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High reproductive organ disease burden in rural
African women

Gijs Walraven, Caroline Scherf, Beryl West, Gloria Ekpo, Katie
Paine, Rosalind Coleman, Robin Bailey, Linda Morison. (Medi-
cal Research Council Laboratories, Banjul, The Gambia; Depart-
ment of Obstetrics and Gynaecology, University of Wales, Col-
lege of Medicine, Cardiff and London School of Hygiene and
Tropical Medicine, UK.) The burden of reproductive-organ dis-
ease in rural woman in the Gambia, West Africa. Lancet
2001;357:1161-7.

SUMMARY
This cross-sectional study, conducted in 40 villages and hamlets,
aimed to determine the magnitude and nature of reproductive organ
morbidity in a rural community in the Farafenni area of the Gambia,
West Africa. A cluster method was used for selecting the villages
and 20 of the 40 villages were selected using a random number table.
Preliminary discussions in 3 of the selected villages revealed their
reluctance to participate, so these villages were replaced with 3
others that matched them most closely in ethnic group composition,
size, socioeconomic status and distance from Farafenni. All women
15-54 years of age in the 20 villages were eligible for participation
in the study and were administered a questionnaire by field workers.
One of the two women gynaecologists questioned and examined the
women (including speculum and bimanual pelvic examiniation).
Vaginal swabs were taken to test for Trichomonas vaginalis,
Candida albicans and bacterial vaginosis; cervical smears for
cytology; cervical swabs for Chlamydia trachomatis polymerase
chain reaction (PCR) andNeisseria gonorrhoeae culture; and venous
blood for haemoglobin, HIV, herpes simplex virus 2 and syphilis
serology. Seventy-two per cent (134811871) of the eligible women
took part in the study. Reproductive organ symptoms were more
likely to be reported to the gynaecologists (52% of women) than to
field workers (265%). Menstrual problems (28.8%), abnormal
vaginal discharge (28.6%) and vaginal itching (31.3%) were the
most commonly reported symptoms. The frequency of reproductive
organ morbidity was high: infertility 9.8% (95% CI: 8.2-11.6),
reproductive tract infections 47.3% (43.7-51.0), pelvic tenderness
9.8% (7.0-13.5), cervical dysplasia 6.7% (5.2-8.4), masses of the
reproductive organs 15.9% (12.5-20.1) and childbirth-related dam-
age to the pelvic structures 46.1% (40.1-52.3). Anaemia was
common, affecting 52.1% of the study population and 2.3% were
severely anaemic. Among the laboratory-diagnosed reproductive
tract infections, the most common infection was bacterial vaginosis
(37%), followed by candidiasis (12.8%).

COMMENT
The reproductive health of women was not given sufficientimpor-
tance till the mid-1990s. In 1994, the International Conference on
Population Development in Cairo drew attention to the need for a
comprehensive reproductive health agenda for women. To assign
priority to reproductive health in any national programme, rel-
evant data should be available to emphasize the need. This can be
achieved by estimating the burden of disease in terms of morbid-
ity, mortality and economic loss. Developing countries lack such

data and therefore this study was conducted in West Africa. The
primary objective was to determine the prevalence of reproductive
health in women of the Gambia through a cross-sectional study.
A community-based study is considered better than a hospital-

based one to find the prevalence of disease in any community. In
this study, the eligible women were in the age group of 15-54
years. Conventionally, the reproductive age group is considered to
be 15-45 years. In this study, women up to 54 years were included.
This can affect the results as the prevalence of reproductive organ
diseases in the >45 years age group may be different from those
<45 years. On the other hand, there is an advantage of including
women >45 years. Reproductive health problems which result
from conditions arising during the reproductive period are likely
to manifest at this age, e.g. genital prolapse as a result of improper
delivery practices presents usually after the menopause.
The cluster sampling approach and selection of 20 of the 40

villages from the Farafenni area provides results representative of
the area. However, the .population and findings may not be
representative of the whole of the Gambia. In this study, the
investigators used standard definitions and appropriate methods
for diagnosing all reproductive tract infections. Two gynaecologists
worked closely, which helped to minimize rnisclassification bias.
The statistical analysis was appropriate with adjustment for
cluster sampling. An important finding of this study was that in
spite of the high prevalence of reproductive tract infections in
these women, a majority of them do not seek healthcare. Women
with infertility and those with genital ulcers are the ones who seek
medical care, and most of them prefer traditional care to allopathic
care.
This article is relevant to India as the scenario is likely to be

similar. This is supported by the findings of a population-based
study in 2 villages of Gadchiroli district in Maharashtra among
women> 13years of age, 1which found that of 650subjects, 55.4%
had one or more gynaecological or sexual complaints. According
to the National Family Health Survey-2 (1998-99),2 the preva-
lence of any type of reproductive health problem among ever-
married women of the reproductive age group in India was 39.2%.
A state-wise break up shows that the prevalence in all states of
India is >30% except Karnataka, where it was 18.8%. Similarly,
only 34% of Indian women seek any treatment for their problems,
and only 30% of rural women seek healthcare. This could be due
to lack of medical facilities, unwillingness to discuss their disease
or ignorance of the consequences of these diseases. Even among
women in urban areas, only 45% seek treatment for reproductive
tract infections, despite better healthcare facilities. A study from
the urban slums of Delhi among women in the reproductive age
group showed that the prevalence of any reproductive tract mor-
bidity was 81.6% and, of these, only 13% of women sought
treatment. 3 This indicates that there is a high degree of reluctance
among Indian women to seek healthcare for reproductive organ-
related problems. This may be because the environment in most
government-run hospitals is not conducive for women to discuss
such problems, mainly because of a lack of privacy in the outpatient
department and dominance of men doctors. In this study, the
presence of women gynaecologists may have been instrumental in
increasing the confidence of women to reveal their reproductive
organ-related problems. The findings of this study suggest that
there is a need to generate awareness among women not only about
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the signs and symptoms of these diseases and availability of
treatment, but also about the permanent and distressing conse-
quences on their reproductive functions, if these diseases are not
treated in time.
In India, there has been a move in this direction, and an

important step was the launching of the Reproductive and Child
Health Programme in 1997. This programme includes the man-
agement of reproductive tract infections (R'TIs) and sexually
transmitted infections (STls) as an integral part of the Child
Survival and Safe Motherhood Programme. Another important
step was taken in 1999 by launching a 'Family Health Aware-
ness Campaign' (FHAC) to create awareness about HIV/AIDS
along with providing facilities for detection and screening of
patients with RTls and STls covering 100 districts in all the
states.' Subsequently, the entire country (except Jammu and
Kashmir, Bihar, Gujarat and West Bengal) was covered under
this programme during 2000. India CLEN coverage evalua-
tion-2000 showed that FHAC was a useful programme. Its
relevance and implementation strategy was widely accepted by
providers, support groups (spouses, elders, local non-govern-
mental organizations) and clients. However, the programme
services could cover only 19% of rural and 13% of eligible
individuals residing in urban slums and high-risk areas (per-
sonal communication, K. Anand). Therefore, there is a need to
increase the outreach of the programme in subsequent rounds.

Early haemodynamic manipulation in severe
sepsis and septic shock improves outcome

Emanuel Rivers, Bryant Nguyen, Suzanne Havstad, Julie Ressler,
Alexandria Muzzin, Bernhard Knoblic, Edward Peterson and
Michael Tomlanovich for the Early Goal-Directed Therapy Col-
laborative Group. (Departments of Emergency Medicine, Sur-
gery, Internal Medicine and Biostatistics and Epidemiology, Henry
Ford Research Systems, Case Western Reserve University, De-
troit, USA.) Early goal-directed therapy in the treatment of severe
sepsis and septic shock. N Engl J Med 2001;345:1368-77.

SUMMARY
An insight into the pathophysiology of severe sepsis and septic shock
has shifted therapeutic goals frommere infection control to intensive
haemodynamic monitoring and measures to arrest the cytokine
cascade. Earlier studies in critically ill patients have shown that
haemodynamic goal-directed therapy in the intensive care unit
(ICU) improves outcome.
The present study was a prospective, randomized, controlled trial

conducted in the Emergency Department (ED) of a tertiary care
hospital over a period of 3 years. A total of 236 adult patients with
severe sepsis, septic shock or the sepsis syndrome were randomized
to receive a 6-hour trial of either standard therapy (control group) or
early goal-directed therapy (study group) in the ED before they were
shifted to the ICU.
Patients in the standard therapy group were treated at the

clinicians' discretion, the end-points of therapy being a central

159

Local leaders, panchayat members and non-governmental orga-
nizations should also be involved in the planning, coordination
and implementation of this programme. Involvement of private
practitioners should be given importance, as most women prefer
private health services to public health ones. A strong political
will is needed to ensure sustainability of the programme which
is still in its infancy.
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venous pressure (CVP) of 8-12 mmHg, mean arterial pressure
(MAP) >65 mmHg and a urine output >0.5 ml/kglhour. These
patients were given inpatient care as soon as possible. Those
patients enrolled in the early goal-directed therapy group were
treated in the ED for 6 hours and then transferred to inpatient beds.
All these patients received a central venous catheter and the central
venous oxygen saturation (Scv02) was continuously monitored. The
treatment in this group consisted of normalization of the CVP (8-12
mrnHg),MAP (~65 mmHg and 590 mmHg) and Scv02 (~70%). This
was achieved by the administration of crystalloids, vasoactive drugs
(vasopressors/vasodilators) and infusion of red cells. Patients in
whom these goals could not be met were sedated and ventilated to
reduce oxygen consumption.
The outcome measures included severity of illness scores,

haemodynamic end-points at 0, 0-6 and 7-72 hours, mortality and
consumption of hospital resources. Patients were followed up for 60
days or until death. It was seen that patients who received standard
therapy stayed for a significantly shorter time in the ED. The
combined haemodynarnic goals were achieved (CVP, MAP, urine
output) in 86% of patients in the standard therapy group as compared
to 99.2% of patients in the early goal-directed therapy group
(p<O.OOl)in the first 6 hours of treatment. Between 7 and 72 hours
of treatment, patients in the standard therapy group had a signifi-
cantly higher heart rate, lower MAP, lower Scv02, higher lactate
level and lower pH. This group of patients had higher APACHE II,
SAPS II and MODS scores.
In-hospital mortality was also significantlyhigher in the standard

therapy group (46.5%) compared to the early goal-directed therapy
group (30.5%;p=O.OO9).On follow up, patients in the standardtherapy
group had a significantly higher 28- and 60-day mortality. Sudden
cardiovascularcollapse as a cause of death was significantlyhigher in
the control group (21%) than in the study group (10.3%;p=0.02).


