

A Swedish' study carried out amongst women aged 20-59 years found the
prevalence to be 30%:(Samuelsson et al., 1999).The reason for the high prevalence of
uterine prolapse for the studies carried out in“tran, Egypt, Sweden could be because these
were all “clinic based studies. It can be said that the“prevalence of uterine prolapse
wherever studied has been found to be different and varies widely region from region as
the age group studied, the research methodology used has been different.
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Years of living with prolapse:

The study shows that on average women had been suffering from prolapsed uterus for 10
years (+/- 7.89 years).The minimum years was less than a year and maximum was 33
years. This s consistent with study carried out by WWRRP-CAED, 2007. This brings to
light the social stigma picture related to_prolapsed uterus. Most of the women had been
suffering from it silently.for the fear of being ridieuled and outcast by the society
(Upadhyay, 2002; WRRR<CAED, 2007; Darshan, 2009; Gurung et al., 2007).

Age of Onset of Prolapse:

The minimum age of onset of prolabse in this:’g;tu-éy was found to be 14.Previous studies
have shown the minimum age to-be 15(UNFF’Aand IOM, 2006).This shows that uterine
prolapse is prevalent even amongst the youniqgﬁige groups in Nepal unlike western
countries where prolapse has been:found to ;b_e:_ki)[e,valent amongst the older women
(WRRP-CAED, 2007).This could be due to early marriage practices followed by early
child bearing and the work burden that comes along with it (Bonetti et al., 2002)

Knowledge regarding uterine prolapse:

More than 50% ef the women had.moderate level of knowledge (overall)
followed by low level of knowledge. Gomman et al:, (2001) conducted a study in
Alexandriaiamongst women with prolapse and found that 34% of the women had fair
knowledge of uterine prolapse. The number is less=as the study in Alexandria was
conducted amongst. women .with | uterine prolapse only. Nearly 90%/0of the women
responded saying that doing heavy work during pregnancy causes uterine prolapse. The
same was mentioned in the study carried out by Bonetti, 2000 cited in UNFPA, GTZ and
HMG (2002).
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However, the same study by UNFPA, GTZ and HMG (2002), mentioned that
52.5% of the women identified heavy work load in the post partum period as the reason
for uterine prolapse. The reason for an increase in the number could be because the study
was conducted nearly a decade ago. Since then; @ lot of work has been done on the
subject with the government of Nepal even announaeing 13,000 free operations to women
with prolapse over a period of 5 years."Only 32% of the women said that not having

enough food during pregnancys

The study conducted by WRRP-CAED (2007) found that only 16% women
agreed to the samesguiestion. Only 82% of the women considered having many children
as one of the risk faetors forsuterine pro[qrjse (Darshan, 2009; WRRP-CAED, 2007;
Kumari et al., 2000). Only two women in the study done by UNFPA, GTZ and HMG
(2002) mentioned having 100 many habies a;, the reason for uterine prolapse. Also 0.4%
said that having too many babies was the reésbn'?in the study by Bonetti et al., (2004).
This indicates that women have a_poor knowledge when it came to parity and its relation

with uterine prolapse. 223 )4

The women had geod-Knewledge level regarding the signs and symptoms of
uterine prolapse.as majority had a high knowledge level (39.5%), Of the questions for
signs and symptoms, only 38% of the women said women with uterine prolapse urinate
often. This is surprising considering it IS one of the important signs of uterine prolapse
and has been found to be significant with uterine prolapse (Gurung et al., 2007).But it has
to be kept it mind that this survey was carried out amongst women who have and who do
not have pralapse. SO it is likely that'women without profapse do not have any knowledge

about it.

As coeinpared, to risk factars“and“signs and symptoms, the knowledge level
regarding preventive measures was very low (90.6%). Only 2.6% of the women had high
level of knowledge. Perhaps, this could explain the high prevalence of uterine prolapse in
the area. Only 16.5% of the women mentioned that post partum rest for 45 days prevents
uterine prolapse which is one of the important preventive measures for prolapse (Earth
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and Sthapit, 2002). The percentage does not coincide with the study carried out by
WRRP-CAED,2007 where 39% of the women mentioned that taking rest for 39 days can
prevent prolapse. Only one woman mentioned Kegals exercise as one of the preventive
measures. This was a totally unexpected restliras.24.7% of the women had uterine

prolapse.

Vanamala (2006)«earricd out a study on knewledge of prevention of uterine
prolapse amongst postnatal methers and found that the participants had a poor level of
knowledge (30.67%) regarding pelvic floor exercise. And a strikingly contradicting result
was obtained whenvit came to delivery by trained birth attendants. Although 80% of the
women said that delivery by untrained birth;atiendants causes uterine prolapse, only 4.1%
of them considered it to/be a'preventive measure. This shows that there is a wide gap in
knowledge level amongst women and a lot 'r!1as to be done by the organizations working
in the area along with the female community healt'h volunteers. The study carried out by
UNFPA, GTZ and HMG (2002). found that only 22 women cited lack of trained
assistance during delivery as ihie- reason- for prolapse. Drinking herbs as a measure or
preventing prolapse which was.a negative queéiibn '_resulted in only 17.2% of the women
answering it correctly. This could be because: :tak’i:ﬁg‘/drinking traditional herbs seems to
be quite popular amoengst-the-women-although-there-is-no-scientific evidence to the fact

that it really helps:

Economic status of the women and educational level plays an important role
when it comes to intake‘of‘traditional herbs as-it is normally cheap and easily available
than seeking health~institution. Bonetti et al., (2004) found that one in four women
resorted to using traditional remedies such as taking traditional herbs, putting herbs
soaked.cloth into the vagina or.hanging.upside down.

Attitude towards uterine prolapse:

More than 80% (82.7%) of the women in the study had a moderate attitude

towards uterine prolapse. Rumors blaming women for uterine prolapse is quite



80

widespread because of which women have been subjected to derogatory
treatment(Messerschmidt ,2009).However, the positive results of this study shows that
women are coming to terms with the fact that uterine prolapse is normal and they are
opening up and talking about the disease. Literaitire.review reveals otherwise in earlier
studies. A Swedish study revealed that women.felt.shy to talk about uterine prolapse as it

was an intimate issue (Pakbaz et al., 2010).

Nepal is dominantly a patriarchal society and women tend to be looked down
upon since birth. The lower soeioeconomic status of women prevents them from fighting
back and their pleas are usually subsided.down or overlooked by the family members
including husband #@and 4 society (Meséefschmidt, 2009;Darshan, 2009;UNFPA,
2008;CAED-WRRP, 2007).This could be 7the.--reason that only 41.7% of the women
thought that uterine prolapse was as a result of injustice to women. Another 60% felt
comfortable talking about prolapse with their-fr'ie"hds and parents as compared to talking
about prolapse with their husband ei mother in law (91.0%) since uterus prolapse is
considered a taboo and often results in-women being ridiculed by the society(Upadhyay,
2010)

Association between knowledge level, parity and uterine prolapse:

Stepwise logistic regression revealed that only knowledge level and parity was
found to bersignificant with uterine,prolapse..Knewledge level had a.p.value of <0.01.It
should be noted.that very few studies have been doneon the subjectand the researcher

found no study that discusses the significance of knowledge level with uterine prolapse.

Almest 41% of the women with prolapse had 4 babies- This is/in'line with the
national data as the total fertility rate of Nepal is 3.1(UNFPA, 2008). The fertility rate in
Nepal is high because the children are considered blessings and the longing for a male
child results in women being pregnant number of times (Schaaf et al., 2008 and Nepal

safer motherhood project [NSMP], 2010). Parity, which is considered to be one of the
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risk factors was found to be significant with uterine prolapse (p value=<0.045). The same
has been replicated in some other studies (Samuelsson et al., 1999; Wusu-Ansah et al.,
2008; Duong TH., 2009).

Studies have shown that lack of trained.assistance, parity, heavy workload, and
resumption of workload after pregnancy as faetors associated with uterine prolapse
(Bodner et al., 2007; CAERD=WRRP, 2007; Samuelsson &t al., 1999; Wusu-Ansah et al.,
2008; Duong TH., 2009; Gomman et al., 2001).But, the result of this study shows
otherwise. Age, parity and delivery practice were found to be significant at the bivariate
analysis level but en"doing regression analysis, knowledge level, parity and attitude level
were found to be significant. This'shows thé’g 'though the variables, delivery practice and
age have an effect on the status/of.uterine 'plrolapse but do not necessarily cause uterine

prolapse.

Focus Group Discussion: F

The focus group discussion préovided insighf’s: nfro the quality of women’s life and
explained the quantitative results The focus group discussion revealed that though
women had knowledge on risk factors but could not practice preventive measures thus
explaining the alafiming prevalence of uterine prolapse. Also thie poor delivery practices
and a low value of .one’s life explained the low maternal health-status of the women such
as delivery at home by untrained assistance and lack of antenatal, postnatal visits. This is
consistent with a studyscarried out by Bonetti et al (2004).

Also it/ was ' seen that women whe: had ‘uterine prolagsedid not take any
measures as to prevent it from degrading it further as they preferred doing the chores
themselves-so that their-future-generations;did not-have:to go-through-the,same-suffering.
On the other hand, ‘discussion with:wemen without uterine prolapse revealed that they

were taking certain measures like birth spacing, taking rest after pregnancy.

5.2 Discussion
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In conclusion we can say that the majority o the women have a poor maternal
health status. The women have a moderate level of knowledge regarding the risk factors
but very poor knowledge about the preventive measures which could mean poor practice
thus resulting in alarming prevalence of utering prolapse and moderate attitude towards it.

In terms of bivariate analysis, the result shewed that

Socio DemographiesCharacteristics: Only age was significant with the status of
uterine prolapse (pvalue=<.016) and the rest of the variables such as marital status,
occupation, educatiopsand castewas not found to be significant.

Knowledgedevel with uterine proli;\pse was highly significant (p value=<0.001)

though attitude level was notfoundto be significant (p value=0.122)

In terms of relationship between maternal health status and uterine prolapse,
total live children was found to be nearly significant(p value=0.057), total pregnancies(p
value= .008),delivery pragtice(p vaiue=.037), number of antenatal visits(p value=.046)

was found to be significant with uterine prolapse.

Multivariate analysis:

For logistic regression, all the variables that were considered to be important
risk factors for uterine prolapse from the literature review studies were kept as
independent variables. However it should be noted that it may not be the same in the real

world as dependentvariables eouldbel independent and aice wversa;

The resultfrom logistics showed that only knowledge level(p-value<0.001) and total

number of pregnancies(.045) was significant with uterine prolapse.

All in‘all it'can be said that'education which is'one of the key'factors that drives
one’s attitude and behavior was found to be significant. Though the effect was seen in the
opposite way, it could be because prolapsed women have high knowledge about uterine

prolapse. Also though women have knowledge but the practice is poor due to poverty,
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lack of help from husband or family entails them to keep on working normally without

seeking any help.
5.3 Recommendation

The study found.that the prevalence of.utérine prolapse is alarming and there is
a wide gap in the knowledge level. The maternal health status of the women is quite poor
and it is one of the underlyingfactors for uterine prolapse. This shows that there is a lack

of awareness amongst women about their health in general.

At the #policygflevel, futetine prollapse should be included as women’s
reproductive right. Strongfempowerment I_S required amongst the family members for
maternal health during pregnancy. and deliyery‘ at each stage. Antenatal and Postnatal
visits should be enceuraged through capaciiy building of the female community health
volunteers. Increase family planning awareness 'émongst the males as women seem to

«

have no say in the matter. dda
o s 44
Gender discrimination issues such a @cjefl, cultural and economical should be
addressed. Accessibility to quatity health serv'iééé should-be provided and the traditional
birth attendants:could be trained in order to have safe delivery at home. Increase
proportion of wemen among health care providers so that wemen feel comfortable

visiting health centers. A PAR would be better for such a sensitive topic.

The government, should include tuterine prolapse in school education for
higher grades. [Though, the government of Nepal has provided incentives to women who
deliver their; baby at health institution but the figures are still low. So, the government
should increase access to health care services by building strong coordination between
the government‘and the various NGO and INGQOS working 'in| the| field. Fhe health
workers should be provided with training so that they can detect uterine prolapse in the
earlier stages. The government and the various organizations should involve mass media

in order to spread.
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APP

The questionnaire has 6 ¢
I.  Socio Demographic
I1. Utilization of Health se
I11. Maternal Health Sta
IV. Knowledge leve en suffering from uterine

prolapse and th - \\\

V. Attitude sitterine APSe amol gst womel sing from uterine prolapse
and attitude hout [uterine prolapse towards women with uterine
prolapse. . ' \

V1. Preventive measures at 1en and those without prolapse.

l. Socio demographic acteristic
Instruction: The following questions from 1-4 bout demographic information. Please

mark V' in the parenthesis ( -_?- F 2 down in the blank space where

provided.

T

1. How old mou. m
2. whatis yo cupation? -

HouseW|fe

ﬂuaw@ﬂwﬁWEWﬂi

fishery
) 5. others

9 W”I”’ﬂﬁ"ﬁ“ﬁm UAIINYAY

Widow
( )3 Divorcee
4. What is the level of education that you attained?
() 1.College
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() 2. High school.
() 3. Secondary school.
() 4. Elementary school
( )5.Noschool
5. which caste do you be

1. Utilizatio

Instruction: The ilization of health services.

LR

Please mark V in th o in the blank space where

provided.

1. Where did you go dafth.services it 12 months?
() 1. governmen

) 2. prl_vate linics/ospita
AP '

(
()3
(
(

6. Oth it
) Eer |

If the answer is 4 5, @%/e to question 2

If the an\ﬁ H w ﬂ i
are the reasons for no going OEEﬂHQUUOﬂ

) 1.Geographical inaccessibility

QW’Tﬁﬁ?’IT&MﬂW’JﬂEﬂﬂﬂ

() 4. Lack of decision making power
() 5. Others

3. How do you finance for your health care?
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() 1.out of pocket
() 2. Free government service at the primary health care level
() 3.Others

Instruction: The fo i are @ aternal healt women. Please mark

in the parenthesis ( : ife.da [ \1‘ where provided.
1. Atwhat age did Tartied? . ..zest...1.... k.. years old.

2. At what age did y: cryour tirst ¢t . years old.

Nt y@m NI AT
QRN IINAINYAY

5. What is the age of your children?
( )1 ..
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()2 o
()3
(),

( )5. Others.........

6. Do you have uterine prolapse?
() 1lYes
(

()

7. Do you feel/

(
(
(
8. Do you hav
(
(
9. Do you have any
( )1 Yes
( 4
10. If you have uterine /prolapse, -Ho ave you had the prolapse for?

............... months/y T
11. How many babies did- ﬁw

“ANEINEINeINs

|rth attendants)
() 3.Relatives or mothér in law.

amammwnﬂmaa

13. Where did you deliver your last baby?
()1 Home
() 2. Health institution
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() 3.0thers......cccevevrrennne.

14. How many times did yo
last baby? .
( )1>4times

) 2. 4 times

( 1l .

( )3.3time

( )4.V
(

(

. t after the delivery of
your last baby?

( )L
()2
( )3T

()4

( ng the dishes
() 2.cleaning the i animals, cleaning the animal farm
( ) 3. agricu om the forest, bring water by
TR e T T — -
() g Y )
18. When did you start wo y of your child?
() 1. immediately —

()2 1men

AtFIneningIns
RIAINTUUMINYINY
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IV.  Knowledge about uterine prolapse:
Instruction: The following questions 1-18 are about knowledge on uterine prolapse

amongst women whom have uterine prolapse and those who do_not have uterine

prolapse. Please mark V in the column for the onc.best answer only.
Yes means they have knowledge. No means they den’t haye knowledge.

If answers cannot be decided whether yes or no, cheose “Don’t know

DON’T

STAFEMENT WMES NO KNOW

1.Does delivery by untgained birth attendants cause
uterine prolapse?

2. Does carrying heavy load during your pregnancy
affect uterine prolapse )

3. Does undergoing labor for Iong perlod cause
uterine prolapse??

4.Do you think doing heawy work during prg and
post natal period causes uterine prolapse? — 3

5. Do you think having not enough food during
pregnancy causes uterine prolapse?

6.Can having many children. reduce the risk factor '
for uterine prolapse?

7.Does the woman. with uterine prolapse experience
something coming eut of her vagina?

8. Does the woman with uterine prolapse have
difficulty in standing, walking?

9.Does the woman with uterine prolapse has
problem while urinating?

10.Does ;the woman withy uterinesprolapsecurinate
very often?

11. Does the woman with uterine prolapse have any
back pain?

12.1s,uterine prelapse preventable?

138.1s ‘uterine ) prolapse | prevented by. reducing
workload?

14.Does exercise(Kegals exercise)prevent the uterin
prolapse from degrading it further?

15.Can delivery by trained birth attendants minimize
the chances of having uterine prolapse or prevent it
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DON’T

STATEMENT YES NO KNOW

from degrading it further ?

16.Can adequate birth spacing reduce uterine
prolapse?

17.Can drinking some herb prevent uterine prolapse
or prevent it from degrading further? 4

18.Can having nutritieus™ food- during pregnancy
prevent uterine prolapse?

19.Does proper rest for 45 days post pregnancy
prevent uterine prolapse?

- e
v

=

V. Attitude towards uteringe prolapse:
Instruction: The following questions 1-12 ar'c—;, about attitude towards uterine prolapse

amongst women suffering from uterine prolapse and those who do not have uterine

prolapse. Please mark \/in the column for the one best answer only.
i
A
Agree means the statementis COrFECt: ;

> ld
i

Disagree means the statement iS et correct. — :

If answers cannot be decided whéther agree or disagree, choose “Uncertain”

STATEMENT = AGREE UNCERTAIN | DISAGREE

1. Uterine prolapsé is responsible
for death of women.

2. Uterine  prolapse is an
embgrrassing disease.

3. Do you feel shy to'talk about
uterine prolapse with your
husband or mother in law?

4, Do you feel free ito talk about
uterine * prolapse with your close
friend or parents?

5. Is it alright for a husband to take
second wife if his wife has uterine
prolapse?
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6. Will you take your relative/near
ones to the health center for
treatment if they suffer from uterine
prolapse?

7.Do you think uterine prol
result of the injusti
women?

8. Should women wi
prolapse be invi
functions?

9. If there is a wo
prolapse, would
friends with the woma

10. Do you think uteri
result of bad karma?

f.:: -

11. Do you think uterine pr
lowers the quallty of life of wome

VI. Preventivmeasures towards uterine prolapse: m

Instruction: The folltﬁu & questions are ab&’ preventive measures towards uterine

ﬂum ird NI L0
). Please th pace w! n;w

1. How did you gain informatiof about the preventive measures of uterine prolapse?

QW“Tﬁﬂﬁ‘i‘miJW]’mEJ']ﬂﬂ

) 2. Health institution
( )3. Radio
( )4. Pamphlets



() 5. Gynecological camp
() 6. Others

If the answ
2. Where did
Answer m

(

(

(

(

(

3. What is the treatment tha
()1 .selfcare
()2iraditional herbs
( ﬁ_

( )4.. terectomy

) 5. Vag ‘pal pessary

ﬁu(ﬂ?‘ﬂﬂﬂi‘w 113
Qﬁﬂﬂﬂﬂ‘ifumﬁ’mﬁl']ﬁﬂ

100
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3. Will you take
4. How did you gai

5. What are the reasons

ﬂ‘lJEJ’JVIEWI‘iWEJ"Iﬂ’i
QW']ﬁ\iﬂ‘iﬂJ!JWl’mEl'lﬁﬂ
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APPENDIX C
!

2011

Research process/ activitie Jan |Feb Mar |Apr May

Research questiot
formulation and li e
review

Proposal writin

Formatting of measuremen ¥4 =
tools " -
(questionn At

Ethical appro

=

Field work: data collectio JH
(mid- march) Mf

%"

Data analysis A Iﬁﬂ 1/

Report writi

] g
AUEINENINYINS
QRININIUNRINYIAE
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BUDGET
(BHT)

12000

-..k

3000

5000

8000

15000

2500

Y
" 3000

TOTAL .

48,500

FLUEJ’JVIEJVlﬁWEJ

nna

Qﬁﬂﬂﬂﬂ‘iﬂdmﬂﬂﬂﬂﬂﬂﬂ
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