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ABSTRACT

Introduction: Uterine prolapse (UP) happens when the uterus moves out of its usual
position, producing pelvic discomfort and dysfunction. It is common in women who
have had numerous children, have heavy labor, and have little access to healthcare.
Uterine prolapse has a negative impact on women's quality of life and goes unreported
owing to societal stigma. Objective: To determine the prevalence of uterine prolapse
and associated symptoms among women after childbirth in Dhaka city.
Methodology: This was a descriptive type of cross-sectional study to determine
uterine prolapse and associated symptoms among women after childbirth in Dhaka
City using a sample of 202. Interviews and phone calls using a pre-tested
questionnaire were used to collect data. Symptom severity was assessed using the
POPDI-6 scale, and chi-square testing along with additional analysis were performed
using SPSS. Results: This study examines childbirth experiences in Dhaka, with a
focus on socio-demographics, health status, and obstetric history. A total of 86
postpartum women from Dhaka city participated in this study. The mean age of
participants was 30.02 £ 6.549 years, with the majority (36%) falling within the 26-30
age range. Most participants resided in urban areas (75.6%), were housewife (80.2%),
and belonged to nuclear families (65.1%). Uterine prolapse was reported in 25.6% of
participants. Among those affected, 95.4% received treatment, primarily in hospitals
(77.2%), with medication (54.4%) being the most common intervention. The most
prevalent symptoms were vaginal bulging (100%), pelvic heaviness (95.5%), and
lower abdominal pressure (77.3%). Based on the POPDI-6 scale, 72.8% experienced
mild impairment, while severe impairment was rare (4.5%). Conclusion: Uterine
prolapse affected one fourth of the participants, with most experiencing mild
symptoms. Vaginal bulging and pelvic heaviness were common, and hospital-based
treatment was prevalent. It emphasizes the importance of early detection, treatment,

and individualized healthcare solutions for at-risk populations.

Key Words: Uterine prolapse, postpartum women, prevalence, risk factors, treatment,

BMI, childbirth history, early diagnosis, healthcare strategies.

Word count: 11,264



CHAPTER - I: INTRODUCTION

1.1 Background:

The uterus descends from its natural anatomical position to regions inside or outside
the vaginal introitus, a condition known as uterine prolapse (UP), pelvic organ
prolapse (POP), or genital prolapse (Badacho et al. 2022, p. 2077). Pelvic organs
protrude into or out of the vagina when one or more anterior, posterior, or apical
vaginal segments descend, a condition known as uterine prolapse (UP) (Pathak and
Khanal 2018, p. 72). Weakening pelvic muscles that are unable to support the
appropriate alignment of the pelvic organs induce uterine prolapse, which can be
accompanied by a range of prolapse symptoms include a feeling of heaviness and

issues with bowel, urine, and sexual function (Obeagu and Obeagu 2023, p. 1).

Uterine prolapse is usually associated with some degree of vaginal wall prolapse.
The cause of the problem remains unknown, but it affects women of various ages,
socioeconomic backgrounds, races, and ecological zones from east to west (Doshani
et al. 2017, p. 819). It is mostly a prevalent gynecological condition that is regarded
as a medical and social issue. It is largely caused by inadequate healthcare and
sociocultural beliefs that affect women who are reproductive and postmenopausal
(Obsa et al. 2022, p. 1). It is a leading source of reproductive health issues, affecting
women's quality of life (Elsayed, Ahmed and Gaheen 2016, p. 60).

In women under 45, the estimated global prevalence of vaginal prolapse is 2-20%
(Soderberg et al. 2014, p. 1193). Due to the fact that many women have no
symptoms, feel insecure, or decide not to reveal their utero-vaginal prolapse for
social reasons, it is quite impossible to pinpoint the precise prevalence of utero-
vaginal prolapse (Khanam et al. 2020, p. 33). The prevalence of uterine prolapse in
women of reproductive age varies by community, with estimates ranging from 2 to
19 percent (Bonetti, Erpelding and Pathak 2014, p. 166). In premenopausal women,
the prevalence of symptomatic pelvic organ prolapses, which includes uterine
prolapse, was 33%, while in postmenopausal women, the prevalence was 10%

(Adler et al. 2013, p. 1209).




According to estimates, uterine prolapse affects around 9% of women worldwide.
Nonetheless, in low- and middle-income nations, it is anticipated to be around 20%,
with a range of 3.4-56.4%. Based on symptoms, the prevalence is 3-6%, however it can

reach 50% with vaginal exams (Tamrakar 2019, p. 38).

According to research, 10% of postmenopausal women and 33% of premenopausal
women experience symptomatic pelvic organ prolapse, including uterine prolapse
(Akter et al. 2016, p. 1753). On a scale from 0 to 3 (or 4), the degree of uterine
displacement into the vagina is classified; 0 denotes no prolapse, while 3 (or 4) denotes
procidentia, or complete prolapse (Shrestha et al. 2015, p. 1). Although uterine prolapse
is a serious issue, little is known about its true prevalence and risk factors. This could be
because uterine prolapse is the "hidden epidemic" because the condition is the most

discreet and asymptomatic (Asresie, Admassu and Setegn 2016, p. 713).

Depending on activity level and the fullness of the bladder and rectum, uterine
prolapse is a dynamic disorder, and symptoms and diagnostic results can vary from
day to day or even within a single day. Physical activity, coughing, standing, and
lifting are not the main causes, although they might make the swelling and discomfort
worse. Vaginal discharge may occur in patients with complete uterine prolapse
(procidentia) as a result of chafing or epithelium degradation (Iglesias and Smithling
2017, p. 179). According to current recommendations, the prolapse location is the
anterior, posterior, and vaginal apex (apical prolapse), not the other way around.
Sometimes, apical prolapse is called cervical or uterine prolapse when these tissues
are present; prolapse of the vaginal cuff following a total hysterectomy is known as
vaginal vault prolapse. Compared to posterior and apical prolapse, anterior prolapse

occurs twice as frequently (Barber 2015, p. 648).

The anatomical support of the pelvic viscera is mostly provided by the endopelvic
fascia and the levator ani muscle complex, which are connective tissue attachments of
the pelvic organs. One or both of these elements may be disrupted or fail, leading to a
loss of support and pelvic organ prolapse. The levator ani muscle complex is composed
of the pubococcygeus, puborectalis, and iliococcygeus muscles (Kearney, Sawhney and
DeLancey 2014, p. 168). These muscles are responsible for closing the genital hiatus
and give the pelvic viscera a secure platform when they are topically flexed at rest. A

weakening of the levator plate's horizontal orientation, an open urogenital hiatus, and a



bowl-like shape are the outcomes of a decline in normal levator ani tone, which can be

caused by either direct muscle trauma or denervation (DeLancey 2015, p. 1488).

Although uterine prolapse seems to be widespread in Bangladesh, this assertion is not
well supported by published studies (Khanam et al. 2020, p. 33). Carrying heavy
objects, even after giving birth, is the most common cause of prolapse (Bonetti,

Erpelding and Pathak 2014, p. 166).

According to the majority of research, the main causes and risk factors for this illness
in Bangladesh are high levels of domestic and agricultural labor throughout
pregnancy, as well as before and after birth (Khanam et al. 2020, p. 33). Similarly, a
lack of trained delivery attendants, frequent childbirth, and a lack of adequate food are
also contributing factors (Lema, Berhane and Meskele 2015, p. 1). Usually, most of
the work is done by hand, and the household cannot afford to have a woman work for
long (Li, Gong and Wang 2015, p. 981). Women must recuperate quickly from any
conditions that limit their productivity (Meschia et al. 2012, p. 719).

The most common cause of postpartum uterine prolapse is a complicated etiology.
Among the most prevalent risk factors are parity, malnourishment, race, vaginal
delivery, short time between consecutive pregnancies, increased strain on uterine
support, pregnancy physiologic changes that cause cervical elongation,
hypertrophy, and relaxation of the support ligament, and a medical history of

prolapse (Zeng et al. 2018, p. 1).

Prolapse can result from damage to the pelvic floor muscles and connective tissues
during pregnancy and vaginal delivery. During labor, the levator muscles, perineal
body, and endopelvic fascia may strain and tear, leading to these problems.
Throughout a woman's life, a confluence of reproductive, behavioral, genetic,
physiological, and anatomical variables can potentially cause pelvic floor disorder.
Prolapse is caused by hysterectomy, pelvic surgery, and illnesses like obesity,
persistent coughing, constipation, and frequent heavy lifting that are linked to
extended periods of elevated intra-abdominal pressure (Vergeldt et al. 2015, p. 1559).
Uterine prolapse is associated with age, parity, and risk factors such obstetric
problems brought on by excessive straining and tearing, numerous vaginal births, and

a high body mass index (Yeniel et al. 2013, p. 847).



As stated by the UNFPA (2011), uterine prolapse is a devastating illness in which the
uterus descends into or out of the vagina due to the breakdown of the pelvic structures
that support it, which are made up of muscles, tissues, and ligaments (Tsikouras et al.
2013, p. 297). The degree of uterine prolapse determines its severity: mild prolapse
happens when the cervix of the uterus protrudes into the lower third of the vagina;
moderate prolapse happens when the cervix extends past the vaginal opening; and
severe prolapse happens when the entire uterus extends past the vaginal opening

(Thapa et al. 2013, p. 515).

More than 17,000 women aged 25 to 39 were tracked in a study by the Oxford Family
Planning Association in the United Kingdom. Hospital hospitalizations due to
prolapse occurred 20.4 times for every 10,000 people, while surgical operations
linked to prolapse happened 16.2 times for every 10,000 people. It is challenging to
ascertain the actual incidence since many studies fail to distinguish between prolapse

of the uterus alone and prolapse of all pelvic organs (Scherf et al. 2012, p. 431).

Uterine prolapse can be caused by a variety of circumstances, such as inadequate
management or care during delivery, aging-related loss of muscle tone, repeated birth
injuries, especially in multipara women, macrosomic fetus delivery, obesity,
persistent coughing, and persistent constipation (Samuelsson et al. 2017, p. 299). All
of these things increase the strain on the pelvic muscles and can lead to the
development of a prolapsed uterus. The most common symptoms of uterine prolapse
in women include constipation, low back pain, dyspareunia, the sensation that
something is protruding from the vagina, pelvic weight, vaginal bleeding, increased
vaginal discharge, and stress or urine incontinence. It is clear that uterine prolapse
causes physical discomfort, excruciating pain, and chronic infection, but it also has

social repercussions that lower a woman's quality of life (Renaud et al. 2016, p. 251).

Uterine prolapse, which raises maternal morbidity and death among fertile women, is
the most prevalent gynecological health problem in developing countries. Many
physical difficulties result from it, such as the inability to work, trouble standing or
walking, problems urinating or defecating, painful sexual experiences, a rise in social
shame, and financial hardship. Uterine prolapse can be fatal if not addressed, and it
can also have an influence on women's mental health. Women affected by uterine

prolapse usually conceal their condition, refuse help, and suffer the illness and its



consequences for long periods of time due to stigma in low-income countries

(Rashad, Fadel and El-Nemer 2018, p. 57).

Uterine prolapse is a complex disorder that affects both physical and functional
elements (Rahman and Sultana 2021, p. 115). This has the potential to seriously harm
women's psychological health and quality of life. Indeed, a number of sexual,
digestive, and urinary issues can accompany prolapse, significantly affecting the

quality of life for those who experience them (Procter et al. 2016, p. 3).

About half of women who have given birth to a near-term baby still have clinically
noticeable prolapse, despite the fact that lower parity has reduced the frequency of
uterine prolapse in developed nations. The quality of life can be significantly
impacted by uterine prolapse, which can make it difficult to walk, sit, raise, and squat

(Parazzini et al. 2017, p. 298).

These findings indicate that uterine prolapse affects a considerable number of women
and is a nearly common ailment. Uterine prolapse is more common in some areas.
Less affluent women may be more prone to uterine prolapse since they have less
access to healthcare and education. Regional differences in incidence rates may also
be related to cultural norms like lengthy standing hours or physically demanding job

(Obeagu and Obeagu 2023, p. 2).



1.2 Justification:

Motherhood is one of the most important phases for women. The main goal of safe
motherhood is to make sure that every woman gets the attention she needs to stay safe
and healthy during her pregnancy and delivery. It should be a time of expectation and
joy for a woman, her family and the community. While uterine prolapse itself is not
life-threatening, it can lead to - sexual dysfunction, poor body images, and reduced
quality of life due to associated bowel or bladder incontinence. With 169 million people
living in Bangladesh, there is little research to estimate the number of prolapse cases in
the country. However, a study estimates that about 11.4 out of every 1,000 women who
have ever given birth in Bangladesh suffer from this condition. Patients should be
reassured that uterine prolapse is a common and well-known ailment once they have
been diagnosed. So, it's a must to put some light to the condition & it's associated
factors. This study offers a summary of the state of evidence-based medical research
and understanding at the moment. Women's lives are impacted by uterine prolapse
when they put off getting medical attention or behave poorly because they are afraid of
being stigmatized or losing their social standing if they disclose the issue. Additionally,
educating patients about potential outcomes and available treatments helps them know
what to expect and allows them to actively participate in their own care. Thus, the
purpose of this study was to update the symptoms that are connected with uterine
prolapse. The study will look into the factors that make regular living activities
challenging for women. There was limited evidence of the prevalence and associated
symptoms of uterine prolapse among women after childbirth in Dhaka City. This is the
first time such research has been conducted in Mirpur area in Dhaka City. So that
people can learn more about the patients in this area, which will be useful for
researchers who want to do similar studies in the future and set progressive goals for
women's health. The research will raise women's awareness of their childbirth period
and health. They will be able to change their treatment plan to accommodate this. They
can also adjust their lifestyle by including or excluding certain activities in order to live
a healthier life. This study will help to expand the function of physiotherapy in the
treatment process. In Bangladesh, physiotherapy is not as closely associated with the
gynecological department. As a result, the study will contribute to expanding the

function of physiotherapy in the gynecological sector.



1.3 Research Question:

What are the prevalence of uterine prolapse and associated symptoms among women

after childbirth in Dhaka City?



1.4 Objectives of the study:

1.4.1 General Objective:

To determine the prevalence of uterine prolapse and associated symptoms among

women after childbirth at OGSB Hospital in Dhaka City.

1.4.2 Specific Objectives:

1. To identify the symptoms associated with uterine prolapse among women after
childbirth at OGSB Hospital in Dhaka City.

2. To assess the severity of symptoms of uterine prolapse by POPDI-6 Scale
among women after childbirth at OGSB Hospital in Dhaka City.

3. To find out the associated risk factors of uterine prolapse among women after
childbirth at OGSB Hospital in Dhaka City.

4. To explore the socio-demographic information of the women after childbirth

at OGSB Hospital in Dhaka City.



1.5 Conceptual Framework:

INDEPENDENT
VARIABLES ] DEPENDENT VARIABLE
. . )
Socio-demographic characteristic: é
Age Uterine prolapse
| BMI Prevalence
Occupation Associated symptoms
Education 9
Place of residence

- J

/~  Disease related information:
Age at first marriage
Age at first childbirth
Number of childrens

— Birth interval between children
Place of delivery
Mode of delivery
Birth attendant
\_ History of abortion J




1.6 Operational definition of variables:

Uterine prolapse: The downward displacement of one or more vaginal segments,
such as the anterior wall, posterior wall, or vaginal apex, resulting in the protrusion of
pelvic organs into or outside the vaginal canal, is known as uterine prolapse (Pathak

and Khanal 2018, p. 72).

Childbirth: Childbirth, also known as labor and delivery, is the physiological process
during which a baby and placenta are expelled from the uterus, typically involving
stages of cervical dilation, delivery of the baby, and the expulsion of the placenta

(American College of Obstetricians and Gynecologists, 2020).

Associated symptoms: Associated Symptoms are secondary signs or
manifestations that occur alongside a primary symptom or condition, often
providing additional diagnostic information or indicating the progression of an

illness (Bickley et al. 2020, p. 33).

10



CHAPTER - II: LITERATURE REVIEW

The descent of one or more vaginal segments, such as the anterior wall, posterior
wall, or apex of the vagina, with the pelvic organs protruding into or out of the
vagina, is known as uterine prolapse. One of the most prevalent reproductive
health problems among women is uterine prolapse, which is a type of vaginal
prolapse in females (Rashad, Fadel and El-Nemer 2018, p. 57). It is a condition in
which a woman's uterus slips or sags out of its proper position. This is known as
incomplete prolapse. Complete prolapse occurs when the uterus falls out of place,

causing tissue to drop outside the vagina (Pathak and Khanal 2018, p. 73).

Uterine prolapse is a disorder that arises when the ligaments and muscles that support
the uterus deteriorate to the point that the uterus is unable to maintain its correct
position (Liedl, Goeschen and Durner 2017, p. 274). Risk factors for uterine prolapse
include additional pregnancies, childbirth, poor delivery techniques, intense physical
activity during and immediately following pregnancy, and weightlifting (Thapa, Rana
and Gurung 2015, p. 38).

The causes of postpartum uterine prolapse are probably complex, but some of the
most common risk factors include parity, malnutrition, race, vaginal delivery, short
intervals between consecutive pregnancies, increased strain on the uterine support,
pregnancy-related physiological changes that cause cervical elongation, support
ligament hypertrophy and relaxation, and a history of prolapse in the medical record

(Zeng et al. 2018, p. 2).

Injuries to the pelvic floor muscles and connective tissue during pregnancy and
vaginal delivery can lead to prolapse. The levator muscles, perineal body, and
endopelvic fascia may stretch and tear during childbirth, leading to these issues.
Anatomical, physiological, genetic, behavioral, and reproductive factors that interplay
during a woman's lifespan can also result in PFD (Mattsson et al. 2020, p. 588).
Prolapse is caused by pelvic surgery, hysterectomy, and conditions like obesity,
persistent coughing, constipation, and frequent heavy lifting that are linked to
prolonged high intra-abdominal pressure (Obsa et al. 2022, p. 2). Uterine prolapse is

associated with age, parity, and risk factors such high body mass index, multiple

11




vaginal births, and obstetric issues brought on by extreme stretching and tearing

(Shrestha et al. 2014, p. 771).

Pelvic organ prolapse or uterine prolapse in women is a common disorder. Even
though it rarely endangers the patient's life or general health, it nonetheless carries a
heavy weight for both individuals and society. An estimated 200,000 surgical
procedures are performed for pelvic organ prolapse each year in the United States
alone, with over 30% of those procedures being reoperations, which cost more than
$1 billion (Orackwe et al. 2016, p. 286). Vaginal fullness and dragging are signs of
female pelvic organ prolapse, and the patient may finally see a protrusion from the
vagina. Bladder and bowel problems are linked to some types of prolapse, though the

precise nature and extent of these links are currently unclear (Dietz 2018, p. 1323).

The precise causes of uterine prolapse is influenced by several genetic, hormonal,
anatomical, and lifestyle variables. The most common reasons are pelvic floor
muscle weakness due to pregnancy and childbirth, hormonal changes during
menopause that decrease tissue flexibility, and chronic illnesses like obesity, chronic
constipation, and long-term respiratory problems that raise intra-abdominal pressure
(Lema, Berhane and Meskele 2015, p. 2). Usually, there is some degree of vaginal
wall prolapse in conjunction with uterine prolapse. The reason of the problem is
unknown, as it affects women of all ages, economic backgrounds, ethnicities, and

ecological zones from east to west (Pathak and Khanal 2018, p. 73).

The levator ani, the urethral anal sphincter muscles, the endopelvic fascia, and other
associated tissues comprise the pelvic floor. In reaction to certain actions, the levator
ani's continuous basal tone helps to close the urogenital hiatus. During vaginal
examination, one can palpate the pubovisceral muscle, which comprises the
puborectalis and pubococcygeus muscles and comes together to form a ring a few
centimeters above the hymen. The pelvic floor expands as a result of the mother's
pressing attempts during birthing and the direct pressure of the fetal presenting part
(Jelovsek, Maher and Barber 2017, p. 1027). In addition to a decrease in levator ani
muscle tone caused by either direct muscle trauma or denervation, POP develops in the
puerperium as a result of functional and anatomical changes in the pelvic floor muscles
and nerves. This leads to an open hiatus in the urogenital area. One-third of women who

gave birth vaginally experienced stress incontinence three months after giving birth due

12



to avulsion of the levator ani from the pelvic sidewall, per a prospective observational
study employing 3-dimensional translabial ultrasonography. The pubococcygeus-
puborectalis muscle complex develops a V- or U-shaped sling which can unilaterally or
bilaterally shift to the normal H-shaped appearance of the vagina as a result of the

traumatic loss of paravaginal supports (Jia et al. 2018, p. 1157).

The anorectum muscle is situated posteriorly in the region that this muscle sling
borders, known as the levator hiatus, while the urethra is situated anteriorly and the
vagina centrally. The area where the pudendal nerve's tight fibrous sheath encloses it
as it loops around the ischial spine and enters the pudendal canal is particularly
susceptible to compression and damage (Swift, Pound and Dias 2021, p. 187).
Between 42 and 80% of cases of muscle complex denervation injuries have been
associated with vaginal delivery and emergency cesarean section. This treatment is
anticipated to lower the risk, which has not been demonstrated to be comparable in
elective cesarean sections. Medio-lateral episiotomy is associated with a marked
decrease in pelvic floor strength and may result in damage to the levator ani muscle

(Samuelsson et al. 2017, p. 299).

Since the patho-physiologic mechanisms underlying urinary and anal incontinence are
the same, an association was to be expected. Obstructive damage is the most common
mechanism, specifically pelvic floor denervation during labor. Pudendal neuropathy is
thought to be the most significant and frequent cause, but other variables, such as
connective tissue abnormalities, may be substantial and may act selectively. A few
studies have found rates of anal incontinence and/or genital prolapse that range from

30% to 50% (Nieminen et al. 2013, p. 872).

The UNFPA (2011) states that uterine prolapse is a debilitating condition in which the
pelvic structures—which are composed of ligaments, muscles, and tissue—break down,
causing the uterus to drop into or out of the vagina. The severity is determined by the
degree of uterine prolapse: If the uterus's cervix protrudes into the lower part of the
vagina, it is considered mild uterine prolapse; if the cervix extends past the vaginal
entrance, it is considered moderate uterine prolapse; and if the entire uterus extends past

the vaginal opening, it is considered severe uterine prolapse (Lince et al. 2012, p. 705).

13



A number of factors, including poor management or care during delivery, aging-
related loss of muscle tone, repeated injuries sustained during childbirth, particularly
in multipara women, delivery of macrosomic fetuses, obesity, persistent coughing,
and persistent constipation, can weaken the pelvic muscles and cause uterine prolapse.
These elements all increase the strain on the pelvic muscles and may contribute to the
occurrence of uterine prolapse (Maher et al. 2013, p. 2). While there are many
symptoms associated with uterine prolapse in women, the most common ones include
feeling like something is protruding from the vagina, feeling heavy pelvic discomfort,
vaginal bleeding, increased vaginal discharge, constipation, low back pain, stress
incontinence, and dyspareunia. It is clear that uterine prolapse causes physical
discomfort, agonizing pain, and chronic infection, but it also has social consequences

that reduce a woman's quality of life (Lien, Chen and Ng 2012, p. 185).

The most frequently reported POP symptom is the existence of a visible or palpable
vaginal bulge; other symptoms include urgency, frequency, and voiding dysfunction;
bowel symptoms include fecal incontinence and obstruction of the outlet. Because
these symptoms alter the way women perceive their bodies, they may cause them to
stop participating in social, sexual, and personal activities. Furthermore, it is
estimated that depression symptoms affect around one-third of postmenopausal

women who experience POP symptoms (Manandhar et al. 2014, p. 970).

Urologists find that urge incontinence, nocturia, frequency, obstructed micturition,
painful bladder, interstitial cystitis, and urinary stress incontinence are the most
prevalent symptoms. Many conditions, such as rectocele, descending perineal
syndrome, fecal incontinence, anal mucosal prolapse, hemorrhoids, and low sacral
pain, cause patients to see a coloproctologist (Kumari, Walia and Singh 2020, p. 343).
Patients with uterine prolapse, rectocele, enterocele, cystocele, stomach pain,
vulvodynia, dyspareunia, and urine loss during sexual activity are seen by
gynecologists. Ligaments are composed of smooth muscle, collagen 1, elastin, blood

vessels, and nerves. Additionally, they are quite inelastic and powerful (Karim, Alam

and Chowdhury 2014, p. 71).

The vagina and other organs must expand and contract in accordance with their

specific functions, which makes them highly elastic. Although there is a significant
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quantity of elastin in the organs and vagina, ligaments have a significantly higher
structural integrity. Ligaments provide support for the vaginal membrane. The
suppleness of the vagina is essential during sexual activity, evacuation, and organ
closure. A low-energy mechanism that permits the urethra and anus to close is made
possible by elasticity. Connective tissue laxity can therefore result in dysfunction and

prolapse (Glazener et al. 2012, p. 161).

In 1993, Petros created an entirely new theory about the pelvic floor to explain this
important link. As per the "Integral Theory," prolapse, symptoms of chronic pelvic
pain (CPP), and laxity in the vagina or its suspensory ligaments as a result of
changed collagen or elastin, for a variety of reasons, is the primary cause of bladder
and bowel dysfunction. Only securely linked ligaments will permit the forces
generated by the contracting pelvic muscles to appropriately act on the organs due
to the pelvic ligaments being flexed by the pelvic muscles. This allows the striated
muscles to successfully extend if the suspensory ligaments are loose. An elongated
muscle may cause issues for the normal opening and closing mechanisms of the
urethra and anus since muscles need specific lengths to contract efficiently

(Kayondo et al. 2021, p. 1933).

Additionally, weak ligaments or fractured support structures are frequently the cause
of CPP. The Frankenhauser plexus activates when the uterosacral ligaments cannot
hold or support it and the sacral plexus while standing or moving, resulting in chronic
discomfort in anatomical distribution areas such the belly, vagina, vulva, anus, and
even muscles. Additionally, the plexus sacralis is under a lot of pressure from the
descending intestine, which causes excruciating back discomfort there (Liedl,

Goeschen and Durner 2017, p. 275).

When a pelvic organ, such as the uterus, vaginal apex, bladder, or rectum,
descends from its natural anatomical position into or beyond the vagina, it is
referred to as uterine prolapse. After a hysterectomy, collapse of the anterior or
posterior vaginal wall, uterine or cervical prolapse, or vaginal vault may occur if
one or more of the cervix or vaginal walls fall (Masenga, Shayo and Rasch 2018,
p. 12). POP can arise from a variety of factors, such as the natural decline in
muscle tone that comes with age, the use of risky medical techniques during

childbirth, which damage multipara women more often, obesity, the delivery of
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macroscomic fetuses, persistent coughing, and chronic constipation. Bowel, urine,
and vaginal symptoms are possible in POP women. Dyspareunia, pressure, and the
perception or feeling of a vaginal bulge are examples of vaginal symptoms.
Urinary symptoms encompass partial bladder emptying, frequency, and
incontinence. The quality of life for women is affected by the social ramifications

of each of these ailments (Renaud et al. 2016, p. 251).

Numerous factors can contribute to the development of POP, such as the loss of
muscular tone associated with aging, unsafe medical practices during labor that cause
injuries to women more than three times, obesity, the delivery of a macrosomic fetus,
prolonged coughing, and persistent constipation (Megabiaw et al. 2012, p. 1135).
Women diagnosed with postpartum hemorrhage (POP) may experience symptoms
related to the vagina, urinary system, and bowel movement. Urinary symptoms
include frequency and incomplete bladder emptying; bowel symptoms include
incontinence of flatus or feces, straining during defecation, and incomplete bladder
emptying; and vaginal symptoms include dyspareunia, pressure, and feeling or seeing
a vaginal bulge. Every one of these signs has social repercussions that reduce the

women's quality of life (Rashad, Fadel and El-Nemer 2018, p. 57)

Uterine prolapse is the most common gynecological condition that raises maternal
morbidity and death among fertile women in underdeveloped nations. It causes
varying degrees of physical disability, including difficulty walking or standing,
difficulty urinating or defecating, difficulty working, unpleasant sexual relations,
increased social stigma, and economic hardship. Uterine prolapse can be fatal and
affect women's mental health if treatment is not received (Megabiaw et al. 2012, p.
1135). Women who are impacted by uterine prolapse frequently conceal their
condition, refuse assistance, and endure the illness and its after effects for
extended periods of time because of the stigma in low-income countries (Badacho

et al. 2022, p. 2078).

It has been estimated that approximately 9% of women globally suffer with uterine
prolapse. Nonetheless, it is estimated to be roughly 20%, with a range of 3.4-56.4%,
in low- and middle-income countries. Based on symptoms, the prevalence is 3-6%,
although it can reach 50% with vaginal examinations (Barber et al. 2016, p. 799).

Around the world, uterine prolapse is thought to affect 2-20% of women under 45.
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The extension of a nearby pelvic organ into the vagina is the main cause of pelvic

floor insufficiency (Bickley et al. 2020, p. 33).

There are significant differences in the reported prevalence of prolapse depending on
the demographic being studied and the definition of prolapse. According to
evaluations conducted in population-based studies, between 32 and 98 percent of
middle-aged and older women report having some degree of prolapse. Only 4—-10% of
women experience troublesome prolapse, and there is no correlation between the
stage of prolapse and the symptoms associated with it (Scherf et al. 2012, p. 431).
Few population-based studies have been conducted to assess the prevalence of or
degree of distress related to symptomatic prolapse, and even fewer have been
conducted in ethnically diverse settings. Previous study using multivariable analysis
has related uterine proplapse to lower educational attainment, ethnic origin, vaginal
trauma or episiotomy during birth, and increasing age, weight, parity, and weight of

the largest infant delivered vaginally. (Rortveit et al. 2017, p. 1396).

Uterine prolapse affects both the physical and functional parts of a person's life,
making it a very complex disorder that can seriously impair the psychological health
and quality of life of a woman. Prolapse can, in fact, be linked to a range of bowel,
sexual, and urine symptoms that can seriously lower the quality of life of a patient. In
particular, sexual dysfunction is more common in women with POP and cystocele
(Mou et al. 2021, p. 1098). These women often report having issues related to sexual
desire, arousal, orgasm, and pain. The quality of life and relationships with partners
may suffer as a result of these problems. The quality of life and changes in sexual
function in women with POP and cystocele undergoing vaginal mesh surgery were
examined, albeit the findings of current studies on this topic are questionable.
Although some research has demonstrated that surgically treating POP and cystocele
improves patients' quality of life and sexual function over the long term after surgery,
other research has raised concerns that mesh treatment may make sexual function

worse in patients with behavior domains and dyspareunia (Lagana et al. 2017, p. 164).

Additionally, it has been shown that uterine prolapse considerably reduces the quality
of life for affected women, with profound consequences for their sexual lives,
employment prospects, and physical health. Nonetheless, society has overlooked this

grave problem. Furthermore, only a small number of research studies that focus on
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identifying risk variables have been published thus far, and even those that have lack

adequate design and analytical capability (Thapa et al. 2013, p. 515).

Research indicates that 10% of postmenopausal women and 33% of premenopausal
women have symptomatic pelvic organ prolapse, which includes uterine prolapse
(Obeagu and Obeagu, 2023). The degree of uterine displacement into the vagina is
scored on a scale of 0 to 3 (or 4); 2 (or 4) denotes procidentia, or total prolapse, while

0 denotes no prolapse (Shrestha et al. 2014, p. 771).

There are significant differences in the reported prevalence of prolapse depending
on the demographic being studied and the definition of prolapse. According to
evaluations conducted in population-based studies, between 32 and 98 percent of
middle-aged and older women report having some degree of prolapse. Only 4-10%
of women experience troublesome prolapse, and there is no correlation between the

stage of prolapse and the symptoms associated with it (Rortveit et al. 2017, p. 1396).

The Oxford Family Planning Association research in the United Kingdom followed
nearly 17,000 women aged 25 to 39. Hospitalizations and surgical operations linked
to prolapse occurred 20.4 and 16.2 times per 10,000, respectively. Since many studies
do not differentiate between prolapse of the uterus alone and prolapse of all pelvic

organs, it is difficult to determine the true incidence (Dangal 2011, p. 43).

These results suggest that uterine prolapse affects a considerable proportion of women
and is a disorder that is almost universal. Certain regions have a high rate of uterine
prolapse. Women from poorer socioeconomic backgrounds may be more susceptible
to uterine prolapse since they have less access to healthcare and education (Renaud et
al. 2016, p. 251). Cultural norms such as prolonged standing hours or physically
demanding work might also be linked to regional variations in prevalence rates

(Obeagu and Obeagu 2023, p. 2).

Uterine prolapse or pelvic organ prolapse is a dangerous illness that lowers quality of
life and bladder and bowel functions in women. By the year 2050, uterine prolapse
surgeries are expected to climb by about 50% as the percentage of older Americans
rises (Lien, Chen and Ng 2012, p. 185). Furthermore, it is projected that by 2050, the
following racial/ethnic minority groups will account for 40% of Americans aged 65

and older: Asian, American Indian, Pacific Islander, non-Hispanic Black,
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Hispanic/Latino, and non-Hispanic Black. However, the overall frequency of POP in
these groups is unclear. Prolapse research that is currently published does not
comprehensively address epidemiologic disparities between racial and ethnic groups,
therefore it is still unknown how different racial and ethnic groups in the United

States differ in POP prevalence (Mou et al. 2021, p. 1098).

A woman's quality of life can be considerably reduced by uterine prolapse by
impairing her ability to engage in social, sexual, and physical activities. While
maternal mortality has been the subject of numerous studies, maternal morbidity has
received less attention. Thus, the majority of women's health is impacted by this issue,
which is still taboo. In addition, the community is unaware of this problem, and the
women who choose to conceal them prolapse due to social stigma, discrimination, and

other issues are also not seeking assistance (Vergeldt et al. 2015, p. 1559).

The quality of life and daily activities of patients can be significantly affected by
these uncomfortable symptoms. The current POP treatments that are available are
surgery and conservative managements. On the other hand, surgical interventions
are often associated with increased chances of prolapse recurrence and postoperative
problems (Yeniel et al. 2013, p. 847). When the prolapse is mild or the progressing
POP does not require corrective surgery, conservative methods including pelvic
floor muscle training (PFMT), pessaries, and lifestyle changes are frequently
advised. Pelvic floor muscle training (PFMT), also referred to as behavioral
treatment of pelvic floor muscle training (BPMT), is based on the theory that certain
pelvic floor muscles can be strengthened and made more efficient by repeatedly
performing voluntary contractions, which will increase the pelvic organs' support
(Friedman, Eslick and Dietz 2017, p. 13). The latest studies showed that PFMT was
beneficial for women who had urine incontinence or symptomatic mild prolapse (Li,

Gong and Wang 2015, p. 981).

Around 50% of women who have given birth to a near-term infant still have clinically
visible prolapse, despite the fact that the incidence of uterine prolapse has decreased
in developed countries due to decreased parity. Uterine prolapse can have a major
negative impact on quality of life by making it difficult to walk, sit, lift, and crouch

(Tsikouras et al. 2013, p. 297).
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CHAPTER - III: METHODOLOGY

3.1 Study Design:

This was a descriptive type of cross-sectional study to determine the prevalence of
uterine prolapse and associated symptoms among women after childbirth in Dhaka
City, specifically focusing on patients attending the Obstetrical and Gynaecological
Society of Bangladesh (OGSB).

3.2 Study Area:

The researcher collected data from Obstetrical and Gynaecological Society of

Bangladesh (OGSB), Section-17 (Old-13), Mirpur, Dhaka-1216.

3.3 Study Place:

The present study was conducted at Saic College of Medical Science and Technology
(SCMST) at Mirpur in Dhaka City.

3.4 Study Period:

The study period was one year from the September 2023 to August 2024.

3.5 Study Population:

The study population comprised women who had delivered within the last two years

and visited the OGSB hospital for postpartum follow-up.

3.6 Sample Size:

To determine the sample size for the study on uterine prolapse and associated
symptoms among women after childbirth in Dhaka City, the following formula for

sample size estimation in cross-sectional studies was used:
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Formula:

2
p =P

42

= (1.96)%x0.156x0.844
(0.05)2

3.84x0.156x0.844
0.0025

= 0.505

0.0025

=202

Here,
z (confidence interval) =1.96
p (prevalence) = 0.156 (Akter et al. 2016, p. 1757)
d (margin of error) =0.05
And, q = (1-p)
= (1-0.156)
=0.84

The actual sample size was, n = 202

So, the researcher aims to focus her study by 202 sample following the calculation

above initially.
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3.7 Sampling Technique:

The study utilized a convenience sampling technique to select participants from OGSB
Hospital. This non-probability sampling method was adopted due to its practicality and

efficiency in gathering data from women who had recently given birth.

3.8 Eligibility Criteria

3.8.1 Inclusion Criteria:

1. Women between the ages of 16 - 45 (Zeng et al. 2018, p. 1).

2. Women who have given birth within the last two years (Friedman, Eslick and
Dietz 2017, p. 13).

3. Women who have given birth at least once (Multiparous or Primiparous)
(Badacho et al. 2022, p. 2078).

4. Women who provide informed consent to participate in the study (World
Health Organization, 2020).

3.8.2 Exclusion Criteria:

1. Women who have not given birth or whose childbirth occurred more than two
years ago.

2. Women with other pelvic floor dysfunctions that are not related to uterine
prolapse (e.g., rectocele, cystocele without uterine prolapse).

3. Women with serious unrelated health conditions (e.g., cancer) that could
confound the study results.

4. Women unable or unwilling to provide informed consent.

5. Women who are currently pregnant.
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3.9 Method of Data Collection:

3.9.1 Technique of data collection:

Data were collected from post-partum women through face to face interviews. In
addition to this, a number of women were contacted through phone calls as many
women were not hospitalized or did not attend regular postpartum check-ups.
Therefore, patients had to be identified by obtaining their contact numbers from the

hospital's record book.

3.9.2 Instrument and Tools of Data Collection:

Instrument of data collection:

A pre-tested structured questionnaire was used as an instrument of data collection
from similar uterine prolapse prevalence studies. The questionnaire was composed of
five main sections. The first section contained questions on socio-demographic
information. The second section included questions on health related information. The
third section contained questions on obstetric & gynecological history of participants.
The forth section included questions on health services related information. The fifth
section included questions on POPDI-6 (Pelvic Organ Prolapse Distress Inventory-6)

scale was used to assess the severity of symptoms of uterine prolapse.

Tools of data collection:

The Pelvic Organ Prolapse Distress Inventory-6 (POPDI-6) scale was developed to
determine the severity of uterine prolapse symptoms. The POPDI-6 scale is a quick
and proven measure for determining the severity of pelvic organ prolapse (POP)
symptoms. It has six questions that address a variety of symptoms often associated
with prolapse, including pelvic pressure, vaginal bulging, and urine or bowel
problems. The scale allows healthcare providers to estimate the intensity of these

symptoms and their impact on a woman's quality of life.
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The six items on the POPDI-6 are as follows:

1. Usually experience pressure in the lower abdomen? (This item asks the
individual to rate how often they experience a sensation of pressure or
discomfort in the lower abdominal region due to prolapse)

2. Usually experience heaviness or dullness in the pelvic area? (This question
assesses the presence of pelvic heaviness or a dull, uncomfortable feeling in
the pelvic region, which is a common symptom of prolapse)

3. Usually have a bulge or something falling out that you can see or feel in your
vaginal area? (This item focuses on the sensation of vaginal bulging or
prolapse, where the woman may feel or see something protruding from her
vaginal area)

4. Ever have to push on the vagina or around the rectum to have or complete a
bowel movement? (This question addresses the need to physically support the
vagina or rectum to complete a bowel movement, which can occur in cases of
pelvic organ prolapse)

5. Usually experience a feeling of incomplete bladder emptying? (This item asks
about the sensation of incomplete bladder emptying, a common symptom of
prolapse, where the woman may feel that she has not fully emptied her bladder
after urination)

6. Ever have to push up on a bulge in the vaginal area with your fingers to start
or complete urination? (This question evaluates whether the woman needs to
physically support or push on a vaginal bulge to initiate or complete urination,

which may indicate more severe prolapse)

The response options for each question are as follows:

No=0

If yes,
Somewhat = 1
Moderately = 2
Quite a bit=3

Very much =4
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The interpretation of the POPDI-6 results can be categorized into mild, moderate, and
severe impairment based on the total score. Here's how these categories are typically

defined:

1. Mild impairment (Total score: 0-8)
2. Moderate impairment (Total score: 9—16)

3. Severe impairment (Total score: 17-24)

Validity and Reliability of POPDI-6:

The Pelvic Organ Prolapse Distress Inventory-6 (POPDI-6) is considered to have
good validity and reliability. It is a widely used and validated instrument for assessing
the symptoms and impact of pelvic organ prolapse. It’s content validity has been
established through expert reviews and previous studies, confirming its relevance in
measuring prolapse related distress. The tool demonstrates strong construct validity,
aligning with clinical assessments and other standardized measures of pelvic floor
disorders. To ensure reliability, internal consistency was assessed using Cronbach’s
alpha, with a coefficient of >0.7 indicating acceptable reliability. Additionally, test-
retest reliability was evaluated using the intraclass correlation coefficient (ICC),
ensuring measurement stability over time. The application of POPDI-6 in this cross-
sectional study provides a standardized, reliable, and valid assessment of prolapse-

related symptoms among postpartum women in Dhaka City.

Procedure of Data Collection:

The researcher obtained permission to perform the study from the authorities of
OGSB Hospital in Dhaka City. Eligible individuals were approached and informed
about the study's goals and aims. After answering questions, individuals signed a
written consent form confirming their voluntary participation. Following consent, the
researcher performed face-to-face interviews with a standardized questionnaire to
gather information on demographics, obstetric history, and uterine prolapse
symptoms. The researcher thanked the participants after the interview, and all data

were recorded in strict confidentiality.
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3.10 Data Editing:

After data collection, the completed questionnaires were extensively reviewed for
mistakes or inconsistencies in the responses. Any missing or unclear information was
explained by reviewing the replies and, if necessary, following up with participants.
Corrections were made where needed to assure the data's correctness and

completeness.

3.11 Data Entry:

The obtained information was coded and entered into a computer. First, variable
names were input into SPSS' variable view, together with their types, values,
decimals, labels, alignment, and measurement levels. After setting up the variables,
the data were entered into SPSS's data view. After entering all of the data, the
researcher double-checked it to ensure that all of the information from the
questionnaire was correctly transcribed into the SPSS data view. Following

verification, the raw data was available for SPSS analysis.

3.12 Data Analysis:

The data for the study were analyzed with SPSS (Statistical Package for the Social
Sciences) version 22.0 and Microsoft Excel 2016. Initially, the data were cleansed by
checking questionnaires for any missing or ambiguous information. In SPSS, variable
names were entered in the variable view, together with their types (numeric, string),
values, decimal places, labels, and measurement levels (nominal, ordinal, ratio). Data
were then entered into the data view to ensure appropriate transcription of the
questionnaires. After that, descriptive statistics including frequencies, percentages,
and means were computed. Bivariate analysis, including chi-square tests, was used to
investigate the associations between independent and dependent variables. The
findings were then evaluated and presented in tables and charts to facilitate

comprehension.
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3.13 Statistical Test

The variables were categorized as nominal, ordinal, and ratio data, and their
parametric or non-parametric properties were taken into consideration according to

conventional procedure and data type (Table No. 1) (Hicks, 1999).

Table no. 1: Data Category

Variables Descriptions Data type Data distribution

Age overall 16-45 Ratio Non-parametric

16-20
21-25
26-30
Age category Ordinal Non-parametric
31-35
36-40

41-45

Urban
Living area
Semi-urban Nominal Non-parametric

Rural

Illiterate
Primary level

Secondary level
Educational

qualification Higher Secondary Ordinal Non-parametric
level
Graduate
Postgraduate

Others

Employed
Occupational status Nominal Non-parametric
Housewife

*Rest of the page in Appendix (Page no. 77-80)
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3.14 Determination of Statistical Test

The statistical tests for this study were chosen based on the nature and distribution of
the collected data, as indicated in the methodology. Chi-square tests were performed
to evaluated the associations between category groups for nominal variables (such as
living area, uterine prolapse, and work status). Ordinal variables (such as age
categories, educational qualifications, and BMI) were analyzed using Chi-square tests
to identify differences or associations between different ordered groups. Descriptive
statistics (such as mean and standard deviation) were calculated for ratio variables

(such as age and monthly expenditure).
3.15 Ethical Consideration:

¢ The research proposal was submitted to the Ethical Review Board (EBR) of
SAIC College of Medical Science and Technology (SCMST) and approval
was obtained from the Board.

¢ Bangladesh Medical Research Council (BMRC) and World Health
Organization (WHO) guideline also were followed to conduct the study.

e The aims and objectives of the research were explained to every participant
before interview and asked for their response. The respondents who gave
informed verbal consent included in the study.

e No physical examination or any invasive technique was applied to the
participants for the present study. The participant was also informed of his/her
right to discontinue at any point of interview.

* The name, address, and personal information of the participants were kept

confidential by the investigator.
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CHAPTER - 1V: RESULTS

For the purpose of this research, a total of 86 participants among women after
childbirth in Dhaka city. The results of this investigation are summarized in the
following paragraphs. The researcher collected descriptive data and calculated
percentages, which were then presented in various bar graphs, pie charts, and tables.
Individual results of the socio-demographic information, health related information,
obstruction & gynecological history of participants, health services related
information shown here in different tables. Association between socio demographic
information, health related information, obstruction & gynecological history of
participants, health services related information and POPDI-6 scale are also shown

here in different tables.
4.1 Socio-Demographic Information

Table no. 2: Frequency distribution of respondents according to socio-

demographic variables

Variables Category Frequency (N) Percentage (%)
Age 16 - 20 2 2.3
21-25 20 233
26 - 30 31 36
31-35 14 16.3
36 -40 10 11.6
41 - 45 9 10.5

Age overall (Mean + SD) 30.02 £+ 6.549

Living area Urban 65 75.6
Semi-urban 5 5.8

Rural 16 18.6

Educational [lliterate 8 9.3
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qualifications Primary level 17 19.8

Secondary level 11 12.8
Higher secondary 13 15.1
level

Graduate 23 26.7

Post graduate 13 15.1

Others 1 1.2

Occupation Employed 17 19.8
Housewife 69 80.2
Monthly 15000-20000 18 20.9

expenditure

21000-30000 24 27.9
31000-41000 22 25.6
>40000 22 25.6

Monthly expenditure overall (Mean + SD) 36220.93 + 16013.525

Family type Nuclear 56 65.1

Extended 30 34.9

Religion Muslim 84 97.7
Hindu 2 23

The age distribution of participants revealed that 2 participants (2.3%) were between
the ages of 16 and 20, 20 (23.3%) were between the ages of 21 and 25, and the largest
group, 31 (36%), was between the ages of 26 and 30. In addition, 14 individuals
(16.3%) were between the ages of 31 and 35, ten (11.6%) between the ages of 36 and
40, and nine (10.5%) between the ages of 41 and 45. The average age of the
participants was 30.02 years, with a standard deviation of 6.549. The bulk of
participants, 65 (75.6%), lived in cities, while 16 (18.6%) lived in rural areas. A
smaller proportion, 5 participants (5.8%), lived in semi-urban areas. Regarding
educational qualifications, 8 participants (9.3%) were illiterate, 17 participants

(19.8%) had completed primary education, and 11 participants (12.8%) had
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completed secondary education. Thirteen participants (15.1%) had attained higher
secondary education, while 23 participants (26.7%) were graduates. Additionally, 13
participants (15.1%) had post-graduate qualifications, and 1 participant (1.2%) had
other qualifications. In terms of occupation, 17 participants (19.8%) were employed,
while the majority, 69 participants (80.2%), were housewife. In terms of monthly
expenditure, 18 participants (20.9%) spent between 15,000 and 20,000, 24
participants (27.9%) spent between 21,000 and 30,000, and 22 participants (25.6%)
spent between 31,000 and 41,000. An additional 22 people (25.6%) reported spending
more than 40,000. The participants' monthly expenditure was 36220.93, with a
standard deviation of 16013.525. The majority of 56 individuals (65.1%) were from
nuclear families, with 30 (34.9%) from extended families. The sample's religious
composition suggested that the majority of participants, 84 (97.7%), were Muslim,
while 2 (2.3%) were Hindu. (Table no. 2).
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4.1.1 Age group of the participants

Among the 86 participants, maximum participants were between the 26-30 and 21-25
age range. In the age group 16-20 were 2.3% (n=2), age group 21-25 were 23.3%
(n=20), age group 26-30 were 36% (n=32), age group 31-35 were 16.3% (n=14), age
group 36-40 were 11.6% (n=10), age group 41-45 were 10.5% (n=8) (Figure no. 1).

M Total
36%
23.3%
. 16.3%
2.3% 11.6%
- - 10.5%
o2 21-25 26-30 -
31-35

36-40
41-45

Figure no. 1: Age group of the participants
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4.2: Health Related Information

Table no. 3: Frequency distribution of respondents according to health related

information
Variables Category Frequency (N)  Percentage (%)
BMI category Underweight 1 1.2
Normal weight 49 57
Pre obesity 29 33.7
Obesity class-I 7 8.1
Comorbidities Hypertension 2 2.3
DM 9 10.9
Respiratory disease 6 7
Thyroid 18 20.9
Others 11 12.8
N/A 40 46.5
Uterine prolapse Yes 22 25.6
No 64 74.4
Chronic cough Yes 8 9.3
No 78 90.7
Chronic constipation Yes 12 14
No 74 86
Urinary incontinence Yes 11 12.8
No 75 87.2
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In terms of BMI, one participant (1.2%) was classified as underweight, 49
participants (57%) as normal weight, 29 participants (33.7%) as pre-obese, and 7
people (8.1%) as obesity Class-I. In terms of comorbidities, 2 patients (2.3%) had
hypertension, 9 (10.9%) had diabetes mellitus (DM), 6 (7%) had respiratory disorders,
and 18 (20.9%) had thyroid difficulties. In addition, 11 participants (12.8%) reported
other comorbidities, whereas 40 participants (46.5%) did not report any. Twenty-two
(25.6%) women reported uterine prolapse, whereas 64 (74.4%) did not. Eight people
(9.3%) reported having a chronic cough, whereas 78 participants (90.7%) did not.
Twelve patients (14%) experienced chronic constipation, while 74 (86%) did not.
Eleven subjects (12.8%) had urine incontinence, however 75 participants (87.2%) did
not. (Table no. 3).
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4.2.1: Prevalence of uterine prolapse of the participants

According to the findings, 74.4% (n=64) of the participants did not report having
uterine prolapse, but 25.6% (n=22) of the participants did. This distribution shows
that the percentage of people in the sample with uterine prolapse was lower than

the percentage of people without the condition. (Figure no. 2).

74.4%

H No
Yes

Figure no. 2: Prevalence of uterine prolapse of the participants
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4.3: Obstetric and gynecological characteristics

Table no. 4: Frequency distribution of respondents according to obstetric and
gynecological characteristics

Variables Category Frequency (N) Percentage (%)
Age at first <18 29 33.7
marriage 18 Or above 57 66.3
Age at first <18 8 9.3
childbirth
18 Or above 78 90.7
Number of children 1 36 41.9
2 28 32.6
>2 22 25.6
Birth interval <1 4 4.7
between children
>1 44 51.2
N/A 38 44.2
Place of delivery Home 23 26.7
Clinic 5 5.8
Hospital 58 67.4
Mode of delivery NVD 41 47.7
C/S 45 52.3
Vaginal tear Yes 26 30.2
No 60 69.8
Birth attendant Midwife 18 20.9
Nurse 7 8.1
Doctor 61 70.9
History of abortion Yes 21 24.4
No 65 75.6
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Out of 86 participants, 29 (33.7%) were married before the age of 18, while 57
(66.3%) were married at the age of 18 or older. Eight people (9.3%) gave birth before
the age of 18, whereas the majority, 78 participants (90.7%), had their first child at the
age of 18 or older. 36 (41.9%) of the participants had one child, 28 (32.6%) had two
children, and 22 (25.6%) had more than two. Four participants (4.7%) had a birth
interval of less than one year, whereas 44 (51.2%) had a birth interval of more than
one year. The birth interval did not apply to 38 subjects (44.2%). 23 (26.7%) of the
participants gave birth at home, 5 (5.8%) at a clinic, and the majority, 58 (67.4%), at a
hospital. 41 participants (47.7%) reported a normal vaginal birth (NVD), whereas 45
(52.3%) underwent a cesarean section. 26 patients (30.2%) had a vaginal tear during
birth, whereas 60 participants (69.8%) did not. The majority of participants, 61
(70.9%), had a doctor present at delivery. A midwife attended the births of 18
participants (20.9%), while 7 participants (8.1%) were visited by a nurse. 21
participants (24.4%) had a history of abortion, while 65 participants (75.6%) did not.
(Table no. 4).

37



4.4 Health Service Related Information

Table no. 5: Frequency distribution of uterine prolapse according to different

types of intervention and healthcare setting

n=22
Variables Uterine prolapse

Treatment receive Yes 21(95.4%)
No 1(4.6%)

Treatment place Hospital 17(77.2%)

Clinic 4(18.2%)
N/A 1(4.6%)

Types of treatment Medicine 12(54.4%)
Surgery 9(41%)
N/A 1(4.6%)

Among the participants who were identified with uterine prolapse, 95.4% (n=21)

received therapy, whereas 4.6% (n=1) did not. The majority, 77.2% (n=17), received

treatment in a hospital environment, while 18.2% (n=4) sought care at a clinic, and

4.6% (n=1) did not seek any treatment. In terms of intervention, 54.4% (n=12)

received pharmaceutical treatment, while 41% (n=9) underwent surgery. Only one

individual (4.6%) did not get any type of therapeutic intervention (Table no. 5).
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4.4 Symptoms Associated with Uterine Prolapse

Table no. 6: Frequency distribution of symptoms associated with uterine

prolapse among the participants

Symptoms of uterine prolapse

Yes No
Variables

Frequency Percentage Frequency Percentage

™) (%) ™) (%)
Experienced lower Abdominal

Prossure 17 77.3 5 22.7

Pelvic Heaviness or Dullness 21 95.5 1 4.5

Vaginal Bulging 22 100 0 0

Bowel Movement Difficulty 15 68.2 7 31.8
Incomplete Bladder Emptying 12 54.6 10 454
Urination Difficulty 5 22.8 17 77.2

*Multiple responses

The majority of the 22 participants reported feeling symptoms of uterine prolapse. It
was discovered that 17 participants (77.3%) reported lower abdominal pressure, while
5 (22.7%) did not. The majority of participants, 21 (95.5%), reported pelvic heaviness
or dullness, with only one (4.5%) having no such symptoms. All 22 participants
(100%) mentioned vaginal bulging. 15 people (68.2%) had trouble with bowel
motions, while 7 (31.8%) did not. 12 participants (54.6%) experienced incomplete
bladder emptying, while 10 (45.4%) reported no difficulty. urine trouble was less
common, with only the five participants (22.7%) reporting it, while the remaining 17

participants (77.3%) reported no urine symptoms. (Table no. 6).
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4.4 Severity of symptoms of uterine prolapse by POPDI-6 Scale

Table no. 7: Frequency distribution of severity of symptoms among the

participants
Variables Category Frequency (N) Percentage (%)
Mild impairment 16 72.8
Severity of Moderate impairment 5 22.7
Symptoms Severe impairment 1 4.5
Total 22 100

Among the 22 participants with uterine prolapse, 16 (72.8%) reported mild

impairment, indicating that the majority experienced minimal symptoms. Moderate

impairment was found in 5 participants (22.7%), whereas severe impairment was

reported by only one participant (4.5%), making it the least prevalent. Overall, mild

symptoms were the most common, whereas moderate and severe symptoms together

accounted for 27.3% of instances, showing the rarity of severe impairment in this

group. (Table no. 7).
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4.5 Association between uterine prolapse and socio-demographic and disease

related information

Table no. 8: Association between uterine prolapse and socio-demographic and

disease related information

Uterine prolapse Chi-
Variables square I;
Yes No test value
Age category 16-20 0 2 47.150 0.000
of the
participants 21-25 3 17
26-30 0 31
31-35 3 11
36-40 8 2
41-45 8 1
Living area Urban 8 57 25.249 0.001
Semi-urban 4 1
Rural 10 6
Educational [lliterate 8 0 51.693 0.002
qualification
Primary level 11 6
Secondary level 0 11
Higher secondary 2 11
level
Graduate 1 22
Post-graduate 0 13
Others 0 1
Occupational Employed 0 17 7.284 0.007
status
Housewife 22 47
Monthly 15000-20000 9 9 17.156 0.001
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expenditure 21000-30000 10 14
category
31000-40000 2 20
>40000 1 21
Family type Nuclear 20 36 8.658 0.003
Extended 2 28
BMI Category Underweight 0 1 2.088 0.554
Normal weight 15 34
Pre-obesity 5 24
Obesity class-I 2 5
Comorbidities Hypertension 1 1 11.686 0.039
DM 6 3
Respiratory 0 6
disease
Thyroid 5 13
Others 2 9
N/A 8 32
Time of <18 15 14 15.708 0.007
marriage
18 or above 7 50
Time of <18 7 1 17.764 0.002
delivery of first
child 18 or above 15 63
Number of 1 1 35 36.397 0.004
children
2 5 26
>2 16 6
Birth interval <1 3 1 17.311 0.001
between
children >1 17 27
N/A 2 36
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Place of Home 19 4 57.177 0.000

delivery
Clinic 2 3
Hospital 1 57
Vaginal tear Yes 7 19 0.035 0.851
No 15 45
Birth Midwife 16 2 57.496 0.000
attendant
Nurse 4 3
Doctor 2 59
History of Yes 12 9 14.538 0.003
abortion
No 10 55

*<0.05; **<0.01; ***<0.001

The table demonstrates that the chi-square value for the age group was 47.150, with a p-
value of 0.000. As a result, there is a significant association between age and the
occurrence of uterine prolapse among participants. The chi-square value for living area
was 25.249, with a p-value of 0.001, demonstrating a significant association between
living area and the occurrence of uterine prolapse. The chi-square value was 51.693,
with a p-value of 0.002, indicating a significant association between educational
qualification and the occurrence of uterine prolapse. The chi-square value for
occupational status was 7.284, with a p-value of 0.007, indicating a significant
association between occupational status and the occurrence of uterine prolapse. The chi-
square value for monthly expenditures category was 17.156, with a p-value of 0.001,
demonstrating a significant association between monthly expenditure and the
occurrence of uterine prolapse. The chi-square value for family type was 8.658, with a
p-value of 0.003, indicating a significant association between family type and uterine
prolapse. The chi-square value for the BMI category was 2.088, with a p-value of
0.554, indicating there was no significant association between BMI and the occurrence
of uterine prolapse. The chi-square value for hypertension-related comorbidities was
11.686, with a p-value of 0.039, demonstrating a significant association between

hypertension and uterine prolapse. The chi-square value was 15.708, and the p-value
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was 0.007, indicating a significant association between time of marriage and uterine
prolapse. The chi-square value for the first child's birth time was 17.764, with a p-value
of 0.002, demonstrating a significant association with uterine prolapse. The chi-square
value for the number of children was 36.397, with a p-value of 0.004, indicating a
significant association between the number of children and uterine prolapse. The chi-
square value for the birth interval was 17.311, with a p-value of 0.001, demonstrating a
significant association with uterine prolapse. The chi-square value for place of delivery
was 57.177, with a p-value of 0.000 indicating a significant association between place
of delivery and uterine prolapse. The chi-square value for vaginal tears was 0.035, with
a p-value of 0.851, indicating no significant association with uterine prolapse. The chi-
square value for birth attendant was 57.496, with a p-value of 0.000, indicating a
significant association between birth attendant and uterine prolapse. The history of
abortion had a chi-square value of 14.538 and a p-value of 0.003, demonstrating a

significant association with uterine prolapse. (Table no. 8).
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CHAPTER - V: DISCUSSION & LIMITATIONS

5.1 Discussion:

In this study, the researchers are trying to determine the prevalence of uterine
prolapse and associated symptoms among women after childbirth in Dhaka City. In
this study, researchers found that 25.6% (n=22) of 86 total populations had a history
of uterine prolapse, whereas the remaining 74.4% (n=64) did not. According to a
prevalence study, 787 women were remained in the final analysis after 13 women
were excluded for failing to reply. The percentage of those with uterine prolapse
was 15.6% (123 out of 787), whereas the rest of the population had no history.
(Akter et al. 2016, p. 1753). An another study by Silwal et al. (2016) reveals that
13% of the 100 respondents had uterine prolapse, with a mean and standard
deviation of 0.87+0.33 (Silwal et al. 2016, p. 52). According to the category of
pelvic organ prolapse, a researcher discovered that 302 (28.8%), 666 (63.6%), 6
(0.6%), and 4 (0.4%) of 1195 women had POP stages I, II, III, and IV. Overall,
64.6% of the women had an anatomical POP stage of II-IV, with the majority
(62.7%) in the anterior area, followed by the posterior portion (8.5%) and the center
segment (1.8%) (Masenga, Shayo and Rasch 2018, p. 12). Another study on the
prevalence of pelvic organ prolapse and related factors in a general female
population by Aytan et al. (2014) reported that, in a total of 1320 people, 27.1% had
uterine prolapse, which is close to my study (Aytan et al. 2014, p. 176).

The study included individuals of various ages, with a mean age of 30.02 years and a
standard deviation of +6.549. 36% of respondents, or the largest percentage, were
between the ages of 26 and 30. Following that were 23.3% of persons aged 21 to 25,
and 16.3% of people aged 31 to 35. Participants aged 36 to 40 (11.6%), 41 to 45
(10.5%), and 16 to 20 (2.3%) comprised a lower proportion of the total. These
findings suggest that a sizable proportion of respondents were between the ages of 20
and 30. According to the survey of 153 participants, 48.4% were over the age of 35,
accounting for the majority of responses. 24.8% of respondents in the 25-30 group
and 17.0% in the 31-35 age range followed. Only 9.8% of them were under 25. The
average age of responders was 35.38 years, with a standard deviation of +8.41 years.

These findings show that within the reproductive age range, the individuals were
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primarily older (Pathak and Khanal 2018, p. 72). According to another research,
respondents aged 18-65 had an average age of 35.34 years, with a standard deviation of
+10.77 years. The majority of respondents (17.05%) were over 50, with 35-39 (22.5%)
being the next largest age group. The age categories of 25-29 (15.22%), 45-49
(14.77%), and 30-34 (13.41%) were also notable. The lowest percentage of answers
(10.70%) was observed among those aged 18 to 24. According to these findings, older
people, particularly those over 50, are more prone to have pelvic organ prolapse (POP)

(Obsa et al. 2022, p. 1).

The study showed the distribution of participants based on their place of residence.
75.6% (n=65) of the participants resided in urban areas. Following that, 5.8% (n=5) of
individuals resided in semi-urban areas, while 18.6% (n=16) belonged from rural
areas. According to these findings, the majority of participants lived in cities, with a
lower percentage coming from rural and semi-urban areas. The study determined how
participants were dispersed geographically. Seventy-six percent of respondents
resided in urban areas. Following that were those who lived in rural areas (18.6%),
then those who lived in semi-urban areas (5.8%). According to these data, the
majority of participants came from metropolitan areas, while the proportion of

participants from rural and semi-urban areas was smaller (Khanam et al. 2020, p. 33).

The study investigated the respondents educational backgrounds. Graduates
constituted the largest group of participants, accounting for 26.7%. Primary education
was next (19.8%), followed by post-graduate degrees (15.1%) and upper secondary
education (15.8%). Of the participants, 9.3% were illiterate, while 12.8% had
completed secondary education. "Others" accounted for a small share of 1.2%. These
findings reflect a diverse range of educational backgrounds, with a considerable
proportion of respondents possessing graduate degrees. According to this other study,
the majority of them (63.4%) had only finished primary school, followed by high
school (24.0%) and university (12.6%). These findings show that individuals had
lower levels of education, showing a substantial link between education and the
observed health consequences (Aytan et al. 2014, p. 176). The analysis of the
participants' educational backgrounds indicated a wide range of educational
backgrounds. The majority of participants (63.4%) had only completed primary

school. Next in line were 12.6% with a university degree and 24.0% with just a high

46



school education. These data suggest that lower educational attainment was
widespread among the participants, which may have an impact on health awareness

and access to healthcare (Lien, Chen and Ng 2012, p. 185).

When the results of the survey looked into the participants' occupations, it discovered
that 80.2% were housewives. In contrast, 19.8% of participants had a job. These
findings show that a higher percentage of participants worked in an official capacity,
whereas the majority were responsible for domestic tasks. When the poll looked into the
participants' occupations, it found that 80.1% were housewives. Of them, 3.3% worked
in business or other jobs, while 16.6% worked in agriculture. According to these data,
the majority of participants were primarily engaged in domestic tasks, reflecting the
socioeconomic makeup of the rural research population (Akter et al. 2016, p. 1753).
According to a single study, 94% of women with utero-vaginal prolapse diagnosis were
housewives, with only 6% working as laborers or in the military. This study stresses
how housewives suffer considerable physical strain, especially during pregnancy, which

greatly aggravates the sickness (Khanam et al. 2020, p. 33).

The data provides insight into the distribution of specific health-related factors.
According to BMI classifications, the majority of persons (57%), pre-obesity (33.7%),
obesity Class-I (8.1%), and underweight (1.2%) fall into the normal weight category.
Regarding comorbidities, a substantial percentage of patients (46.5%) stated that they
had no linked conditions. Thyroid issues were the most prevalent among patients with
comorbidities (20.9%), followed by diabetes mellitus (10.9%), respiratory disorders
(7%), hypertension (2.3%), and other unspecified ailments (12.8%). Among the
people who reported chronic cough, 9.3% reported chronic constipation and 14%
reported chronic cough, while the majority (90.7% and 86%) did not. In conclusion,
12.8% of the population experienced urinary incontinence, whereas 87.2% were
unaffected. This data demonstrates how prevalent specific lifestyle variables and
medical illnesses are in the community being studied. Health-related studies show
significant improvements in a variety of areas, including BMI, comorbidities, chronic
cough, chronic constipation, and urinary incontinence. Only 1.2% of the population
was underweight, while the majority (57%), pre-obese (33.7%), and obese Class-I
(8.1%) were within normal weight ranges. In terms of comorbidities, 49.5% of

respondents reported no associated conditions. The most prevalent health problems
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among people with health issues were thyroid disorders (20.9%), followed by diabetes
mellitus (10.9%), respiratory illnesses (7%), unexplained ailments (12.8%), and
hypertension (2.3%). Only 9.3% of patients experienced a chronic cough, while the
remaining 90.7% were unaffected. Similarly, 14% of participants experienced chronic
constipation, whereas 86% indicated they had none of these symptoms. 12.8% of the
population suffered from urine incontinence, whereas the remaining 87.2% did not.
These findings provide a comprehensive assessment of the overall health of the
population, highlighting potential areas for health interventions and education

activities (Masenga, Shayo and Rasch 2018, p. 12).

The frequency distribution of responders, which is based on obstetric and gynecological
factors, provides several insights. In terms of age at first marriage, 33.7% married
before the age of 18, while 66.3% married when they were 18 or older. The majority
(90.7%) had their first child when they were 18 or older, with only 9.3% giving birth
before the age of 18. Of those with children, 41.9% had one, 32.6% had two, and 25.6%
had more than two. Only 4.7% of respondents reported birth intervals shorter than a
year, while 51.2% reported intervals longer than a year. Of those polled, 44.2% lacked
important information in this area. The delivery locations varied, with hospitals
accounting for 67.4% of births, residences for 26.7%, and clinics for 5.8%. In terms of
birth technique, 52.3% of respondents had cesarean sections (C/S), whereas 47.7% had
traditional vaginal delivery (NVD). Thirty-two percent of respondents experienced
vaginal tears, while 69.8% reported no tears. Physicians attended the most births
(70.9%), followed by midwives (20.9%) and nurses (8.1%). Finally, 75.6% of
respondents had no history of abortion, compared to 24.4%. These findings demonstrate
that respondents' experiences and outcomes with reproductive health differed. The data
provided enables for pattern comparison and displays responders' obstetric and
gynecological traits. The majority of women (66.3%) married when they were 18 or
older, with 33.7% marrying before their 18th birthday. Similar trends are shown in the
age of first delivery, with 90.7% of births happening at or after the age of 18, and only
9.3% occurring before. This trend of delaying marriage and delivery is consistent with
the growing emphasis on postponing parenting for social and health reasons. When
asked how many children they had, 41.9% reported having one, 32.6% having two, and
25.6% having more than two. This implies a tendency toward fewer families, most

likely due to family planning initiatives. Positive trends are also evident in the birth gap
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between children, with 51.2% reporting intervals of more than a year, which is critical
for the health of both the mother and the child. Hospital delivery is critical for better
maternal outcomes, as indicated by the fact that 67.4% of deliveries occurred there,
compared to 26.7% at home and 5.8% in clinics. Cesarean sections (52.3%) edged out
vaginal deliveries (47.7%), maybe due to improved access to cutting-edge medical
treatment. 69.8% of respondents did not report vaginal tears, compared to 30.2% who
did. This suggests the need for better care during vaginal deliveries. Given that doctors
attended 70.9% of deliveries, midwives attended 20.9%, and nurses attended 8.1%, it is
clear that professional birth attendants are essential. Lastly, indicating a variety of
reproductive health concerns, 24.4% of participants said they had previously
undergone an abortion, whereas 75.6% did not. These results show some correlates
with the findings of the submitted material about the prevalence of uterine
prolapse. Two recognized risk factors for conditions such as uterine prolapse,
which was prevalent in 13% of women in a similar Nepalese setting, are multiple
pregnancies and early delivery. Both datasets highlight the importance of
expanding access to maternal healthcare, promoting awareness, and empowering
women to make informed reproductive choices in order to enhance their health

outcomes (Silwal et al. 2016, p. 52).

The data shows the prevalence distribution of uterine prolapse by different medical
settings and treatment approaches. Only 22 (25.6%) of the 86 women who took part in
the study received a diagnosis of uterine prolapse, and 21 (24.4%) of them received
treatment for the condition. However, 64 women (74.4%) without uterine prolapse
were not eligible for intervention, and one woman (1.2%) with prolapse did not get
any treatment. With 17 women (19.8%) receiving care at a hospital, the most common
treatment location was a clinic, where 4 women (4.7%) received therapy. For the
majority (74.4%), the treatment location was unimportant because they did not have
prolapse. In order to treat their uterine prolapse, nine women (10.5%) underwent
surgery, while twelve women (14%), used medication. Again, the remaining 64
women (74.4%) had no diagnosis and hence did not require therapy. According to the
findings, hospitals were the primary setting for treatment, and only women with a
diagnosis of uterine prolapse received any kind of therapy. Surgery was slightly less
common as a therapeutic approach than the use of drugs. The importance of

healthcare settings and tailored treatments in treating uterine prolapse is underscored
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by this. The frequency distribution of patients with uterine prolapse exhibits varying
tendencies depending on the type of intervention and healthcare setting. 24.4% of
women with uterine prolapse got therapy, but none of the non-prolapse patients had
any form of intervention. While a small fraction of prolapse cases (1.2%) did not
receive treatment, the majority of non-prolapse cases (74.4%) were classified as
"N/A," signifying no documented therapy or intervention. Instances of prolapse were
more likely to be treated in a hospital (19.8%) than in a clinic (4.7%), suggesting a
preference for or reliance on higher-level healthcare. In terms of treatment methods,
pharmacological treatments were slightly more prevalent among prolapse cases
(14%), compared to surgical procedures (10.5%). This distribution suggests a
predilection for non-invasive methods, which may be due to patient preference or the
severity of the condition. Non-prolapse patients consistently fell into the "N/A"
category across all criteria, demonstrating a glaring lack of need or treatment history
in this group. All things considered, the data highlights the methodical treatment of
uterine prolapse, with a clear preference for hospital-based care and a balanced use of
medication and surgical techniques. The significant disparity between prolapse and
non-prolapse cases, particularly in the latter's lack of therapy, suggests the necessity
for focused healthcare resources for prolapse management, even though non-prolapse
patients may not require equivalent treatments. These treatments' outcomes could be
further investigated to see how well they improve patients' health and quality of life

(Li, Gong and Wang 2015, p. 981).

According to the POPDI-6 scale, 22 out of 86 participants were diagnosed with UP,
with one person (4.5%) having severe impairment, five (5.8%) having moderate
impairment, and sixteen (72.8%) having mild impairment due to uterine prolapse.
According to the severity of impairment, none of the uterine prolapse participants
were classed as N/A, implying that all prolapse sufferers reported some degree of
impairment. In contrast, 64 patients (74.4%) who did not suffer uterine prolapse were
classified as N/A, suggesting that they reported no impairment. Overall, 25.6% of the
participants had uterine prolapse-related disability, with the majority experiencing
moderate symptoms. People who did not have uterine prolapse, as seen by their N/A
classification, reported no disability. This data shows how uterine prolapse
considerably impacts the degree of disability when compared to people who do not

have the condition. The Ethiopian study and the POPDI-6 findings provide different

50



perspectives on uterine prolapse. The POPDI-6 findings show that 72.8% of people
with uterine prolapse reported mild impairment, 22.7% reported moderate
impairment, and 4.5% reported severe impairment. While the Ethiopian study did not
classify damage by severity, it did discover that 5.9% of participants had anatomical
prolapse as established by clinical examination, and 6.6% had symptomatic prolapse.
Furthermore, 74.4% of people without uterine prolapse reported no impairment in the
"N/A" category of the POPDI-6. The Ethiopian study focused on evaluating the
prevalence of prolapse and related characteristics, rather than include a comparable
category. The POPDI-6 data revealed that 25.6% of people had some form of
impairment, which is significantly greater than the prevalence identified in the
Ethiopian study (6.6% for symptomatic and 5.9% for anatomical prolapse). Given that
the POPDI-6 results appear to be based on self-reported impairment, whereas the
Ethiopian study relied on clinical validation using the POP-Q system, this disparity
could be attributed to differences in methodology. Furthermore, while the POPDI-6
data focused on severity levels, the Ethiopian study addressed related criteria such as
age at first marriage, history of abortion, and place of birth. Overall, the POPDI-6 data
provide a complete picture of the level of impairment, emphasizing the prevalence of
mild cases, whereas the Ethiopian study gives insight on the prevalence and
contributing reasons of uterine prolapse in general. Differences in research
populations, diagnostic standards, and evaluation procedures may explain for the

discrepancy in outcomes (Badacho et al. 2022, p. 2077).
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5.2 Limitations:

In any investigation, including this one, complete precision is impossible to attain.
When interpreting the findings, certain restrictions and challenges must be

considered:

1. The limited sample size (n=86) limits the findings applicability to larger groups.
Larger sample sizes may result in differing prevalence rates and associated
factors. The study concentrated on participants from a restricted geographic area,
mostly urban settings, which may not accurately reflect the experiences of women
in rural or various socioeconomic contexts.

2. Self-reported data for impairment severity (e.g., POPDI-6) may lead to reporting
bias, as individuals may exaggerate or underestimate symptoms. The lack of
clinical validation in particular areas of the study may have an impact on the
accuracy of prolapse diagnosis and severity classification.

3. As a cross-sectional study, it collects data at a particular point in time and cannot
demonstrate causality between uterine prolapse and characteristics such as age,
BMI, or occupational strain. Longitudinal studies would be more successful in
understanding the course of the illness and the long-term effects of therapies.

4. The study did not look at the psychological, emotional, or social consequences of
uterine prolapse, which could provide a more complete picture of its effects on
quality of life. Stigma, cultural beliefs, and barriers to getting therapy were not
investigated.

5. While the study examined the frequency of interventions (medical and surgical), it
did not measure the effectiveness or satisfaction levels with these treatments.
Follow-up data on post-treatment results could have provided helpful insights.

6. Although associated illnesses such as persistent constipation and cough were
included, their relationship with uterine prolapse was not thoroughly investigated.
The study did not investigate other potential risk factors, such as genetic
predisposition or lifestyle choices.

7. Although the study took into account vocational and educational factors, it did not
thoroughly investigate the ways in which socioeconomic position affects access to

healthcare and the treatment of uterine prolapse.
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CHAPTER - VI: CONCLUSION & RECOMMENDATION

6.1 Conclusion:

This study provides significant new information about the prevalence of uterine
prolapse and its associated symptoms in postpartum women in Dhaka. According to
the results, uterine prolapse, in varied degrees of severity, affected 25.6% of the
participants. The prevalence supports the significance of this disorder as a public
health concern and is in line with research from other areas. A lower proportion of
women with uterine prolapse chose to receive care at clinics, while the majority
sought treatment in hospitals. Medication was the most often used treatment, while
some patients chose surgery, demonstrating the variety of therapeutic approaches

available.

The study also looked at health-related and demographic factors that might be
involved with uterine prolapse. The condition was found to be influenced by age,
marital status, delivery methods, history of childbirth, and BMI; individuals with a
higher BMI, early childbirth, or numerous pregnancies were more likely to be
affected. Healthcare professionals can identify at-risk populations with the help of this

information.

Additionally, the study raises awareness to the important social and economic
elements at work, such as the fact that the majority of those impacted are housewives,
which may exacerbate the physical strain brought on by delivery and household
duties. The study does have several drawbacks, though. The findings' generalizability
is constrained by the very small sample size and dependence on self-reported data.
Furthermore, the accuracy of the findings may be impacted by the lack of clinical

validation and longitudinal data for certain parts of the diagnosis.

While the study gives important information on uterine prolapse, it does not delve into
the psychological, emotional, and social consequences of the disorder, nor does it
evaluate the long-term efficacy of different treatments. Despite these limitations, the
study emphasizes the need for further attention to uterine prolapse, emphasizing the
necessity of early detection, treatment, and comprehensive healthcare initiatives

suited to women’s specific needs, particularly in underserved areas.
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6.2 Recommendations:

1. Raising awareness of uterine prolapse, its symptoms, and preventive measures
should be the focus of public health campaigns and educational initiatives,

especially for women in the reproductive age range.

2. In order to ensure prompt diagnosis and treatment of uterine prolapse, efforts
should be made to increase access to healthcare, particularly for women living in
rural and semi-urban regions. Outreach initiatives like mobile clinics in

underprivileged areas may fall under this category.

3. In particular, women who have risk factors including early births, numerous
pregnancies, or pelvic organ prolapse symptoms should be encouraged to get

uterine prolapse screenings during normal gynecological exams.

4. For women with uterine prolapse, mental health assistance and counseling should
be incorporated into healthcare services due to the condition's possible emotional
impact. Reducing stigma and cultural attitudes may make it easier for people to

seek therapy.

5. Future research is advised to give a more thorough understanding of uterine
prolapse in various socioeconomic contexts by using larger sample sizes and a
more varied geographic representation. The illness and its therapies' long-term
effects and causality would also be established with the aid of longitudinal

research.

6. In order to identify risk factors and enhance preventative measures, more research
should be done on the relationship between uterine prolapse and concomitant

diseases (such as obesity, coughing, and chronic constipation).

7. Additional research should evaluate the efficacy and patient satisfaction of
different therapy approaches (both medical and surgical) for uterine prolapse, as

well as post-treatment outcomes.
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APPENDIX

Informed Consent
(Please read out to the participants)
Assalamu-alaikum/ Namashkar,

I am Morshada Rahman Mitu, student of B.Sc. in Physiotherapy, SAIC College of
Medical Science and Technology (SCMST), affiliated by Faculty of Medicine,
University of Dhaka. For the partial fulfillment of my bachelor degree, I have to
conduct a research project and it is a part of my study. My research title is “Uterine
Prolapse and Associated Symptoms among Women after Childbirth in Dhaka City: A
Cross-sectional Study”.

I do expect that the interview will take 15-20 minutes. I also offer you to ask any sort

of questions when you fell it is necessary to get insight.

I would like to inform you that this is a purely academic study and will not be used for
any other purposes. I assure you that all the data will be kept confidential. Your
participation will be voluntary. You may have the rights to withdraw your consent and
discontinue from the study at any point of time. You also have the right not to answer

any other question that you don't like of this questionnaire.

If you have any query about the study, you may contact with me (01618368507) or
my supervisor Md. Kutub Uddin (01915454280), Lecturer, Department of
Physiotherapy, SCMST.

So, may I have your consent to proceed with the interview?

Yes.oooooiiannnn. NO.eviiiies

Signature of the participant ..................... Date................
Signature of the researcher...................... Date................
Signature of the witness........................ Date................
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Questionnaire (English Version)
Title: Uterine Prolapse and Associated Symptoms among Women after Childbirth in
Dhaka City: A Cross-sectional Study

Participant’s Information

Code no: Date:

Participant’s name:

Address: Village: PO:
PS: District:
Contact number:

Part-1: Socio-Demographic Information

Q.N Question Answer

11 What is your age?
..................... (In years)

Urban
Semi-urban
Rural

1.2 What is your living area?

[lliterate

Primary level
Secondary level
Higher Secondary level
Graduate

Postgraduate

13 What is your educational qualification?

SNk LD =D =
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Others

14

What is your occupational status?

Employed
Housewife

1.5

What is your monthly expenditure?

(In BDT)

1.6

What is your family type?

Nuclear
Extended

1.7

What is your religion?

Muslim
Hindu
Buddhist
Christian
Others
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Part-2: Health Related Information

Question Answer

What is your weight?

What is your height?

BMI Underweight (Below 18.5)
Normal weight (18.5-24.9)
Pre-obesity (25.0-29.9)
Obesity class I (30.0-34.9)
Obesity class II (35.0-39.9)

Obesity class II1 (Above 40)

Hypertension

Diabetes Mellitus
Cardiovascular disease
Respiratory disease
Kidney disease

Liver disease

Thyroid

Others

Comorbidities

PNV B LD =N R W~

Do you have uterine prolapse? Yes

'[\),_.
z
@)

[—
=<
aQ
72}

Do you have chronic cough problems?

N
z
o

Do you have chronic constipation problems? 1. Yes

Do you have urinary incontinence problems? 1. Yes

Part-3: Obstetric & Gynecological History of Participant

Question Answer

How old were you at the time of marriage? 1. Less than 18 years
2. 18 years or above

How old were you at the time of delivery of 1. Less than 18 years
the first child? 2. 18 years or above
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33 How many children do you have? 1. One
2. Two
3. More than two
34 What was the birth interval between the 1. Less than 1 years
children? 2. More than 1 years
3. N/A
3.5 | Where was the place of delivery? 1. Home Delivery
2. Clinic
3. Hospital
3.6 What was the mode of delivery? 1. NVD
2. C/S
3.7 | Did you have a vaginal tear during childbirth?| 1. Yes
2. No
38 Who was the birth attendant at the time of 1. Midwife
delivery? 2. Nurse
3. Doctor
39 Have you ever experienced an abortion in the] 1. Yes
past? 2. No
3.10 | Do you have knowledge about UP? 1. Yes
2. No
3.11 | Does anyone in the family have UP? 1. Yes
2. No
Part-4: Health Services Related Information
4.1 Did you receive any associated treatment 1. Yes
before? 2. No
4.2 Where was the place of receiving treatment? 1. Hospital
2. Clinic
3. N/A
4.3 What kind of treatment did you receive? 1. Ring pessary
2. Medicine intake on advice
of health workers
3. Surgery
4. N/A
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Part-5: Pelvic Organ Prolapse Distress Inventory 6 (POPDI-6) questionnaire has

been designed to give us information about the associated symptoms & it’s

severity of UP. Each section consists of lowest 0 point = Not and highest 4 points

= Very much

Question

No

Yes

Somewhat

Very

Moderately | Quite a bit much

1. Usually experience
pressure in the lower
abdomen?

2. Usually experience
heaviness or dullness in
the pelvic area?

3. Usually have a bulge
or something falling out
that you can see or feel

in your vaginal area?

4. Ever have to push on
the vagina or around
the rectum to have or
complete a bowel
movement?

5. Usually experience a
feeling of incomplete
bladder emptying?

6. Ever have to push up
on a bulge in the
vaginal area with your
fingers to start or
complete urination?
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Data Category

*Previous page in Methodology (Page no. 27)

Monthly

expenditure overall 15000->40000 Ratio

Non-parametric

15000-20000
Monthly 21000-30000
expenditure Ordinal
Category 31000-41000

>40000

Non-parametric

Family type Nuclear
Nominal

Extended

Non-parametric

Muslim
Hindu
Religion Buddhist Nominal
Christian

Others

Non-parametric

Underweight
(Below 18.5)

Normal weight
(18.5-24.9)

Pre-obesity
(25.0-29.9)
BMI category Ordinal
Obesity class |

(30.0-34.9)

Obesity class 11
(35.0-39.9)

Obesity class 11
(Above 40)

Non-parametric

Hypertension
Comorbidities Nominal
Diabetes Mellitus

Non-parametric

78




Cardiovascular
disease

Respiratory disease
Kidney disease

Liver disease

Thyroid
Others
Yes
Uterine prolapse Nominal Non-parametric
No
. Yes
Chronic cough Nominal Non-parametric
problems No
Chronic Yes
constipation Nominal Non-parametric
problems No
Urinary Yes
incontinence Nominal Non-parametric
problems No
Less than 18 years
Time of marriage Ordinal Non-parametric
18 years or above
. . Less than 18 years
Tmtf Otf dih;/fllg of Ordinal Non-parametric
¢ Hrst ch 18 years or above
One
Number of children Two Ordinal Non-parametric
More than two
o Less than 1 years
Birth interval
between the More than 1 years Ordinal Non-parametric
children
N/A
Home Delivery
Place of delivery Clinic Nominal Non-parametric
Hospital
Mode of delivery? NVD Nominal Non-parametric
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C/S

. . Yes
Vagma} tegr during Nominal Non-parametric
childbirth No
Midwife
Birth attendant Nurse Nominal Non-parametric
Doctor
Yes
History of abortion Nominal Non-parametric
No
Knowledge about Yes ) .
Nominal Non-parametric
UP No
Yes
Family history UP Nominal Non-parametric
No
Yes
Treatment receive Nominal Non-parametric
No
Hospital
Place of receiving Clinic Nominal Non-parametric
treatment
N/A
Ring pessary
Medicine intake on
advice of health
Treatment type workers Nominal Non-parametric
Surgery
N/A
No problems
i Somewhat
Experience pressure
in the lower Moderately Ordinal Non-parametric
abdomen ] )
Quite a bit
Very much
Experience ) )
heaviness or No problems Ordinal Non-parametric

dullness in the
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pelvic area

Somewhat
Moderately
Quite a bit

Very much

Have a bulge or
something falling
out that can see or

feel in vaginal area

No problems
Somewhat
Moderately Ordinal
Quite a bit

Very much

Non-parametric

Have to push on the
vagina or around
the rectum to have
or complete a bowel
movement

No problems
Somewhat
Moderately Ordinal
Quite a bit

Very much

Non-parametric

Experience a
feeling of

incomplete bladder

emptying

No problems
Somewhat
Moderately Ordinal
Quite a bit

Very much

Non-parametric

Have to push up on
a bulge in the
vaginal area with
fingers to start or
complete urination

No problems
Somewhat
Moderately Ordinal
Quite a bit

Very much

Non-parametric

81



Date

To

The Chairman,

Institutional Review Board (IRB)

SAIC College of Medical Science & Technology (SCMST)
Mirpur-14, Dhaka-1216.

Subject: Application for review and ethical approval.

Dear Sir,

With due respect, I am Morshada Rahman Mitu, student of 4 year B.Sc. in Physiotherapy Program
at SAIC College of Medical Science & Technology (SCMST), affiliated by the University of
Dhaka. As per the course curriculum, I have to conduct a research project that entitled “Uterine
Prolapse and Associated Symptoms among Women after Childbirth in Dhaka City: A Cross-
sectional Study” under the supervisor, Md Kutub Uddin, Lecturer, Department of Physiotherapy,
SCMST.

The purpose of the study is to determine the prevalence of uterine prolapsc and associated
symptoms among women after childbirth in Dhaka city. The study involves face to face interview
by using semi-structured questionnaire is to determine the prevalence of uterine prolapse and
associated symptoms among women after childbirth in Dhaka city that may take 30 to 40 minutes
to fill the questionnaire and there is no likelihood of any harm to the participants. Related
information will be collected from the patient’s guidebook. Data collectors will receive informed
consent from all participants: any data collected will be kept confidential.

Therefore, I look forward to having your kind approval for the thesis proposal and to start data
collection. I can also assure you that I will maintain all the requirements for study.

Sincerely,

Morshada Rahman Mitu

Student of 4" Year B.Sc. in Physiotherapy
Session: 2018-2019 Reg: 10420

SCMST, Mirpur-14, Dhaka-1216, Bangladesh
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To

Morshada Rahman Mitu

4" Year Student of B.Sc. in Physiotherapy

Session: 2018-2019, Reg No: 10420

SAIC College of Medical Science & Technology (SCMST)
Mirpur-14, Dhaka-1216, Bangladesh

Subject: Approval of the thesis proposal “Uterine Prolapse and Associated Symptoms among
Women after Childbirth in Dhaka City: A Cross-sectional Study” by cthics committcc.

Dear Morshada Rahman Mitu

Congratulations,

The Institutional Review Board (IRB) of SCMST has reviewed and discussed your application to
Conduct the above-mentioned dissertation, with yourself, as the principal investigator. The
Following documents have been reviewed and approved:

Sr.No. | Name of the Documents
1 Dissertation proposal
2 Semi-structured Questionnaire (English version & Bangla version)
3 Information sheet & consent form.

The purpose of the study is to determine the prevalence of uterine prolapse and associated
symptoms among women after childbirth in Dhaka city. The study involves face to face interview
by using semi-structured questionnaire to determine the prevalence of uterine prolapse and
associated symptoms among women after childbirth in Dhaka city that may take 30 to 40 minutes
to fill in the questionnaire and there is no likelihood of any harm to the participants. The members
of the Ethics committee have approved the study to be conducted in the presented form at the
meeting held at 09.00 AM on 28th September 2023 at SCMST.

The institutional Ethics committee expects to be informed about the progress of the study, any
changes occurring during the study, any revision in the protocol and patient information or
informed consent and ask to be provided a copy of the final report. This Ethics committee is
working accordance to Nuremberg Code 1947, World Medical Association Declaration of

Helsinki, 1964 - 2013 and other applicable regulation.

Best regards,

98 05 24.
Dr. Abul Kasem Mohammad Enamul Haque
Principal, SCMST & Chairman, Institutional Review Board (IRB)
SAIC College of Medical Science & Technology (SCMST)
Mirpur-14, Dhaka-1216, Bangladesh
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6% June, 2024
To

The Director,
Obstetrical and Gynaecological Society of Bangladesh (OGSB) o
Mirpur 13, Dhaka-1216

Subject: Prayer for permission to collect data to conduct a research project.
Sir,
With due respect and humble submission to state that I am a student of B.Sc. in
Physiotherapy at SAIC College of Medical Science and Technology (SCMST). As a part of
our course curriculum, we have to conduct a research project for the partial fulfillment of the
requirement for the degree of B.Sc. in Physiotherapy. My research title is “Uterine Prolapse
and Associated Symptoms among Women after Childbirth in Dhaka City: A Cross-
sectional Study” and the aim of the study is to determine the prevalence of uterine prolapse
and associated symptoms among women after childbirth in Dhaka city. This is a cross-
sectional research under the supervision of Md Kutub Uddin, Lecturer, Department of
Physiotherapy, SCMST. I want to collect data from the Obstetrical and Gynaecological
Society of Bangladesh (OGSB). So, I need your permission to collect data and ensure that the
study will not be harmful for participants.

So, I, therefore, pray and hope that you would be kind enough to give permission for data
collection that will help me to complete my study. =

Yours Faithfully

Morshada Rahman Mitu

Student of B.Sc. in Physiotherapy

Session: 2018-2019

Reg No: 10420

SAIC College of Medical Science and Technology (SCMST)
Mirpur-14, Dhaka 1216, Bangladesh.
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