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Executive Summary 
 

Obstetric fistula is one of the most devastating medical disabilities afflicting women as a result of 

complications arising from lack of surgical intervention for prolonged labor.  While the most 

common cause of OBF is obstructed and/or prolonged labor, pertinent underlying factors such as 

poverty, lack of awareness, poor-health seeking behaviors, poor health and referral systems, poor 

transportation networks, scarcity of skilled birth attendants, and inadequate obstetric care services 

(infrastructure) can contribute to the occurrence of OBF. Affected women either leak urine or feces 

or both, leaving them socially isolated in most instances. In addition to the psychological trauma 

inflicted, obstetric fistula also imposes enormous medical / financial burdens on victims and their 

families. Because of the stigma attached to the condition, people suffering from the disease are 

also not very easy to locate. Thus the true prevalence of fistula remains difficult to determine.  

 

Fortunately, fistula can be repaired through surgery and can yield a success rate of over 90% when 

carried out by a trained provider with the proper medical equipment.  The magnitude of obstetric 

fistula in Ghana is presently unknown; and in an assessment of health facilities providing delivery 

service, it was found out that only six percent provided treatment and repair of fistula. It is for the 

above reason that the Ghana Health Service in collaboration with the United Nations Population 

Fund (UNFPA) Country Office proposed a study on obstetric fistula in Ghana.  

 

The goal of this study was to establish the burden of obstetric fistula in Ghana, and to assess the 

capacity of the health sector to manage this debilitating condition. The specific objectives of the 

study were as follows: 

• To determine the prevalence and incidence of obstetric fistula in Ghana 

• To determine the spatial distribution of obstetric fistula in Ghana 

• To identify the socio-economic and cultural determinants of the disability 

• To determine the system for identification of fistula victims and the capacity of the health 

sector to manage obstetric fistula 

• To identify existing opportunities for rehabilitation and reintegration of obstetric fistula 

victims into the community  
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The data collection tools used in this study included the following: 

 Patient record review form (gynecological records)  

 Subject questionnaire 

 Health facility questionnaire  

 Focus group discussions 

 In-depth Interviews  

 Surveys 

 Case-finding methods  

The details of data collection methods used are summarized below: 

o At Tamale Central Hospital (TCH) and Mercy Women’s Medical Center (MWC) in 

Mankessim, the research team conducted in-person interviews with new obstetric fistula 

(OBF) patients who were reporting for assessment as well as OBF patients currently on 

admission at the fistula ward. Patients who has been previously repaired were also 

identified from patient folders and invited to the repair centers to be interviewed.  

o At TCH, in-depth interviews were also conducted with the Senior Midwifery Officer in 

charge of the Fistula Ward and the Head of Obstetrics & Gynecology to assess the capacity 

of the health sector to manage OBF.  In addition, five focus group discussions and in-depth 

interviews were carried out in Kpandai and Tamale to assess community knowledge on 

OBF. Kpandai was selected because it was suspected to have a high incidence/prevalence 

of OBF cases.  

o In the Central Region, the research team visited MWC in Mankessim and conducted an in-

depth interview with the hospital administrator at MWC to assess the capacity of the health 

sector to manage OBF. In-depth interviews with religious (faith based) birth attendants 

who conduct deliveries in religious establishments (a.k.a. church gardens) were also 

performed. 

o To determine the system for identification of fistula victims, the fistula research team 

conducted in-depth interviews with the Deputy Director of Nursing Health Services (Public 

Health Division) at the Tamale Regional Health Directorate, and a senior research manager 

at the Ministry of Gender, Children and Social Protection (MOGCSP) in Accra.  
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o The research team also discussed the methods/process used to identify existing 

opportunities for rehabilitation and reintegration of OBF victims back into their 

communities.  

o A survey for members of the Society of Gynecologists and Obstetricians of Ghana 

(SOGOG) was designed to assess the existing capacity for obstetric fistula repair in Ghana.  

The results of this study are subsequently presented in a comprehensive report that clearly 

establish the burden of obstetric fistula in Ghana and the factors influencing obstetric fistula 

assessment.  Recommendations on how to address this challenge are also proposed at the end. 

It is expected that findings from the study will form the basis for developing a strategic plan 

for the elimination of obstetric fistula and also help address gaps in the current obstetric fistula 

program implementation. 
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1.0 Systematic Review of Obstetric Fistula Burden and Assessment Methods 
 

A. Background 

Obstetric fistula (OBF) is a condition the results from prolonged obstructed labor when the head 

of the baby is not able to pass through the pelvis of the woman. A hole is created between the 

bladder and vagina or the rectum and the vagina. This causes the woman to leak either feces and 

or urine. OBF is a problem seen in women of reproductive age across the globe especially in 

developing countries. In developing countries, over 85% of OBF cases are cause by prolonged 

obstructed labor (Waaldijk, 1994; Waaldijk, 2004; Waaldijk, 2007; Hassan and Ekele 2009).  

 

Obstructed labor does not happen in isolation. There are many factors that could lead up to this 

unfortunate situation. In Tanzania, Kazaura et al., (2011) conducted a cross sectional survey to 

determine the awareness and perceived causes of OBF in a rural area of Tanzania. They found that 

among 334 OBF patients, 72.2% were within the 25-29 years age group. Of the 291 mothers who 

reported to have delivered their youngest child, about two thirds 65% reported to have had their 

babies at a health facility. Lack of money, lack of family support and long distance to health 

facilities were some of the reason that made women delivery at other places than health facilities.  

 

OBF remains a constant cause of misery to women of childbearing age because of the continuous 

leaking of urine or feces, and the constant wetting of their clothes coupled with the offensive smell 

produced. Some communities even consider them as outcasts and OBF victims are sent out of their 

villages because community members think that the condition is contagious. Even when the fistula 

itself has been repaired, some women still go through other ordeals such as urinary (stress) 

incontinence, vaginal stenosis or even atresia and infertility. Holme et al., 2007 conducted a 

retrospective cross-sectional study at a hospital in Lusaka, Zambia. Of the 259 women with OBF, 

one-quarter were below age 20 years. About 75% of the women who had fistula were married. 

15.1% were divorced while 1.7% were single. The study further showed that most women who 

suffer from fistula have a small and short stature. It was also found that, women lose weight when 

they developed fistula which may be due to the neglect they receive for having the condition.  
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The use of catheter and/or early closure was shown positive results in the treatment and 

management of OBF. In Northern Nigeria, studies by Waaldijk (1993; 2004) to determine the 

effectiveness of immediate surgical management of fresh obstetric fistulas within the first 3 months 

by the use of catheter and/or early closure recorded 95.2% and 93.2% successes of closure and 

resumption of continence respectively. A second closure conducted for patients with failed early 

closure (N = 76) was successful in 57 patients making an overall successful rate of 98.5% within 

the first 6 months. Aside the high success rates, early intervention presents an additional advantage 

that prevents fistula patients from being ostracized from society using simple, fast, safe, easy to 

learn and cheap procedures that can be performed on outpatient basis. Waaldijk has therefore 

recommended that women who develop fistula be given catheters, and those with unhealed fistula 

be provided early repair once the slough is dry and fistula is clean. 

 

Currently, there is no reliable data on the prevalence of fistula; however, the World Health 

Organization (WHO) estimates that at least two million girls and women currently live with fistula 

while an additional 50,000 to 100,000 are affected each year (WHO, 2014). Fistula has been 

eradicated in nearly all industrialized countries, however incidence of fistula is still seen in most 

developing countries and is usually caused by obstructed labor. Since 1989, most research on the 

prevalence and incidence of fistula has been done on small scales and are done mostly by medical 

practitioners (Donnay and Weil, 2004). The absence of adequate information has thus led to the 

neglect of OBF issues and difficulties in practical work.  

 

This following analysis provides a systematic review of available literature on obstetric fistula 

(OBF) assessment.  It is a synthesis of published research articles/communications with the 

primary aim of estimating the burden of OBF as well as identifying the various approaches for 

assessing OBF, especially among women in low-income countries. 
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B. Review of Literature 

Burden of OBF - Physical, Social, Economic, Emotional and Psychological Consequences 

incurred by women with OBF 

 

• Physical Consequences of OBF 

A meta-analysis by Ahmed and Holtz, (2007) indicated that almost 80% of women who develop 

fistula suffer a chronic excoriation of the skin which is caused by the direct irritation of urine. 

Additionally, women with OBF may develop amenorrhea, vaginal stenosis, infertility, bladder 

calculi, infection and foot-drop, which is caused by neurological injuries. Findings from a study 

by Okoyei et al., (2014) showed that these women go through a lot of physical and emotional 

problems as a result of the VVF condition.  Women develop blisters and sores around their thighs 

caused by the constant urine incontinence and friction. Most women complained they feel too 

weak to go about their normal routines. The study findings further showed that women with OBF 

often adopted various ways of coping with the condition. These coping strategies include eating 

and drinking only when it was necessary, general cleanliness (bathing regularly), using perfume 

and powder, putting calamine lotion on the blisters, and  use of old pieces of cloth that are torn 

into strips as pads. 

 

• Social and Economic Consequence 

Fistula is considered a ‘social calamity’. Women who suffer this disorder are mostly shunned by 

their husband, entire family and the community. Some societies view this disease as a sexually 

transmitted one and/or also seen as a punishment from God (Okoyei et al., 2014). Women who 

develop fistulas have been found to have a disturbed socio-psychological-sexual life and are 

normally abandoned by their husbands or spouses.  

 

The general practice of delaying fistula repair for at least 3 months to ensure an absence of all 

tissue activity has been found to be effective if done properly. However, the delay in repair may 

also expose patients to a progressive social, mental, medical and emotional status downgrading 

due to the unpleasant complications associated with fecal or urine incontinence. This eventually 

leads to social exclusion of fistula victims (Murray et al., 2002).  
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A review of the literature published between 1985 and 2005 on fistula in developing countries revealed 

that immediately women developed fistula, 14% of them were separated or divorced by their 

husbands while only 42% continued to stay with their husbands (Ahmed & Holtz, 2007). Out of this 

percentage that continued to stay with their spouses, 28% were divorced if the disease persisted 

and only 11% were allowed to stay. Until fistula was repaired, women were sent back to their 

parents. Such women were not allowed to do any cooking and did not participate in any social 

event or to perform any religious activities.  

 

The higher rates of fistula in many developing countries (as compared to industrialized countries) 

are not only due to poverty, but also due to the impact of come cultural practices on women’s 

status, health and wellbeing. One of the harmful cultural practices seen in some communities is 

the act of giving women lots of water to drink during labor; a full bladder has a higher tendency to 

cause fistula during expulsion of the baby (Cook et al., 2004). Labor, at times unduly prolonged 

because the available care may not be culturally acceptable in certain communities. For instance, 

certain community would not allow a male health work to deliver care to a pregnant mother of a 

woman in labor (Cook et al., 2004).  

 

• Psychological and Emotional Consequence 

A few studies have been able to examine the psychological and emotional status of women who 

develop OBF. In addition to mourning the death of a child, these women go through the difficulty 

of having to struggle for their own lives. Their social status as well as their value in society is 

mostly diminished. The results from the meta-analysis by Ahmed and Holtz, (2007)   indicated that 

about 85% of women who developed fistula lost their fetus from the delivery which caused the 

fistula. In Nigeria, 33% of women who had fistula were isolated from their families while 51% 

were not happy with their lives. Most women lose their self-esteem and are easily stressed, anxious 

and angry. However, if husbands were supportive, women with fistula were found to be more 

optimistic and positive towards life. 
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Fistulas do not only lead to still births in women; but also puts them through a consistently 

devastating psychological ordeal (Cook et al., 2004). These women usually become socially 

“invisible” because of the neglect from spouses, family and the community.  

 

Assessment and Treatment of Obstetric Fistula in Africa 

In order to conceptualize how best to assess obstetric fistula (OBF) prevalence, diagnosis, 

treatment, prevention and strategic interventions, it is important to understand what facilities exist, 

how they operate and whether they are well positioned to deliver and/or expand their services. A 

needs assessment by was carried out in 2003 by UNFPA and Engender Health to provide a 

snapshot of how some clinical services for fistula patients have been organized in nine African 

countries. The needs assessment was conducted by one clinical and one program staff member 

from Engender Health during a series of site visits between May and October 2002. In each 

country, two to 12 public sector (usually district level) and private sector (usually mission) 

hospitals were visited. Administrators and professional staff including physicians, nurses and 

midwives were interviewed using a semi structured questionnaire, as well as fistula patients 

whenever possible. In addition, each country visit included meetings with representatives from the 

Ministry of Health (MOH) and local policy makers, as well as UNFPA (United Nations Population 

Fund) country offices, which all have an interest in supporting fistula work. Clinical facilities were 

toured; and the wards, waiting areas and operating theatres were observed whenever possible. 

Investigators also reviewed theatre logbooks whenever the opportunity presented itself. Below are 

the country specific findings from this assessment. 

 

 

 BENIN 

Screening process / pre-operative care: Fistula patients are identified through consultation with a 

physician. Strong odor of urine and feces serve as the main indications to determine the presence 

of fistula. A physical examination is then done to determine the size of fistula. Multifaceted x-rays 

are taken to diagnose complex fistulae.  
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Treatment / post-operative care: Estimated out-of-pocket cost per procedure depended on the 

number of days a woman is hospitalized, but the average amount to be paid is about $365 USD 

(including hospitalization, surgery and pre-operative tests). OBF patients are kept for 2 weeks at 

the recovery ward and are advised to consult a gynecologist if they intend to have more children. 

They are advised not to get pregnant for at least 2 years after the fistula repair surgery and 

counseled to opt for a C-section if they get pregnant. In order to ensure that symptoms have not 

re-occurred, repaired OBF patients are required to attend a review session after one month (post 

operation). 

 

Rehabilitation / barriers to care: There are no known rehabilitation and/or reintegration programs 

in place in Benin. There is also a lack of community outreach programs and no support for OBF 

victims at the national policy level.  Barriers to OBF care range from lack of needed medical / 

surgical equipment to lack of trained surgeons. 

 

 

 CHAD  

Screening process / pre-operative care: There are no laboratory screening procedures available. A 

physical exam is done to examine the vagina, bladder and urinary tracts to determine presence of 

fistula.  

 

Treatment / post-operative care: Women have to pay approximately $14 USD for treatment, 

although this cost only covers the procedure. Patients cater for their own food and medication 

during the recovery period. Patients are kept on the maternity ward for a period of 2 weeks or a 

month. A catheter is inserted and retained for the entire period of recovery. On the 13th day, the 

catheter is removed to allow the surgeon to access the level of incontinence and then replaced. 

Women are advised to abstain from sex for at least 3 months. Before the woman is discharged, she 

completes a form to indicate that she has had a fistula repair and must submit this form should she 

get pregnant and comes to deliver at a health facility. The form indicates that a C-section must be 

performed in such a situation.  

Rehabilitation / barriers to care: There is no physical rehabilitation post-operation for women in 

Chad. If there are family members, they are advised on the importance of physical exercise to the 
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repaired OBF patient. No community outreach programs were identified. There was no recognized 

support for OBF victims at the national policy level. There is a critical lack of clinical equipment. 

There is a space for a laboratory in some facilities, but there are no equipment so the place is not 

in use. There is a dearth of qualified medical personnel and minimal infrastructure to support 

hospital activities. There are no mattresses in the fistula wards. Hard cardboard are used on the 

beds.  

 

 

 MALAWI 

Screening process / pre-operative care: Fistula screening is not available at most of facilities. A 

physical examination is sometimes done by the doctor to assess whether fistula can be repaired. If 

the fistula is not yet three months old, the doctor sends the patient home until the fistula is three 

months old. 

 

Treatment / post-operative care: Hospital charges about $15 USD but the actual cost of repair is 

borne by the hospital. There are trained nurses who care for the fistula patients. Patients are 

admitted on the ward form about two weeks. Patients are also given counselling on HIV and family 

planning 

 

Rehabilitation / barriers to care: Most of the facilities do not have any rehabilitation infrastructure. 

No community outreach programs or national policies on OBF were identified. There is lack of 

skilled personnel. Usually, too many women are booked for the procedure but there is lack of 

facilities. Transportation is difficult for women who come from far. There are shortages of staffs 

at facilities. Sometimes, surgery has to be postponed for about 2 or 3 times before it is performed. 

There is lack of information about fistula at the community level. 
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 MALI 

Screening process / pre-operative care: A standard clinical exam is done including blood analysis. 

Fistula is classified as simple, complex or serious and the procedure to be used during repair is 

determined through that. 

 

Treatment / post-operative care: The actual procedure cost the hospital $260 USD but since there 

is sponsoring and funding from other NGOs and the doctors, price is subsidized and patients pay 

on $25 USD. This amount caters for their pre-operative, procedure and the month long 

hospitalization. However, clients pay for their own feeding during this period. The clients and her 

relatives are given counselling and the details of the surgical procedure are also explained. 

Counselling is given about sexual intercourse, STIs and future plans about childbirth. Clients stay 

on the ward for a month and then a post-operative review is schedule for 3 months after discharge. 

Some clients however may decide to stay on at the hospital after discharge and work in an artisans 

shop located around the hospital premises.  

 

Rehabilitation / barriers to care: There is some support at policy level from the doctors, Ministry 

of Health, NGOs and other support from the Ministry of Social Development. Doctors also work 

with a local NGO (Delta Survive) to assist women gain skills to help them generate income before 

they return to their communities. The doctors have organized a theatre group that performs plays 

to educate people in the community about OBF. The play outlines what causes fistula and the 

difficulties a woman with obstetric fistula goes through. An NGO (Foundation Partage) gives 

support to transporting women to the hospital and some other hospitals subsidize the price for the 

procedure. Identified barriers to care include inadequate funding, inability to provide 

transportation to and from the hospital and that fact that should funding (obtained from the doctors, 

MOH and other NGOs) be discontinued, services cannot be rendered.  
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 MOZAMBIQUE 

Screening process / pre-operative care: A physical exam is performed to identify if the condition 

is fistula or not, and the doctor also examines the client pre-operatively to identify the size and 

position of the fistula.  Some of these exams are performed under anesthesia while others are not. 

There is also screening for possible anemia as well as renal function.  

 

Treatment / post-operative care: Exact cost of repair is unknown. But services are free for women 

below age 18 and over age 60 years. Clients stay on the ward for about 14days and are discharged 

home. They are advised to abstain from sex for about 2 months and also opt for a C-section should 

they get pregnant.  

 

Rehabilitation / barriers to care: Most women are poor and may not be aware of availability of 

fistula repair services. Fistula is not recognized at low level facilities and in cases where it’s 

recognized, it is not considered as important. Road networks, distances to be travelled by women 

is also a problem. There are limited spaces at facilities for effective pre and post-operative care. In 

some facilities, only one doctor may be available to do repairs and this cause longer waiting periods 

for women. This is also lack of equipment and lack of skilled personnel. Support comes from the 

Government of Mozambique and a resident Doctor and friends from Italy. No specific programs 

were identified for rehabilitation and re-integration of repaired clients back into the community. 

No community outreach was observed. Nothing specific is being done at the policy level. Fistula 

is only mentioned as a general sexual and reproductive health problem.  

 

 

 NIGER 

Screening process / pre-operative care: A physical examination is done to determine the type and 

dimension of fistula.  Additional clinical assessments such as blood type, blood count and check 

for presence of anemia. Electrocardiogram is also done an x-ray is taken at times.  
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Treatment / post-operative care: Estimated cost per procedure is about $55 USD. Cost for 

procedure and hospitalization was been funded by a French cooperative, Falandry. The French 

government donated about $150, 000 USD which has since been exhausted hence woman take 

care of their own bills after the procedure and hospitalization. After the procedure, clients are 

admitted for 14days. Clients are catheterized to ensure urine does not exit through the vagina. 

Antibiotics are served to patients and they are monitored to ensure no further complications arise. 

Clients are advises to abstain from sex for at least 2 months and to return to the hospital if they 

become pregnant and to seek skill attendant during child birth.  

 

Rehabilitation / barriers to care: Husbands mostly take women back once fistula has been repaired. 

Community support is through women’s NGO at various levels. Sensitization / awareness is 

mostly by word of mouth and the UNFPA funds most of the campaigns. The Ministries of Public 

Health and Social development come in to visit clients with fistula. They also create awareness 

about fistula by sensitizing the general public. They do this with the help of NGOs and at times 

with the help of Embassies’ of France, Canada and the United States. They donate food and 

clothing during such visits. There is collaboration between NGOs to create awareness and support 

women who need fistula repair. Financing must be made available. There is lack of skilled 

personnel.  

 

 

 NIGERIA 

Screening process / pre-operative care: About a week before the procedure, clients are taken 

through a series of test such as blood tests, nutritional assessment, and treatment of vulva 

excoriation. Blood type and pregnancy tests are also done. Examinations are sometimes done under 

anesthesia. 

 

Treatment / post-operative care: An average of $125 USD is charged as theatre fee very rarely, a 

patient’s fee may be waved off after social work certification. The process is relatively easier 

because most of the patients come with their husbands. Patients are counseled to abstain from sex 

for at least 2 months. Clients are catheterized and advised to take lots of fluids. Clients receive 
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bladder training from day 1 till day 14. In case repair of fistula failed, clients would have to wait 

for 3 to 6 month for another attempt.  

 

Rehabilitation / barriers to care: Social workers do a follow up in clients after the procedure is 

done and vocational training are offered for clients.  Referrals to the Centre’s are mostly by word 

of mouth, however, formal referral is usually made by tertiary hospitals who many not have the 

technical expertise to handle the type of fistula. There is support available but it is not clear how 

much. One member at the Federal University Hospital departmental heads is the founding member 

of the National Fistula Foundation. Resources are obtained through the Ministry of Health federal 

funds. The Carnegie foundation funded the hospital between 1991 and 1994 and helped fund the 

fistula task force, but has since stopped supporting. Identified barriers to care include funding and 

equipment that are very old and need replacing. Some women still deliver at home and early 

marriage is still an occurrence in certain communities. Traditional birth attendants have different 

beliefs about appropriate interventions and timing of referrals for complicated deliveries. There is 

also a lack of skilled personnel especially doctors and nursing staff. 

 

 

 UGANDA 

Screening process / pre-operative care: Women report to the facilities 2 or 3 days before the 

procedure. They are screened for malaria and anemia. The doctors perform physical exams to 

determine the type of fistula as well it the exact location. The doctor further explains the process 

of formation of fistula to the clients and how the procedure will be done.  

 

Treatment / post-operative care: The cost per surgery is about $75-$80 USD. Women are mostly 

not able to pay and simply leave the facility after their procedure. Clients are admitted on the ward 

for 2weeks.Nurses talk to clients about family planning after which they are referred to a Centre 

which is government-funded to have a method of choice for family planning. They are counseled 

to abstain from sex for at least 6 weeks. Repaired patients are also advised to do a C-section should 

they decide to deliver again.  
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Rehabilitation / barriers to care: Before the visiting doctor who performs the procedure at one of 

the facilities arrive, announcement is made on the radio with an effort to bring in women who may 

have the condition. Support at the national policy level is minimal. The Ugandan government has 

contributed a small amount of money to some facilities to allow a subsidy of the fee charged for 

the procedure, however, only 2 Centre’s are supported by the Government. There is support from 

some churches. The major barrier to care is that no local doctors are trained to repair fistula, 

though, some of the medical officers express interest in learning the procedure. After 2 or 3 

attempts, if repair is unsuccessful, women are mostly not interested in try again. Lack of funding 

is also a problem. The facility is not able to charge and collect user fees from clients. The facilities 

and equipment are all out of date and inadequate. Transportation for clients to and from the facility 

is also an issue. No community services are in place to support clients.  

 

 

 ZAMBIA 

Screening process / pre-operative care: Clients are checked for malaria and levels hemoglobin. 

Examination for fistula is done in the theatre but not under anesthesia.  

 

Treatment / post-operative care: The cost of treatment is unknown. Clients are admitted onto the 

ward for 3 to 4 weeks. They are advised to abstain from sexual intercourse for 3 months after 

fistula repair and advised to do a C-section if the decided to have children. There is no specific 

counselling on family planning or HIV/AIDS and STIs. 

 

Rehabilitation / barriers to care: No documented outreach program is known. There is also no 

specific funding, however the hospital uses the government of Zambia’s funds in paying the fistula 

clients and other hospital services. The Zambian Government supports the hospitals, and donations 

from other charitable organization e.g. Holy Spirit Sisters and the Zambian Order. A benevolent 

doctor (Dr. Kelly) donates items such as catheters and sutures to some facilities. Notable barriers 

to care include transportation for clients and the fact that fistula patients are seen as a burden to 

the hospital because they do not pay for services. There is also a lack of adequate supplies of and 

shortage of materials needed for procedure e.g. gloves, sutures and catheters.  
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C. Systematic Review Methods 

This systematic review was carried out using a rigorous and clearly documented methodology in 

both the search strategy and the selection of published literature in order to eliminate any bias 

in the report of findings. The objective of this systematic review is to provide a comprehensive 

summary of the available literature on OBF burden and methods of OBF assessment. This review 

used fistula related articles published between 1994 and 2015 with the help of the PubMed, Google 

Scholar and Medline electronic databases. Search words like obstetric fistula, vesico-vaginal 

fistula, recto-vaginal fistula, assessment / burden / treatment / prevalence / incidence of fistula, and 

review of obstetric fistula were used for the search. Table 1 gives a summary of the review 

methodology process. 

 

Table 1: Overview of systematic review process 

 
ACTIVITY 

 
RATIONALE / STUDY CATEGORY 

 131 Articles met search term criteria 
 

Abstracts reviewed to identify objectives 
 

 104 Articles excluded  Identified as hits for obstetric fistula studies but 
focused on Clinical Treatment, Management, 
Comprehensive Obstetric Care and Quality of 
Maternal Health Services. 
 

 27 Articles met criteria for inclusion  Reviews [4]  
Prevalence studies [3] 
Prevalence/ Incidence [8]  
[Prevalence/Burden [4]  
Combination of one or more of above design with 
Treatment/Management [8] 
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1. Waaldijk 
(1994) 

 Nigeria 
(Northern: 
Kano & 
Katsina) 
 
N = 170 
 
13-41years 
 
OBF no 
longer than 
3months old 
 
 

1-15 N/A  
Prospective 
Hospital-
based 
 
10 months 
 
August 1992-
May1993 

N/A 
 

Treatment/ 
Management 

To determine effectiveness of 
management of OBF in first 3 months 
 
170 subjects with OBF. Fistulas 
categorized into 6 groups for treatment. 
11.8% presented with RVF, 16.5% had 
other vaginal lesions, 156 (91.8%) 
fistulas were closed and 146(93.6%) of 
them were continent. 
Fistula closure varied by classification 
of fistula. 
 
In 21 women (12.4%), the fistula healed 
by inserting a catheter. No patient 
developed wound infection, UTI or 
systemic infection. In 12 of the 14 
patients with early closure failure, fistula 
closed in the second procedure. 
 
Procedure requires low cost equipment 
but need clinician with skill in vaginal 
surgery. No spinal anesthesia given as 
patients did not feel much pain. 
Antibiotics were not given as fistula was 
caused by necrosis and not infection. 
Analgesics used only post-operatively. 
Concluded that immediate management 
was effective for closure and continence.  

2. Vangeender
huysen, et 
al., (2001) 

Abidjan; 
Bamako; 
Niamey; 
Nouakchott; 
Ouagadou- 

N/A N/A Population-
based 
prospective 
study 
 

N/A Prevalence/ 
Incidence 

Proposes an evaluation of the incidence 
of OBF based on a population-study 
 
Incidence is 10.3 per 100,000 deliveries. 
Rural areas had incidence of 123.9 per 
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gou; Saint-
Louis; 
Kaolack 
Region, 
Senegal 
 
N=19,343  

100,000 deliveries. 
 
By applying the incidence rate in 
Kaolack Region to the number of 
deliveries in rural areas, an estimated the 
minimum annual incidence of obstetric 
fistulae in rural sub-Saharan Africa was 
arrived at of 33 451 new cases. 

3. Wall et al., 
(2004)  

Jos, Nigeria 
 
N = 932 
13-70 years 
 

  1-4 
days 
21% 
had 
labor < 
4days 

Retrospectiv
e review of 
medical 
records from 
1992-1999 

96.5% 
associated 
with labor 
/delivery 
 
 

Prevalence/ 
Burden 

Describe the characteristics of women 
with OBF at a hospital in Nigeria 
 
The ‘‘typical patient’’ was small and 
short, married early but now divorced or 
separated. Women were predominantly 
poor, and from a rural area; had 
developed fistula during a labor that 
lasted at least 2 days and which resulted 
in a stillborn fetus (92%). 
Most of these women were illiterate: 700 
patients (77.9%) had no formal 
education, and only 126 patients (14%) 
had any primary school education. 
Fistulae developed most commonly in a 
woman’s first pregnancy, with more 
45.8% of fistulas (412) occurring in 
primigravidae. The average fistula was 
approximately 3.5 cm in diameter. 

4. Cook et al., 
(2004) 

N/A 
Global view 

N/A N/A 1989-2004 N/A Review  Highlights social consequences of OBF 
on women’s lives (outcast, driven out of 
marriage) 
 
Emphasizes the need for health systems 
to respond patient social and 
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psychological needs pending repair as 
not all surgeries are successful. 
Highlights human rights violations in 
vulnerability to OBF through early 
marriage and premature pregnancy. 
Emphasizes the role of family planning, 
maternal health care and access to these 
services for prevention as a right. 
Identifies incidence of OBF as a failure 
of countries to recognize, value and 
protect women’s human rights. 

5. Jokhio & 
Kelly, 
2006) 

Pakisatan 
 
6 Fistula 
Camps in 
Sindh 
  
N = 116 
 

1-5 
(57.5%) 
 
>5 
(40.2%) 

N/A Prospective 
Study 
 
Facility 
based 
(Fistula 
camps) 

84.5% due 
to 
obstructed 
labor 

Incidence, 
Causes, 
Treatment 

Reports on incidence of OBF among a 
sample of women and describes detailed 
socio-demographic characteristics of 
affected women as well as the results of 
treatment 
 
Fistula was predominantly reported 
among poor patients that were illiterate 
and had not received ANC; highlighting 
possible reason for obstructed labor and 
delayed care-seeking. Treatment 
provided was predominantly successful 
(80%).  
 
Rehabilitation program provided 
information on occurrence and 
prevention of OBF, resumption of sexual 
activity, and management of 
incontinence using perineal exercises. 

6. Wall (2006) Developing 
countries 

N/A N/A Review of 
medical 
literature 

N/A Treatment/ 
Management  
 

Review pathophysiology of vesico-
vaginal fistula in obstructed labor and 
describes effect of this lives of women in 
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available in 
2005 

developing countries 
 
Results of population-based survey of 
severe obstetric morbidity in West 
Africa concluded that a minimum of 
33,000 new cases develop each year in 
sub-Saharan Africa.  
 
Estimates suggest that at least 3 million 
women in poor countries have 
unrepaired VVFs. Highlights additional 
injuries other than OBF formation: 
amenorrhea and secondary infertility, 
RVF formation, renal failure, damage to 
the pubic symphysis, injuries to the 
nerves supplying the lower extremities. 
Emphasizes recent advances in fistula 
surgery (improved anesthesia, synthetic 
suture materials, better urinary catheters, 
and techniques of tissue grafting) for less 
expensive cost of treatment, 
Specialized centers dedicated exclusively 
to the care of these women allow 
maximum efficiency of patient care by 
enabling the development of a uniquely 
supportive sisterhood of shared pain 
among these women that is a key 
component in healing their psychosocial 
wounds. (The Addis Ababa Fistula 
Hospital, the outstanding model of this 
kind, has now treated more than 25,000 
fistula patients). 
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7. Ahmed et 
al., (2007) 

N/A N/A N/A Review  
 

N/A Review Confirm the dearth of reliable data on the 
incidence and prevalence of obstetric 
fistula 

Diagnosis, treatment or outcome of 
fistula repair is not standardized. 
Evidence-based relationships established 
between diagnosis, treatment, and 
outcome are lacking. 

 
A standard classification system that 
allows accurate prediction of prognosis 
and surgical outcomes from the clinical 
characteristics of fistulas is required. 
This will also facilitate comparing data 
from different settings. 

8. Stanton et 
al., (2007) 

N/A N/A N/A Reviewed 
population 
based 
estimates of 
OBF 
between 
1985 and 
2005 

N/A Prevalence/ 
Incidence  

Assessed knowledge of population based 
estimates of incidence/prevalence. 
Identified challenges associated with 
measurement of OBF 
 
Propose sibling approach to estimating 
maternal mortality as possible methods of 
OBF assessment. Identified the types of 
population estimates in available 
published literature: 

 Quotes from other sources 
 Declaration not supported by 

description of methods 
 Estimates provided from 

described methods 
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Results suggest that there are only 2 
estimates of incidence and 2 estimates of 
prevalence for which study methods are 
described.  

(Empirical OBF estimate for rural sub-
Saharan Africa of 124 per 100,000 
deliveries (or 33,000 annual cases).   

 

Model-based estimate for all of sub-
Saharan Africa is 18.8 OBF cases per 
100,000 women of reproductive age (or 
20,000 annual cases).  

The global prevalence of obstetric fistula 
was estimated at 654,000 cases in 1990, 
and 262,000 of these cases were in sub-
Saharan Africa.  

The only empirical estimate of the 
lifetime prevalence of obstetric fistula 
documented is the demographic health 
survey estimate for Malawi (i.e.1 in 20 
women). 

9. Bangser 
(2007) 

Tanzania and 
Uganda  
 
Women’s 
Dignity 
Project  

N/A N/A Mixed 
methods: 
Qualitative 
and 
quantitative 
research, a 
survey, and 
an analysis of 

N/A Prevalence 
/Burden/ 
Treatment/ 
Management 

Examined women’s experiences of 
fistula; constraints in service delivery for 
fistula treatment and factors shaping 
women’s access to delivery care using 
Women’s Dignity Project. Has 4 key 
programs: 

 Community- based participatory 
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secondary 
data and 
constraints 
health 
workers face 
in providing 
care; and 
health 
inequities. 

 

research on fistula and social 
vulnerability 

 Institutional networking 
 Public engagement and regional 

and global linkages 
 Access to quality care at delivery 

Study 1: Fistula and Social Vulnerability 
2002 

Tanzania and Uganda: understanding of 
the social and health system determinants 
of fistula. It focuses on the challenges 
that women face when they need to 
access health care. 

Findings of the study challenge 
frequently held myths about women 
affected (contrasts perception that fistula 
occurs in adolescence). Fistula occurred 
at 23 years in Tanzania and 22 years in 
Uganda. None of the women were totally 
isolated. Many women received financial 
and emotional support from their families 
or communities (supported by at least one 
person). Women were able to reintegrate 
themselves back into family/community 
after treatment. 

Study 2: Tanzania Fistula Survey 2001-
2002: Repair and treatment focused, 
identify where services are available as 
well as training needs of health services 
staff. 
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Study 3: Women and health care 
providers’ views of barriers to accessing 
quality maternal care.  Probe into low 
health facility delivery. 

Study 4: Fairness: Health Inequalities 
and Equity in Tanzania 

10. Danso et al., 
(2007) 

 

Kumasi, 
Ghana 
 
 
N = 313 

  Review of 
patient 
records for 
1977 through 
1998, and 
prospectively 
for 1999 
through 
2004. 
 

94.2% 
Obstetric 

Incidence/ 
Prevalence 

Assessed prevalence/incidence of OBF at 
Komfo Anokye Teaching Hospital in 
Kumasi 

Period and Number of obstetric cases in 
relation to deliveries. Total Number of 
fistulas per 1000 deliveries. 

 (1977–1981)  36 OBFs 46,269 
deliveries;  0.78 fistulas per 1,000 
deliveries 

 (1982–1986)  43 OBFs s 49,658 
deliveries;  0.87 fistulas per 1,000 
deliveries 

 (1987–1991)  76 OBFs 51,988  
deliveries; 1.46 fistulas per 1,000 
deliveries 

 (1992–1996)  58 OBFs 42,507 
deliveries;  1.36 fistulas per 1,000 
deliveries 

 (1997–2001)  60 OBFs 50,453 
deliveries; 1.20 fistulas per 1,000 
deliveries 

 (2002–2004)  22 OBFs 33,051 
deliveries; 0.66 fistulas per 1,000 
deliveries 
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For the 56 cases prospectively 
documented for 1999 through 2004, 
fistula duration on admission was as 
follows: less than 1 year in 11 patients 
(19.6%); 1 to 2 years in 23 patients 
(41%); 3 to 4 years in 7 patients 
(12.6%); 5 to 10 years in 9 patients 
(16.1%); and longer than 10 years in 6 
patients (10.7%). 

11. Rijken & 
Chilopora 
(2007) 

 

Malawi 
 
N = 407 

1-5 86% 
 

 Case reports 
[Patients 
treated 
between 
January 
1997 and 
October 
2005] 

97.3% due 
to 
obstructed 
labor 

Prevalence / 
Treatment 

Report on incidence of OBF in Southern 
Malawi 

Of these 407 cases, 12 were single recto-
vaginal fistulas (RVFs); and of the 375 
urogenital fistulas, 29 were combined 
vesico-vaginal (VVF) and RVF 
(VVF/RVF) while 7 were combined VVF 
and ureteric-vaginal. Of the 375 
urogenital fistulas, 92.2% were linked to 
obstructed labor. Most of the patients 
were young (34.6%), primigravidas 
(49.6%), with little or no education 
(50%) and of short stature. 154 (37.8%) 
had no formal education and 201 (49.4%) 
completed between 1 and 8 years of 
primary school 

For the 375 urogenital fistulas of 
obstetric origin, 365 (97.3%) were caused 
by obstructed labor and 10 (single 
ureteric-vaginal or vault-vaginal fistulas) 
clearly were surgical accidents sustained 
during cesarean delivery. The urogenital 



REFERENCE/ 
PUBLICATION YEAR 

COUNTRY/ 
SAMPLE 

PARITY LABOR STUDY 
DESIGN/ 
PERIOD 

ETIOLOGY TYPE OF 
STUDY 
(CATEGORY) 

OBJECTIVE/ 
 MAIN FINDINGS 

 

31 
 

fistulas that were of non-obstetric origin 
were caused by surgery in 15 patients, 
bladder stones in 3 (a successfully 
repaired VVF reopened after 2 years in 1 
patient), a foreign body in 1, a car 
accident 1, and perhaps an infection in 1. 
The personal characteristics of patients 
with obstetric fistulas were coherent with 
those reported in other studies. This study 
details the types and sizes of the patients' 
urogenital fistulas as well as their urethral 
lengths, and whether the fistulas were of 
obstetric or other origin. 

12. Tsui et al., 
(2007) 

Niger 1998, 
N = 4798 
  
 
Nigeria 1999  
N = 3552 
 
 
Tanzania 1996 
N = 6789 
 

  Retrospectiv
e survey data 
over 3 or 5 
years  

 Prevalence/ 
Incidence 

Examined the association between very 
young maternal age (≤ 17 years), first 
birth, and risk of prolonged labor  

Researchers obtained the age-specific 
prevalence of prolonged labor and 
applied it to the estimated annual number 
of births for each age for girls and young 
women aged between 12 and 20 years. 
Assuming that prolonged labor becomes 
obstructed in 65% of cases, an estimated 
number of cases of obstructed labor for 
each age was calculated. Survey estimate 
of 2.88% of stillbirths for young women 
reporting prolonged labor was applied to 
the estimated cases of obstructed labor. 
Further assuming that 85% of stillbirths 
are followed by fistula formation, an 
estimate of the annual number of OBFs 



REFERENCE/ 
PUBLICATION YEAR 

COUNTRY/ 
SAMPLE 

PARITY LABOR STUDY 
DESIGN/ 
PERIOD 

ETIOLOGY TYPE OF 
STUDY 
(CATEGORY) 

OBJECTIVE/ 
 MAIN FINDINGS 

 

32 
 

that may develop was reached.  

Examined the role of delayed 
childbearing on the prevention of OBF. 

Estimated that 4,920 OBFs occurred in 
that year in Nigeria among young women 
who delivered and 11,027 among all 
women who gave birth. Annual OBF 
incidence was estimated at 4.1 per 1000 
deliveries in young women and 2.1 per 
1000 deliveries in all reproductive-aged 
women. 44.6% of estimated OBF cases 
occurred in young women. 

 Reducing numbers of women with 
young maternal age at first delivery 
would minimize risk of prolonged labor. 

13. Ahmed & 
Holtz 
(2007) 

Developing 
countries 

  Review of 
the literature 
published 
between 
1985 and 
2005 on 
fistula in 
developing 
countries. 
 

 Burden/ 
Treatment/ 
Management 

Examined physical, social and economic 
consequences of OBF on affected persons 
(women and their families) 
 
Overall, 14% of new patients were 
divorced by their husbands and only 42% 
continued to live with their husbands; if 
the condition persisted, 28% of the 
women were divorced. 
 

In Niger, 63% were divorced and mainly 
sent back to their parents’ home where 
they are not allowed to cook/participate 
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in social events/ perform religious rituals 

In Nigeria about 33% of women with 
fistulas were psychologically depressed, 
and an additional 51% were bitter about 
life.  

A qualitative case study examining 
psychological effects of VVF, in 53 
women from northern Nigeria reported 
loss of self-esteem and experienced stress 
and anxiety. However, where emotional 
support was provided by their husband 
women reported optimistic views 

In Bangladesh, an extensive study on the 
psychosocial consequences of having a 
fistula showed that majority of women 
(61.4%) reported embarrassment in their 
social lives, 39.4% reported feeling 
constantly ill, and 33.3% reported 
difficulty in maintaining a sexual 
relationship. 52% of the husbands 
expressed a loss in sexual pleasure with 
their wives, 87% reported 
embarrassment; 67.4% an inability to 
perform their prayers; and 62% 
unhappiness in their married life. 

Social reintegration varies across 
counties, from no assistance at all to 
monetary support and a gift of new 
clothing at discharge. Successful repairs 
identified with improved physical and 
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mental health post-surgery. 

14. Johnson 
(2007) 

Malawi, 
N = 11,698 

  Secondary 
analysis of 
2004–2005 
MDHS 

 Prevalence/ 
Incidence 

Effort to collect national lifetime 
prevalence data on vaginal fistulas and 
discern the usefulness of the measure 

Crude fistula rate derived (16 per 1000 
live births) exceeds estimates of fistula 
prevalence in the existing literature. The 
expected associations existed: fistula 
symptoms were more likely to be 
reported among rural, poor, uneducated 
women, and among those who had 
endured sexual violence or stillbirths.  

Despite the probable lack of specificity of 
the questions used, the bivariate and 
multivariate analyses indicated that 
survey methodology may be sufficiently 
sensitive to capture VVF cases.  

Establishing the sensitivity and 
specificity of the questions concerning 
fistulas will be a key step in the 
development of improved survey 
instruments. 

The relationship between age and fistula 
symptoms was of interest. After an 
otherwise monotonic increase with age, 
the rate of reports of having ever 
experienced fistula symptoms dropped 
for the oldest age group considered. 
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Significant association of sexual violence 
with fistula symptoms was greater than 
expected, implying that sexual violence 
may contribute to more cases of fistula or 
conditions with similar symptoms than 
previously understood. 

 The only variable for which the 
expected relationship was not found was 
height. 
 

15. Creanga et 
al., (2007) 

Clinicians and 
public health 
experts from 
USA, Canada, 
UK, Benin, 
Cote D’Ivoire, 
Eritrea, 
Ethiopia, 
Ghana, India, 
Malawi, 
Myanmar, 
Niger, 
Nigeria, Peru, 
Romania and 
Tanzania 

  Review  
 

 Review To identify and discuss on the extent of 
the problem of OBF 
 
Issues identified: Advance scientific 
knowledge of risk and treatment. 
Prioritize research for clinical and public 
health responses to OBF. Inform the 
public health response to OBF. 
Published Scientific research on OBF is 
lacking (particularly for RCTs). Absence 
of a universally accepted classification 
system for fistulas (international staging 
system). Need for capacity building and 
clinical training in developing countries 
so treatment may be offered to all 
women with OBF 
 
Proposal that former fistula patients 
could become change champions for 
seeking emergency obstetrics and 
newborn care (EmONC) and social 
support. 
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Proposal for identifying community 
level prevention measures (delaying 
early childbearing & raising awareness 
of skilled attendance at birth) 
 
Conducting operations research on 
community, facility and provider level 
barriers to EmONC services. Identifying 
evidenced based practices for better 
fistula management (catheterization, 
diversion protocols and repeat fistula 
repair) and other Low-cost methods of 
treating fistula. 

16. Holme et 
al., (2007) 

Zambia 
N = 259 
 
15-59 years 
 
 

  2-7 
days 
 
84%  
1-3 
days 
 

Retrospectiv
e cross-
sectional 
Facility 
based review 
of case notes 
(Monze 
Mission 
Hospital) 

 Prevalence/ 
Burden 

To describe the characteristics of 
women with OBF 
 
209 out of 230 (90%) of women 
examined had VVF 
One quarter of women with OF were 
younger than 20 years. 56.5% from the 
northern province of Zambia. 
 
Educational level significantly lower 
than national level 
Mean age at time of fistula development 
was 22yrs with two distinct peaks: a 
younger primiparous population 
(mean=19.2) and older multiparous 
population (mean=29.3) 
 
39.9% of women reported to hospital 
within a year of developing OBF. 
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Women with OBF generally small and 
short in stature. 75% married, of 45 
women not living with husbands 
31(67%) attribute this to OBF. 91.2% of 
women had never used birth control. 
Median age of menarche 15. ANC 
attendance higher than national average 
(76.5% have had 4 or more visits). 
Women generally spent one day at home 
in labor. Delay in accessing EmonC care 
due to transport difficulties: 33.3% no 
transport available and 27.1% no money 
for transport. 
. 
For repairs, sample was 277. 232 had 
one operation, 20 had had two surgeries 
and 2 had had three surgeries.  
72.9% were successful; 17.3% resulted 
in residual stress incontinence and 9.8% 
failed.  

17. Adaji et al., 
(2010) 

Zaria, Nigeria 
 
N = 204 
(currently 
pregnant 
women) 

  Descriptive 
Cross-
Sectional 
survey 
 

 Prevalence To determine the prevalence and 
severity of UI during pregnancy 
 
Urinary incontinence prevalence 
increased with increasing age (lowest in 
the 15-25yr group). Prevalence was 
higher with increasing gestational age. 
Prevalence estimated at 21.1% (lower 
than other studies among predominantly 
Caucasian populations have reported). 
 
Variation could be due to different 
questionnaires/gestational age at data 
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collection. Underscores need for 
standardized definition  
[Utilized International Consultation on 
Incontinence Questionnaire on Urinary 
Incontinence (ICIQ-UI Short Form) UK 
English Version].  

18. Moore et 
al., (2007) 

USA 
N =2 3 

  Facility 
based study 
Retrospectiv
e review of 
patient 
records from 
1994-2004 

 Prevalence 
/Burden 

To evaluate rate of vesico-vaginal fistula 
formation  (VVF) formation and 
mortality in women with stage 4 Cervical 
carcinoma 

High rates of VVF (47.8%) can be 
expected when treating women with 
extension of cervical cancer into the 
bladder, particularly among women who 
smoke.  

11 patients (47.8%) developed a fistula at 
a median time of 2.9 months from cancer 
diagnosis. Fistula formation was 
significantly increased among smokers 
compared to non-smokers (73% vs. 
27%). 

The routine use of cervical cancer 
examination under anesthesia, 
cystoscopy, and proctoscopy at the time 
of initial diagnosis aids in counseling 
women about the likelihood of this 
complication. Innovative strategies for 
managing VVF after chemo-radiation 
are needed. 
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I.  
19. Nafiou et 

al., (2007) 

Niamey, Niger  >24hr 
in 
92.8% 

Facility 
based study 
Hospital 
record 
review 2003-
2005 

 Assessment 
of burden/ 
causes/ 
treatment 

Described the epidemiologic profile of 
women with obstetric fistulas who 
presented to the National Hospital of 
Niamey, Niger, for surgical repair by the 
International Organization for Women 
and Development (IOWD) between 2003 
and 2005. 

Of the 111 patients with obstetric fistulas, 
youngest patient was 15 years old, the 
oldest 46 years old, and the mean age was 
26.5 years.  

Fistula was caused by first delivery in 48 
patients (43%), and more than one-third 
of the fistulas developed following the 
4th delivery or later. Median labor 
duration was 3 days. 

60% of the patients were delivered in the 
hospital, 23 patients (21%) were 
delivered by C-section, spontaneous 
delivery occurred in 88 patients (79%). 
Perinatal death was (100%) in all 111 
cases 

Fistula treatment at NHN had been 
delayed more than 1 year for 79 patients 
but traditional treatment was often sought 
earlier. 

In addition to their fistulas, 26 patients 
(23%) presented with associated 
dermatologic lesions that are common 
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when interval between fistula formation 
and treatment is prolonged, 2% reported 
with nerve damage. 

Women affected with a fistula in Niger 
are often poor and young, marginalized 
socially and  a victim of traditions 
dictating early marriage and delay in the 
search for obstetric care 

20. Tebeu et al., 
(2009) 

Cameroon 
Provincial 
Hospital of 
Maroua  
 
N = 42 
 
 

1-12 2days Facility 
based study 
2005-2007 
 

Obstetric Prevalence To evaluate prevalence and 
characteristics of OBF patients 

Of the 42 obstetric fistula patients 
identified during the study period, 36 
(86%) were diagnosed with VVF, 3 (7%) 
with RVF, and 3 (7%) with combined 
fistulae. 81%  had received no formal 
education, and 93% were housewives. 
62% of patients were still married at the 
time of surgery, 5 (12%) were widowed, 
and 11 (26%) were divorced—the 
majority of the women (n = 10) divorced 
after the occurrence of the fistula. 

Patients were primiparous and 33% had 6 
or more deliveries. Thirty-six patients 
(86%) were teenagers (i.e. 10–19 years) 
at their first delivery.  

Time between the occurrence of obstetric 
fistula and intervention ranged from 1 
month to 33 years. Thirty-one patients 
(74%) had been suffering from obstetric 
fistula for more than 1 year prior to the 
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present surgery, and 25 patients (60%) 
for more than 5 years. Twenty-one 
patients (50%) reported that they 
received no prenatal care during the 
index pregnancy. The median duration of 
labor was 24 hours.  

83% of women ultimately delivered at 
health facilities (i.e. health centers and 
hospitals), 17% had delivered at home. 
However, 18 patients (43%) delivered at 
a health facility after failure to deliver at 
home, 16% had C-section. Of the 42 
patients, 7 women (17%) delivered after 
abdominal expression (a strong push on 
the woman's abdomen to “facilitate” 
expulsion of the fetus) and 2 women (5%) 
delivered by forceps. 

OBF cases in Cameroon had a low level 
of education, were married at a young 
age, and had poor access to quality 
maternity care services. 

21. Kalilani-
Phiri et al., 
(2010) 

Malawi  
 
N =1107 

N/A  Community 
survey in 9 
districts  
(Sibling 
based 
method to 
identify cases 
of OBF) 

Obstetric 
[31% in 
first 
pregnancy] 

Prevalence/ 
Incidence 

To estimate the prevalence of OBF in 
Malawi and explore the potential risk 
factors 
 
A total of 1107 women with obstetric 
fistula were identified: 575 from the 
community survey and 532 from 
hospital record. Incidence of obstetric 
fistula was 1.6 per 1000 women. 
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Review of 
hospital. 
records 2008 

The community survey identified 575 
women with obstetric fistula: 266 
(46.2%) respondents, 75 (13.0%) 
siblings of the respondents, and 234 
(40.7%) other women reported by the 
respondents.  
 
A total of 1107 women were identified 
with obstetric fistula: 575 (51.9%) from 
the community survey and 532 (49.1%) 
from hospital records. 
 
Cultural practices, early marriage and 
childbearing, and home delivery were 
identified risk factors 
 
LIMITATION: (misdiagnosis) Fistula 
identified by asking whether symptoms 
of continuous leakage of urine were 
present. It is possible that some of the 
women may have had urinary 
incontinence. 
(Biases due to Stigma) Information on 
fistula was either self- reported or 
reported by relatives of the affected 
women. Because there is considerable 
stigma associated with obstetric fistula, 
it is possible that some women or their 
relatives did not report cases of obstetric 
fistula.  
(Missed/un-admitted patients) 
Information obtained through hospital 
reviews was for patients admitted to the 
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gynecology, prenatal, postnatal, and 
labor wards. Women who might have 
presented to the outpatient departments 
or referred to another health facility 
without admission may have been 
missed. 
STRENGTH: Despite these limitations, 
this is one of few studies to estimate the 
burden of obstetric fistula both at the 
community and facility level (Kalilani-
Phiri, Umar, Lazaro, Lunguzi, & 
Chilungo, 2010). 

22. Zheng et al., 
(2013) 

Eastern 
Uganda 
Convenience 
sample of 
women with 
OBF and 20 
of their sisters 
were 
interviewed 
 
20-60yrs 
 

1-5 
(50%) 
>5 
(50%) 

 Cross-
sectional 
survey 
Semi-
structured 
questionnaire 

Perceived 
long labor/ 
complicated 
delivery 

Prevalence/ 
Incidence 

To facilitate the adaptation of the sister-
based method to fistula rate estimation 
 
11women had VVF and 1 had RVF. 3 
women were primiparous at time of 
fistula occurrence; 6 had a parity of 6 or 
more. 19 sisters were aware their sister 
had OBF; 12 became aware at the time of 
occurrence. 
 
Causes of fistula was not well 
communicated to patients/family 
(predominantly attributed to delivery 
rather than labor, among women with 
condition specifically that fistula is 
caused by hospital personnel (nurse, 
doctor, or midwife) or medical 
procedures (cesarean delivery, urinary 
catheter);  
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Among sisters OBF was thought to be 
due to delivery or operation 
complications. The study did not 
distinguish between specific types of 
VVF. Uganda has a cesarean rate of 3% 
therefore making it unlikely that OBF 
cause attributed to medical procedures 
truly had led to iatrogenic fistula.  
 
Effective program development is 
required to improve patient perceptions 
of hospital care. Need to support the 
sisterhood method as a proxy measure 
for OBF prevalence. 

23. Zheng & 
Anderson 
(2009) 

 
 

N/A N/A N/A Review of 
The Medline 
and Science 
Citation 
Index 
databases 
from 1999-
2008 
 

 Prevalence/ 
Incidence 

To identify, survey, and review the 
current knowledge regarding obstetric 
fistula as a public health problem in low-
income countries from the peer-reviewed 
literature 

4 of the papers pertained to national-level 
epidemiological measurements for OBF. 
One population-based study used a 
census approach to interview pregnant 
women in 6 major cities and a rural area 
in West Africa. Incidence rate of 10.3 per 
100 000 deliveries and 123.9 per 100 000 
deliveries in the rural areas. Given the 
population size of rural Africa and annual 
number of deliveries, a minimum number 
of women with OBF in rural Sub-Saharan 
Africa was calculated (33,451 cases 
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annually). 

In another cross-sectional study in 
Ethiopia on fistula prevalence, 19,153 
households with 97,765 inhabitants were 
surveyed. 55 women with fistula were 
identified, of which 39 untreated and 13 
treated women were interviewed. The 
overall prevalence of OBF was 2.2 per 
1000 among women of reproductive age, 
and the untreated fistula rate was 1.5 per 
1000 among women of reproductive age. 

Finally, the 2005 Malawi Demographic 
and Health Survey (DHS) was one of the 
first efforts to collect national 
prevalence data on OBF, albeit through 
a proxy measure of symptoms, and 
successfully interviewed 11, 698 
women. A crude OBF rate of 1,557 per 
100,000 live births and a lifetime 
prevalence of 4.7% was found. 

24. Kay et al., 
(2014) 

Niamey,  
Niger 
 
N = 580 

0-16 2 days 
or more 

Retrospectiv
e cross 
sectional 
study of 
database at 
IOWD at the 
National 
Hospital of 
Niamey, 
Niger from 
2003-2009 

Presenting 
complaint 
was vaginal 
delivery for 
61.2%  

Prevalence 
/Burden 
 

Provided a description of social and 
physical characteristics that might place 
a Nigerien woman at risk for, or result 
from, the development of a fistula 

A total of 580 women were identified 
with 1 or more fistulas. 1.8% (6/331) 
were nulliparous, 37.8% (125/331) were 
primiparous, and 60.4% (200/331) were 
multiparous with 40.2% (133/331) 
having a parity of 4 or higher.  
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38.8% (107/276) had at least one prior 
cesarean delivery, and the mean number 
of vaginal deliveries was 3 (range, 0–
15).Women with fistula were generally 
young, multiparous, married, and had 
developed a fistula after laboring for 48 
hours or longer. 

25. Adler et al., 
2013 

Developing 
countries 

N/A N/A Review of 
data up to 
December 
2012 

N/A Prevalence/ 
Incidence 

Review performed to determine 
prevalence/incidence of OBF in low and 
middle income countries from available 
literature 
 
Highlight absence of robust 
epidemiological studies to facilitate 
estimation of fistula particularly 
emphasizing the lack of denominators in 
available studies. 
Included studies that examined maternal 
morbidities with fistula as one of the 
outcomes. (13 additional studies that 
would not have been otherwise 
identified particularly for community-
based studies) 
Included studies with physical 
examination to determine presence of 
fistula by trained provider (excluded 
self-reported studies, and studies with no 
identifiable denominator) 
 
Identify two key populations reported 
upon in available studies: Women of 
reproductive age (in 10 community 
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based studies) and women with recent 
pregnancy (in 3 community based 
studies). 
 
Prevalence from community based 
studies was identified to range 0-1.62 
per 1,000 women of reproductive age. 
Pooled prevalence for sub-Saharan 
Africa was 1.60 per 1,000 women of 
reproductive age.  
Among hospital based studies fistula 
ranged 0.26-1.06 per 1,000 women of 
reproductive age. 
 
Among recently pregnant women 
(RPW): community based studies report 
0.09 per 1,000 RPW and in hospital 
based studies fistula was 0.66 per 1,000 
RPW  
 
Reiterate scarce data to produce robust 
estimates 
Acknowledge the prohibitive expensive 
that may be incurred in measuring fistula 
based on its relatively small prevalence 
from community based studies. 
Propose that data challenges affect 
estimates and contribute to statistics that 
fall short of WHO projection of 3 OBF 
cases per 1,000 women. Stresses 
possible ambiguity about cause of fistula 
as information on mode of delivery or 
cause of fistula was not available. 
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Implies the probability that Fistula could 
have other causes that are not being 
identified from current data. 
Places premium on prevention 
(strengthening maternal health services) 
on consideration of rarity of condition 
based on estimates and high level of 
skills or training required for surgery.  

26. Mahieu-
Giroux et 
al.,     
(2015) 

Developing 
countries  
 
N = 262,100 

  Meta-
analysis 

71% 
obstetric 

Review  
(Prevalence/ 
Incidence) 
 
 
19 surveys 
 

Provides first estimates of burden/ 
lifetime and point prevalence of vaginal 
fistula using household surveys (based 
on self-report of symptoms) 
 
DHS introduced questions to estimate 
prevalence of vaginal fistula symptoms 
in 2004; introduced a standardized 
model after 2006. Similar for MICS 
round IV (2009-2011) 
 
Surveys with varied samples: some had 
questions tailored to women who had 
had live birth in the last 5 years; ever 
pregnant women, and ever married 
women were excluded due to differing 
denominators. Surveys with general 
questions that could refer to 
incontinence resulting from other 
disorders were excluded also 
 
29 population based surveys in SSA had 
questions on vaginal fistula but only 23 
were included in analysis. Lifetime 
prevalence of vaginal fistula was 3/1000 
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women of reproductive age (WRA). 
Point prevalence of symptoms of vaginal 
fistula was 1 per 1000 WRA 
 
Ethiopia had the largest burden of 
women who had symptoms of vaginal 
fistula (110,800)  
 
Women reporting ever having symptoms 
were older, had more children, less 
educated than women who did not have 
symptoms. Analysis also showed 
variations in place of residence (urban) 
and age at first birth among countries. 
Most fistulas resulted from pregnancy 
(71%) with unknown causes (14.8%) 
surgeries (4.2%) and sexual assaults 
(3.4%). Sexual assaults were highest 
cause for instance in DR Congo where 
armed conflict was ongoing. 
 
Treatment was sought by 70.3% of 
women. Barriers to seeking care were 
financial (23.8%), low knowledge about 
location of treatment centers (22.3%) or 
that the condition was curable 21.1%) 
and embarrassment (10.9%).  
 
Identifies household surveys with 
improved instruments as useful to 
measure vaginal fistula but highlight 
challenges with measures; Since women 
with fistulae are ostracized from home, 
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households surveys may miss such 
women 
 
Interviewing only WRA may miss those 
younger than 15 and older women who 
may have vaginal fistulas. The study did 
not adjust for complex survey design 
(effect on variances) but relies on design 
based adjustment of Korn and Graubard 
for lifetime estimates. 
Overall identified prevalence slightly 
lower than previously reported but could 
be attributed to improvements in 
maternal healthcare, availability of 
treatment and corrective surgery and 
challenges of self-reporting that could 
bias results downwards. 

27. Adler et al., 
(2013) 

South Sudan 
  
N = 166 
informants 
 
15-49 years 
 
 

>2 
(67%) 

  Obstetric Prevalence/ 
Treatment 

Objective to determine availability of 
fistula services in South Sudan, assess 
use of key informant method for finding 
women with fistula, and to estimate the 
prevalence of fistula in women of 
reproductive age in a region of South 
Sudan. 
 
Key informants (midwives and TBAs) 
identified and trained to identify 
potential cases among their community 
among women aged 15–49 years, 
through their own knowledge and by 
talking to women and inquiring about 
experience symptoms of fistula 
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Potential cases were verified by 
examination in a mobile clinic. Out of 
20 clinicians trained to do repairs, only 1 
was providing services.  
 
Estimated a prevalence of fistula as 30 
per 100,000 women of reproductive age.  

Tulcap et al., 
(2014) 

Nigeria 
 
N = 268 

  Cross-
sectional 

Obstetric 
 

Prevalence 
 

Objective to quantify backlog of OBF 
cases within two states via community-
based screenings and assess the 
questions in the Demographic Health 
Survey (DHS) fistula module 
 
Backlog refers to the number of women 
currently living with fistula and can be 
expected to come to facilities for repair 
services. 
 
Number (Backlog) of OBF cases based 
on women self-reports was 75 (28% of 
women screened). OBF identified after 
the medical exam was 26 fistula cases 
(29.5% of women screened). Difficult 
labor/delivery in (89%) of women. In 
verifying DHS tool - 92% sensitivity, 
83% specificity with 47% positive 
predictive value and 98% negative 
predictive value observed. Questionnaire 
can be used as pre-examination tool in 
community screening programs to 
identify women potentially having 
fistula to be medically examined. 
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D. Discussion 

Assessment of Prevalence / Incidence 

Reiterated in most reviews is the absence of a universally accepted classification system for fistulas which 

contribute to challenges in acquiring data for estimation of prevalence/incidence, the need for evidence 

based practices for better fistula management (catheterization, diversion protocols and repeat fistula repair) 

and other low-cost methods of treating fistula for developing countries. In the search to identify those 

affected by OBF Vangeenderhuy et al., (2001) proposed the estimation of OBF incidence generated on the 

basis of on an incidence produced from a population-based study.  Prevalence studies of OBF have sought 

to identify the unique characteristics of women with OBF and commonly distinguish women who are poor, 

have low levels of education/illiterate, rural, married early and have prolonged/obstructed labor lasting at 

least 2 days (Lewis Wall et al., 2004; Nafiou et al., 2007; Holme et al., 2007; Tebeu et al., 2009, Kay et al., 

2014). Prevalence / incidence studies have been either community based / hospital / health facility based 

studies, which produce estimates for women of reproductive age; and women with recent delivery. Hospital 

based studies have however predominantly been employed to assess prevalence/incidence, whilst those 

using survey data have been able to investigate the role of specific factors (e.g. early childbearing) on OBF 

development (Tsui et al., 2007). Others have used national health surveys (Johnson, K., 2007), sibling based 

surveys (Kalihani-Phri et al., 2010) and the sister-based or “sisterhood” method (Zheng et al, 2013). These 

have not only provided estimates of OBF, but also an opportunity to highlight on additional factors (e.g. 

sexual violence) that is not captured in traditional instruments. Prevalence and incidence reported by these 

varying measures have shown similarities in findings as well as opposed views.   

 

Overall, estimates of OBF prevalence produced in developing nations ranges from 0 to 1.62 per 1,000 

women of reproductive age, which falls short of the WHO estimate of 3 cases per 1,000. This low 

prevalence is however thought to be a result of too few studies and hence not enough to arrive at a robust 

estimate of fistula prevalence in developing regions (Adler et al., 2013). The use of multiple approaches to 

estimating prevalence/incidence highlights the need for improved standardized instruments for measuring 

OBF particularly at national levels. 

 

Meta-Analysis of OBF Prevalence 

These studies have sought to estimate OBF prevalence using national surveys (DHS & MICS) that have an 

instrument introduced from 2004 to measure vaginal fistula among women of reproductive age. Estimates 

are generally based on self-reported symptoms. Statistics produced for point prevalence [1 per 1000] are 

lower than previous literature [1.6 per 1000 in Adler et al., 2013] which could be attributed to downward 

biases from self-reports. 
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Burden of OBF 

Assessing the physical, economic and social burden of OBF on affected women and their families have 

produced multifaceted results. In some settings such as Nigeria, women experienced challenges in marriage 

(divorce, separation, being sent back to parents), and among those sent back, a further restriction on 

participating in social events/ or religious rituals. Psychological and emotional challenges (low self-esteem, 

stress and anxiety) were also common (Ahmed & Holtz, 2007). Bangser (2007) however found that unlike 

reported literature, women in Tanzania were not totally isolated; they received financial and emotional 

support or were supported by at least one person and were able to reintegrate themselves into the community 

once treated.  

 

Although surgery is found to improve physical and mental health, social reintegration and emotional 

support is critical to producing more optimistic views among women. Other studies on OBF have examined 

additional components of OBF including the social and human rights perspectives of the condition. Cook 

et al., (2004) from a human rights point emphasizes the need for health systems to respond to the patient’s 

social and psychological needs pending repair, particularly as not all surgeries are successful. He highlights 

failures of countries with high OBF incidences to protection of women’s human rights as factor propagating 

vulnerability to OBF.  

 

Treatment / management 

Fistula patients tend to report at varying times for treatment at health facilities. Some report as early as 

within a month of fistula development to as long as 10 years in others, with many usually seeking care 

elsewhere (alternative medicine) before arriving at the hospital. The critical event nonetheless is that these 

women eventually report to the health facility for treatment hence the need for services to be accessible and 

available.  

 

From an epidemiological perspective, challenges to timely treatment of obstetric fistula (OBF) stem from 

the lack of reliable data on the incidence/prevalence of obstetric fistula and challenges in measurement, 

particularly at the national level (Zheng et al., 2009), lack of a comparable denominator (Adler et al., 2013), 

standardized diagnosis, and treatment or outcome of fistula repair (Ahmed et al., 2007, Stanton et al., 2007, 

Creanga et al., 2007). Studies on the management of OBF and reviews of procedures for treatment have 

found that the immediate management of OBF by low cost surgery or catheter insertion was effective for 

closure and continence; and that surgery  for OBF repair could be successfully performed at low cost by 

clinicians if they received training in vaginal surgery (Waaldijk, 1994). However, advances in technology 
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and surgery (improved anesthesia, synthetic suture materials, better catheters etc.) are highlighted in more 

recent literature as an option for less expense. Also proposed is the use of supportive sisterhood as done in 

the Addis Ababa Centre, where social support is used to address psychological challenges of fistula (Wall, 

2006). Some studies have sought to classify fistulae by type and size prior to treatment (Rijken et al., 2007 

and Ahmed & Holtz, 2007) and although surgery may be repeated, a majority have had successful closures 

and result in improved physical and mental health of women post-surgery (Ahmed and Holtz, 2007).  

 

 

E. Conclusions 
 
Obstetric fistula is a debilitating medical condition caused by obstructed labor. OBF has 

devastating physical, social, economic, emotional and psychological consequences for a woman’s 

life.  Fistula has been eradicated in nearly all industrialized countries, however incidence of fistula 

is still seen in most developing countries. Retrospective review of patient records from a health facility 

in Kumasi, Ghana, indicate that there were 22 OBF cases out of 33,051 deliveries (2002–2004); 

i.e. 0.66 fistulas per 1,000 deliveries. Most of the information about the burden of fistula comes from 

studies analyzing convenience samples of subjects at facilities offering repair services. Other 

studies have assessed the prevalence and/or incidence of OBF using national health surveys, 

sibling based surveys and the sister-based or “sisterhood” method. 
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2.0 Estimating the Incidence of Obstetric Fistula in Ghana 
 

There is currently no accepted method for estimating the incidence of obstetric fistula in a 

country. The most accurate methods so far are based on estimates from nationally representative 

Demographic and Health Surveys. Ghana does not have a fistula estimation model as part of the 

Ghana demographic and Health Survey so it is impossible to use this method. The absence of an 

accepted statistical model also rules out the possibility of modelling. 

In this assessment of obstetric fistula in Ghana, we are proposing a method which is based on 

calculations that make use of the skilled birth attendant coverage in the country and the reported 

prevalence of prolonged or obstructed labor. 

Assumptions made in calculations: 

 15% of all pregnancies will result in direct obstetric complications as estimated by the 

WHO (2009) 

 4.1% of prolonged/obstructed labor cases will result in obstetric fistula (Shimelis et al., 

2010) 

 Approximately 90% of obstetric fistula cases are due to complications of prolonged / 

obstructed labor 

 The ratio of prolonged / obstructed labor cases to direct obstetric complications will be 

the same for an identified cohort of deliveries 

The fourth assumption in this list is the only one which is not supported by previous work and so 

is the one by which the accuracy of this estimate is most open to criticism. 

The following data are from the National Assessment of Emergency Obstetric and Newborn 

Care report published by the Ghana Ministry of Health and its partners in 2011. The data are 

based on a survey in 2010. This report was used because it is the most recent report that provides 

an assessment of the prevalence of prolonged / obstructed labor in Ghana. 
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 Expected number of deliveries in 2010: 751,205 

 Proportion of deliveries in health facilities: 58% 

 Number of deliveries in health facilities: 435,699  

 Number of prolonged / obstructed labor cases seen in health facilities: 15,618 

 Number of direct obstetric complications seen in health facilities: 52,645 

From this data the following can be calculated: 

 Number of non- health facility deliveries: 315,506 (0.42 x 751,205) 

 Direct obstetric complications from non-health facility deliveries: 47,326 (0.15 x 

315,506) 

 Ratio of prolonged/obstructed labor cases to direct obstetric complications: 29.7% 

(15,618 / 52,645) 

 

Conservative Estimate of annual incidence of OBF (Model 1) 

Estimated number of OBF cases from prolonged / obstructed labor cases seen in health facilities: 

4.1% of 15,618 = 640, which represents 90% of OBF cases 

Estimated annual number of OBF cases will therefore be 711 

In this model the contribution of the non-health facility deliveries is not accounted for. It is 

assumed that all true obstructed labor cases would end up in the health facility. 

 

Less conservative estimate of annual incidence of OBF (Model 2) 

Assuming that the ratio of prolonged/obstructed labor cases to direct obstetric complications is 

the same for the non- health facility deliveries as for the facility deliveries, 

Number of prolonged/obstructed labor cases associated with non-health facility deliveries will 

be:   29.7% of 47,326 = 14,056 
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Total number of prolonged/obstructed labor cases will therefore be:   15,618 + 14,056 = 29,674 

Using the same calculations now as for Model 1, the estimated annual number of OBF cases will 

then be 1352. 

 

Incidence of OBF in Ghana 

Based on Model 1, the incidence of OBF in Ghana will be estimated to be 711 per 435,699 

deliveries or 1.6 per 1000 deliveries 

Based on Model 2, the incidence of OBF in Ghana will be estimated to be 1352 per 751,205 

deliveries or 1.8 per 1000 deliveries 

Combining these two estimates, it can be said that, based on delivery and obstetric complication 

rates for 2010, there are between 711 and 1352 new cases of OBF developing in Ghana each 

year.
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3.0 Analysis of Obstetric Fistula Data from the District Health Management 
Information System (DHIMS II) Database 
 

The DHIMS (District Health Information Management System) is a comprehensive health 

information management system that is useful for reporting and analyzing the needs of district 

health administrations and health facilities, at every level of the Ghana Health Services (GHS). 

We reviewed all available data on obstetric fistula (January 2011 to July 2014) in DHIMS II to 

determine the overall prevalence as well as regional distribution of OBF in Ghana. 

 

Between January 2011 and July 2014, a total of 1538 patients with vesico-vaginal fistula (VVF) 

were seen in Ghana (Table 2). The Northern Region recorded the highest number of patients seen 

with VVF (527 women; 34.3%), followed by Ashanti (295 women; 19.2%), Western (239 women; 

15.5%), Central (148 women; 9.6%), and Upper West Region (104 women; 6.8%). The lowest 

numbers of VVF patients were seen in the Eastern Region (80 women; 5.2%), Brong Ahafo Region 

(46 women; 3.0%), Volta Region (46 women; 3.0%), (Greater Accra Region (28 women; 1.8%) 

and in the Upper East Region (25 women; 1.6%). 

 

Out of the 1538 OBF patients seen in Ghana from January 2011 to July 2014, 487 of the cases 

were referred to other health facilities (Table 3). Overall the top five Regions with the largest 

referrals of VVF cases were Upper West Region (117 women; 24%), Western Region (64 women; 

13.1%), Central Region (55 women; 11.3%), Ashanti Region (53 women; 10.9%), and Northern 

Region (52 women; 10.7%). The rest of the Regions recorded fewer VVF referrals within the time 

period. The number of women referred and percentage compared to National figures are as 

follows: Upper East Region (41 women; 8.4%), Eastern Region (33 women; 6.8%), Volta Region 

(31 women; 6.4%), Greater Accra Region 922 women; 4.5%), and Brong Ahafo Region (19 

women; 3.9%). 

 

Between January 2011 and July 2014, a total of 616 vesico-vaginal fistulae (VVF) were repaired 

in Ghana (Table 4). The Western Region recorded the highest number of VVF patients repaired 

(182 women; 29.5%), followed by Northern Region (160 women; 26.0%), Central Region (109 

women; 17.7%), Upper West (69 women; 11.2%), and Eastern Region (32 women; 5.2%).  
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The lowest numbers of VVF repairs were seen in the Volta Region (25 women; 4.1%), Upper East 

Region (21 women; 3.4%), Ashanti Region (7 women; 1.1%), Greater Accra Region (6 women; 

1.0%) and Brong Ahafo Region (5 women; 0.8%). 

  

An analysis of the recorded cases as compared to the number of repairs done indicated that out of 

the 1538 cases reported from January 2011 to July 2014, 40.1% of patients had their fistulae 

repaired (616 women). Further analyses of regional cases seen as compared to regional cases 

repaired showed that Upper East Region had the highest percentage of VVF repair (84.0%), 

followed by Western Region (76.2%), Central Region (73.6%), Upper West Region (66.3%), and 

Volta Region (54.3%). Greater Accra presented with 28 cases from January 2011 to July 2014. Of 

this number, 21.4 % had their fistula fixed. In Northern and Brong Ahafo Regions respectively, a 

total of 527 and 46 patients with VVF were seen, of which 30.4% and 10.9% were surgically 

repaired. Ashanti Region recorded the smallest percentage of VVF repairs. Out of the 295 VVF 

patients seen from 2011 - 2014, only 2.4% were repaired (7 patients). Graphical representation of 

obstetric fistula trends from DHIMS II data are presented below.
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Analysis of Obstetric Fistula Data from the District Health Management Information System (DHIMS II) Database 

 

Table 2: Number of fistula cases seen by region and year (2011-2014) 

  Number of Cases Seen by Year  

Data Region 2011 2012 2013 2014 
Total  

2011-2014 
% of 

National 
VVF seen All of Ghana 112 616 427 383 1538 100.0 
VVF seen Northern 15 163 240 109 527 34.3 
VVF seen Ashanti 6 208 33 48 295 19.2 
VVF seen Western 1 15 34 189 239 15.5 
VVF seen Central 8 47 70 23 148 9.6 
VVF seen Upper West 11 83 2 8 104 6.8 
VVF seen Eastern 36 22 21 1 80 5.2 
VVF seen Brong Ahafo 18 24 4 -  46 3.0 
VVF seen Volta 1 34 9 2 46 3.0 
VVF seen Greater Accra 1 16 10 1 28 1.8 
VVF seen Upper East 15 4 4 2 25 1.6 
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Figure 1: Vesico vaginal fistulae cases seen by region and year (2011-2014) 
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Figure 2: Total number of vesico vaginal fistulae seen by region (2011-2014) 
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Table 3: Number of fistula cases referred by region and year (2011-2014) 

  Number of Cases Referred by Year  

Data Region 2011 2012 2013 2014 
Total  

2011-2014 
% of 

National 
VVF  referred All of Ghana 75 269 132 11 487 100.0 
VVF  referred Upper West 3 113 1 -  117 24.0 
VVF  referred Western 2 20 42 -  64 13.1 
VVF  referred Central -  35 20 -  55 11.3 
VVF  referred Ashanti 18 19 15 1 53 10.9 
VVF  referred Northern 6 11 35 -  52 10.7 
VVF  referred Upper East 6 24 2 9 41 8.4 
VVF  referred Eastern 15 11 7 -  33 6.8 
VVF  referred Volta 10 21 -  -  31 6.4 
VVF  referred Greater Accra 4 11 6 1 22 4.5 
VVF  referred Brong Ahafo 11 4 4 -  19 3.9 
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Figure 3: Vesico vaginal fistulae cases referred by region and year (2011-2014) 
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Figure 4: Total number of vesico vaginal fistulae referred by region (2011-2014) 
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Table 4: Number of fistula cases repaired by region and year (2011-2014) 

  Number of Cases Repaired by Year  

Data Region 2011 2012 2013 2014 
Total  

2011-2014 % of National 
VVF  repaired All of Ghana 36 261 129 190 616 100.0 
VVF  repaired Western 1 13 2 166 182 29.5 
VVF  repaired Northern 5 86 68 1 160 26.0 
VVF  repaired Central 8 49 42 10 109 17.7 
VVF  repaired Upper West 4 65 -  -  69 11.2 
VVF  repaired Eastern 3 18 10 1 32 5.2 
VVF  repaired Volta -  24 1 -  25 4.1 
VVF  repaired Upper East 6 -  3 12 21 3.4 
VVF  repaired Ashanti 3 1 3 -  7 1.1 
VVF  repaired Greater Accra 1 5 -  -  6 1.0 
VVF  repaired Brong Ahafo 5 -  -  -  5 0.8 
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Figure 5: Vesico vaginal fistulae cases repaired by region and year (2011-2014) 
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Figure 6: Total number of vesico vaginal fistulae repaired by region (2011-2014) 
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Table 5: Number of fistula cases from 2011-2014 (seen, referred, repaired) in Ghana 

    Total Number of cases 2011-2014     
Type of 
Fistula Region # Seen % seen # Referred % Referred # Repaired % 

Repaired 
% of seen that 

was repaired 
VVF All of Ghana 1538 100.0 487 100.0 616 100.0 40.1 
VVF Ashanti 295 19.2 53 10.9 7 1.1 2.4 
VVF Brong Ahafo 46 3.0 19 3.9 5 0.8 10.9 
VVF Central 148 9.6 55 11.3 109 17.7 73.6 
VVF Eastern 80 5.2 33 6.8 32 5.2 40.0 

VVF Greater 
Accra 28 1.8 22 4.5 6 1.0 21.4 

VVF Northern 527 34.3 52 10.7 160 26.0 30.4 
VVF Upper East 25 1.6 41 8.4 21 3.4 84.0 
VVF Upper West 104 6.8 117 24.0 69 11.2 66.3 
VVF Volta 46 3.0 31 6.4 25 4.1 54.3 
VVF Western 239 15.5 64 13.1 182 29.5 76.2 
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4.0 Analysis of Obstetric Data from the Ghana Maternal Health Survey (2007) 
 

The 2007 Ghana Maternal Health Survey (GMHS) is the first nationally representative survey to 

collect data on maternal morbidity and mortality in the country. The survey gathers information 

on maternal health in two phases. In Phase I, about 240, 000 households from all over the country 

are sampled to obtain information on deaths in households, especially, female – maternal related 

deaths. Phase II then follows with a verbal autopsy on the causes of death. In addition, a 

questionnaire for a sub-sample of the households (10,370 women ages 15 – 49 years) collected 

information on maternal health-related issues pertaining to pregnancies, live births, abortions, 

miscarriages, and utilization of health services.   

 

Obstetric fistula (OBF) is a common complication of childbirth, especially in developing countries 

such as Africa. The most common cause of OBF is obstructed and/or prolonged labor. Overall, the 

GMHS has no direct questions pertaining to the assessment of obstetric fistula burden among 

Ghanaian women. There are however a few questions on labor characteristics in the GMH survey 

that may serve as proxy indicators of obstetric fistula among reproductive aged Ghanaian women 

(15 – 49 years).  

 

In Appendix F (Questionnaires) of the GMHS, under Section 4: Signs and symptoms during final 

illness related to reproductive health, there are three (3) questions on labor detailed as follows: 

 

406F: Was (NAME) in labor for more than 24 hours?  

[ ] 1. YES   [ ] 2. NO    [ ] 8. DON’T KNOW     

406G: Was it a normal vaginal delivery?  

[ ] 1. YES   [ ] 2. NO    [ ] 8. DON’T KNOW     

406H: What type of delivery was it? 

[ ] 1. FORCEPS / VACUUM 

[ ] 2. CAESAREAN SECTION    

[ ] 6. OTHER (SPECIFY) ____________________    

[ ] 8. DON’T KNOW     
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Table 6: Obstetric Characteristics of Women ages 15 – 49 years interviewed in the Ghana 
Maternal Health Survey (2007) 

va406f: in labor for more than 24 hours 
 Frequency Percent 
yes 44 11.6 
no 304 80.0 
don't know 30 7.9 
missing / blank 2 0.5 
Total 380 100.0 
   
va406g: normal vaginal delivery 
 Frequency Percent 
yes 297 78.2 
no 79 20.8 
don't know 4 1.0 
Total 380 100.0 
   
va406h: type of delivery 
 Frequency Percent 
forceps / vacuum 3 3.8 
caesarean section    69 87.3 
other (specify)   5 6.3 
missing / blank 2 2.6 
Total 79 100.0 

 

Table 6 shows the obstetric characteristics of women in the GMHS as related to OBF Among 

reproductive aged women surveyed (15 – 49 years), a total of 380 women provided information of 

their recent labor experiences. Most women (80%) responded “no” to being in labor for more than 

24 hours prior to delivery. This indicates that only a few (11.6%) of the women experienced 

prolonged labor (i.e. more than 24 hours). Regarding the nature of the delivery itself, the majority 

(78.2%) of women had a normal vaginal birth while 1% of the women were unsure of exactly how 

their baby was delivered. Of the 79 women who reported that their baby was not delivered via 

normal vaginal birth, 87.3% of the births were via Caesarean section and 3.8% by means of 

forceps. About 6.3% of the women reported delivering via “other” procedures which were not 

specified. 
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5.0 Subject Interviews to Determine Characteristics of Obstetric Fistula Patients 
 

A total of 60 women (current and former fistula patients) were interviewed in this study and 

information on demographic, socio-economic, gynecologic & obstetric, antenatal care attendance 

and circumstances surrounding obstetric fistula development were collected. Participants were 

invited to and interviewed at the two fistula repair centers located in Mankessim and Tamale, 

respectively. 

 

Respondents were aged from 16 years to 70 years with a mean age of 37.7 ± 12.2 years. The 

majority of respondents were employed and engaged in farming (38%) and trading (43%). A little 

over half of respondents were married (53%) and less than one-half of subjects (35%) had had at 

least primary education. Mean age at both first marriage and first delivery was about 21 ± 4 years. 

All respondents had been pregnant at least once. On average, respondents have had 4.4 ± 2.9 

pregnancies and deliveries, with about half (2.3 ± 2.0) of those deliveries supervised by skilled 

birth attendants. Mean live births by these women was 2.9 ± 2.3 and have a mean of 1.2 ± 1.7 still 

births. 

 

About 92% of respondents reported that their fistula developed after a delivery. Others developed 

it after other surgical procedures such as myomectomy (1) or hysterectomy (1), and accidental hip 

fracture that injured pelvic floor (1). Participants interviewed had lived or were still living with 

fistula for between two weeks to 40 years, with mean duration being 6.8 ± 8.9 years. Exactly a 

third of respondents (33%) sought medical attention within the first week of noticing urine and/ or 

fecal incontinence. Within one year of fistula onset, about 75% of patients had sought medical 

attention for the condition, whiles about 5% sought medical help only after 10 years of having the 

condition. 

 

The majority of respondents (83%, i.e. 50 patients) had had fistula repaired prior to the interview. 

Only 10 women had fistula that had not been repaired. Of this number, five patients were still 

waiting for a surgery date and two had had previous repair that was not successful, hence waiting 

for another surgery appointment. One patient had received counselling from a gynecologist at a 
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fistula repair center and was waiting for her fistula to completely heal by itself, while another 

woman got pregnant while waiting for repair, hence surgery cannot be performed until post-

delivery. 

 

Almost 87% of respondents attended ante-natal care (ANC) four times or more over the course of 

the pregnancy that led to development of fistula, with only three respondents never attending ANC 

at all. About a fifth of respondents sought other forms of care in addition to ANC attendance (67% 

herbal medicine; 33% church camps). Among women whose fistula was delivery related, the 

duration of labor was less than 12 hours for over 50% of respondents; with about 36% of cases 

lasting beyond 24 hours. In this same population, over half of deliveries resulted in a Caesarean 

Section (CS) performed; 90% of which were unplanned CS.  

 

Additionally, among subjects who developed fistula in relation to a delivery, some factors that 

may have influenced their decision to seek antenatal care during fistula-related pregnancy were 

examined. Some women (49%) reported that the cost of transportation swayed their decision to 

access ANC services during pregnancy compared to those (40%) whose’ decision was not 

influenced by transportation costs. Only about 10% commuted to clinics on foot, incurring no 

transportation costs. The distance to the health facility influenced the decision of over 60% of 

women to access ANC services, while the condition of the roads influenced the decision of more 

than half of respondents (53%). A little over a tenth of women were neutral about the influence of 

healthcare costs (11%), while more than half (53%) felt that healthcare costs influenced their 

decision to access ANC services. The majority of women (62%) reported that the attitude of 

healthcare staff did not influence their decisions to access ANC services. Conversely, almost a 

quarter (25%) of the women agreed that attitude of the healthcare staff influenced their decision to 

access ANC services. 

 

The perception of neighbors did not at all influence the decision of the majority (86%) of women 

to access ANC services. Most women actually felt that their neighbors had positive attitudes 

towards pregnant women who sought ANC services. Less than one third of women (23%) reported 

that not having anyone (e.g. family relation or neighbor) to escort her (the patient) to the health 

facility influenced their decision to attend ANC or not to attend.  
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Participants were asked to describe their feelings and thoughts regarding their illness when they 

first realized that they have fistula (very early stages). The majority (80%) indicated that they felt 

helpless about the situation. The few (18%) who did not feel helpless were those whose’ fistulae 

were detected while on admission in the health facility before they were discharged home.  

 

About a third of respondents (32%) felt that they were unable to make the decision to seek health 

care regarding the fistula on their own. However, even more women (47%) felt that they did not 

“have the right” to seek medical care for the condition. As far as they were concerned, the spouse 

(husband) or other dominant male figure in the family was therefore the only person with the power 

to decide if medical care should be sought for the condition. Furthermore, a little over half of the 

women (53%) feared that having surgery for fistula repair might bring up additional complications 

for them. 

 

In terms of social acceptance of the fistula condition, about 47% of the fistula victims felt rejected 

or shunned by their family, 10% felt neutral, while 43% felt no form of rejection by their families. 

Less than a third of women (28%) felt rejected or shunned by others (non-family members), 

another third of women felt neutral about being shunned by others, while 45% disagreed that they 

were shunned or rejected by others. The majority (63%) of respondents disagreed that their fistula 

was caused by evil manipulation. However, a third (33%) believed that their fistula was instigated 

by evil manipulations.  
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Table 7: Demographic and Socio-Economic Characteristics of Study Participants (N = 60) 

 Minimum to 
Maximum 

Mean ± Standard Deviation  

Age, years  16 - 70 37.7 ± 12.2 
Age at first marriage, years 15 - 32 21.1 ±  3.8 
Age at first delivery, years 13 - 31 21.2 ±  3.8 
How many pregnancies have you had? 

    How many live births?  
    How many still births? 

1 - 12 
0 - 8 

0 - 10 

4.4 ±  2.9 
2.9 ±  2.3 
1.2 ±  1.7 

How many deliveries? 
 
How many of these deliveries were  
supervised by skilled birth attendants?  

1 - 12 
 

0 - 11 

4.4 ±  2.9 
 

2.3 ±  2.0 

  Number (%) 
Are you currently employed 

Yes 
No 

  
37 (61.7) 
23 (38.3) 

Occupation 
Catering 
Cleaning / Sanitation Worker 
Farming 
Trading 
Farming and Trading combined 
Hair dressing 

  
3 (8.1) 
2 (5.4) 

14 (37.8) 
16 (43.2) 

1 (2.7) 
1 (2.7) 

Religion 
Muslim 
Christian 
Traditional 
None 

  
21 (35.0) 
33 (55.0) 

4 (6.7) 
2 (3.3) 

Marital Status 
Single 
Married 
Cohabitating 
Divorced 
Widowed 

  
8 (13.3) 

32 (53.3) 
5 (8.3) 

9 (15.0) 
6 (10.0) 

Educational level  
None 
Primary/JSS 
Secondary 
Tertiary or Higher 

  
34 (56.7) 
21 (35.0) 

5 (8.3) 
5 (8.3) 
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Table 8: Gynecological Characteristics of Study Participants (N = 60) 

 Minimum to  
Maximum 

Mean ± SD  
OR Number (%) 

Have you ever been pregnant? 
Yes  
No 

  
60 (100.0) 

0 (0.0) 
Do you currently have OR have you ever had a fistula? 

Yes  
No 

  
60 (100.0) 

0 (0.0) 
How long have you/did you live with the fistula? 0 – 40 years 6.8 ±  8.9 
Did your fistula develop after a delivery? 

      Yes  
      No 

 
If YES, after which delivery did the fistula develop? 
 
If NO, then how did the fistula develop? 
          Myomectomy 
          Hysterectomy 
          Miscarriage 
          Hip fracture 

 
 
 
 

1 – 12 
children 

 

 
55 (91.7) 

5 (8.3) 
 

3.4 ± 2.5 
 
 

2 (40.0) 
1 (20.0) 
1 (20.0) 
1 (20.0) 

Has your fistula been surgically repaired? 
Yes  
No 

  
50 (83.3) 
10 (16.7) 

Reasons why fistula has not been repaired? 
Long waiting time for surgery 
Previous repair not successful 
Got pregnant while waiting for repair 
Waiting for initial assessment 
Was given counselling that fistula can heal with time 

  
5 (50.0) 
2 (20.0) 
1 (10.0) 
1 (10.0) 
1 (10.0) 

When did you first consult a doctor about the fistula? 
Less than 1 week 
Less than  month but > 1 week 
1month to < 1 year 
1 to 5 years 
Greater than 5 years 

 
 

 
20 (33.3) 
7 (11.7) 

18 (30.0) 
10 (16.7) 

5 (8.3) 
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Table 9: Antenatal History of Women in Relation to Obstetric Fistula 

The following questions are about the particular pregnancy/delivery that 
led to patient developing obstetric fistula… 

Number (%) 

Did you seek ante-natal care during the pregnancy? 
Yes  
No 

 
53 (94.6) 

3 (5.4) 

How many times did you visit the ante-natal hospital? 
1 - 3 times 
4 – 6 times 
≥ 7 times 

 
7 (13.2) 

13 (24.5) 
33 (62.3) 

Did you seek any other form of care during the fistula related 
pregnancy? E.g. use of herbal/unorthodox medicines 

Yes  
No 

 
 

12 (21.4) 
44 (78.6) 

Please specify the “other” form of care you received 
Herbal Medicine  
Church / Prayer camp  

 
8 (66.7) 
4 (33.3) 

Did you go into labor before delivery? 
Yes  
No 

 
53 (94.6) 

3 (5.4) 
How long was your labor? 

< 6 hours  
6 – 12 hours 
> 12 hours – 24 hours 
> 24 hours 

 
9 (17.0) 

19 (35.8) 
6 (11.3) 

19 (35.9) 
How long do you think “normal” labor should last for?  3.4 ± 2.4 hours  
How was your baby delivered? 

Normal (vaginal) 
Assisted (vaginal) 
C-section 

 
23 (41.8) 

2 (3.6) 
30 (54.5) 

Who attended to the delivery? 
Midwife  
Doctor 
TBA 
Other (Relative / family member , Religious TBA) 

 
13 (23.6) 
32 (58.2) 

5 (9.1) 
5 (9.1) 

If baby was delivered by C-section, was it? 
Planned C-Section (Elective) 
Unplanned C-Section (Emergency) 

 
3 (10.0) 

27 (90.0) 
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6.0 In-Depth Interviews with Birth Attendants who Conduct Deliveries in Religious 
Establishments (A.K.A. Church Gardens) 
 

In-depth interviews were conducted with 13 birth attendants in church gardens belonging to the 

Twelve Apostles’ Church (TAC), Reformed Christian Apostles’ Church (RCAC), Musama Disco 

Christo Church (MDCC) and Bethlehem Ministry.  The church gardens are residential facilities 

located within church premises available to clients who primarily have need of close spiritual 

monitoring and possibly herbal treatment for a wide range of conditions believed to have spiritual 

undertones. Subject interviews (with fistula patients at Mercy Women’s Center in Mankessim) 

revealed that women who belonged to these religious organizations that own gardens end up 

delivering there as a matter of choice or expectation of relations. Church gardens visited were 

located in Abandze, Kormantse, Biriwa, Saltpond, Anomabo and Mankessim, all along the 

Mankessim-Cape Coast road in the central region. 

 

Respondents who conducted deliveries were predominantly elderly women with a mean age of 

68.4 years (range 45 to 90 years) and have had no formal education (except one subject with 

primary education). Eight of them doubled as prophetess and main traditional birth attendant 

(TBA)  in-charge of gardens; one quarter were just TBAs in garden who report to the church leader 

and one respondent was just the head of women’s ministry of church. 

 

With regards to training, six of them had understudied a TBA and four have had on-the-job training 

with a registered midwife. The three who had received no training reported that they got the skill 

to conduct deliveries by divine revelation and experience from handling neighbors and church 

members. Average years of practice as a delivery attendant in gardens ranged from one year to 

fifty years with over two-thirds of them having greater than 10 years of practice. One- half of the 

gardens visited had only one main birth attendant, while the remaining had about one to three 

assistants in addition to the main birth attendant. 
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All respondents agreed on the fact that ANC attendance was very necessary even when pregnant 

women looked healthy. It was thus mandatory in the gardens visited for clients to attend ANC at 

health facilities and even go to the extent of rejecting labor cases that show no proof of ANC 

attendance. In addition to the services clients received from health facilities, the gardens provide 

some form of ANC service to clients. The service usually involves spiritual activities including 

“client bathing”, and in half of the gardens herbal medications were provided in addition. The 

function of the herbal mixtures given to clients were: to improve vitality of both mother and baby; 

to control growth of existing fibroids; to manage anemia, to cure sexually transmitted diseases 

(STDs), and other infections clients may have. 

 

With the exception of one garden which reported that about three out of ten deliveries by church 

members occurred at home or under the supervision of other TBAs, all deliveries either took place 

in gardens or at the health facility. Based on information provided by TBAs at the garden, the 

majority (59%) of women attending these churches on aggregate, preferred to give birth in the 

church gardens compared to the health facility (41%).  

 

About a half of women with intention to deliver at the gardens were often resident in gardens long 

before the onset of labor; those not resident were required by religious birth attendants to report 

immediately labor starts. The majority (10 out of 13) religious birth attendants indicated that 

women in labor must report immediately to health facility if they intend to have facility delivery; 

one respondent felt women must report to health facility within one to six hours; and two 

respondents could not tell the appropriate time for laboring women to report. 

 

Respondents (9 out of 13) generally felt that the normal duration of labor should be between three 

and ten hours. However, two respondents indicated that duration of labor was patient specific and 

were unable to give an exact time frame. Also, two respondents also indicated that the duration of 

labor was dictated by the ‘Holy spirit’ who indicates to them whether it is time for baby to come 

out or not. 
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A wide range of causes of prolonged labor were given by respondents. Over a half of respondents 

mentioned “bordze” or “asiwakwan” (literally means “way blocker”: interpretation given covers a 

wide range of conditions including fibroids, piles, abnormal uterine growths or abnormal shape of 

uterus) as a cause of prolonged labor. According to respondents, this “bordze” is capable of 

blocking the cervix preventing the exit of baby even upon full cervical dilatation. The “bordze” is 

also able to cause prolonged delivery by forcing baby to lie oblique or transverse in uterus, which 

complicates delivery. Other causes mentioned include: false labor; weakness of mother that makes 

pushing impossible; wrong positioning of the child (hand, leg, buttocks or cord presentation of 

baby at delivery); and general non-adherence to hospital medication. Spiritual reasons such as 

curses; plain evil manipulations of an aggrieved person; and ‘punishment inflicted on mother by 

male children for mother’s insolence towards their fathers. A few respondents (4 people) however 

admitted that some women just have difficult deliveries that are unrelated to known physical or 

spiritual causes. 

 

Respondents also gave a wide range of conditions under which they referred women to hospitals 

for delivery even when they had intentions of delivering in church gardens. All respondents 

indicated that they will refer all women whose babies either assumed a breech, oblique or 

transverse lie in the belly or were too high up in the belly with unsatisfactory decent. A few (4 

people) respondents said they would at least try to push baby into a “head down” position before 

labor starts, but will not hesitate to refer if unsuccessful. The second most mentioned condition 

necessitating referral is when the baby is “too big” to be delivered vaginally. Other indications for 

referral include: previous CS delivery; faintness or breathlessness of mother; dizziness; vaginal 

bleeding; epileptic mother; poor progress of labor (unprogressive contractions or poor cervical 

dilatation); woman having no urge to push upon full cervical dilation; failure of baby to be 

delivered beyond one hour of full cervical dilatation; black or stained liquor; girls under 18 years 

or women with small pelvis; short maternal stature; woman having gross intolerance for pain; and 

unusually narrow vaginal canal upon examination. About a quarter of respondents also reported 

that they will refer women to hospital for delivery if they receive spiritual promptings or direction 

to refer case. According to them, they could sense spiritually that the labor and delivery of clients 

will get complicated and refer accordingly even in the absence of physical evidence. 
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The majority of respondents interviewed had never heard of obstetric fistula; only two of them had 

heard it was urine incontinence following delivery. These respondents believed that fistula had 

both natural and spiritual causes (mainly curses). Natural causes mentioned include: under-aged 

girls (< 16 years); prolonged labor; unusually narrow vagina; giving herbs with uterotonic effects 

during labor; and putting unnecessary pressure on woman to push prematurely at birth.  

 

All respondents had never witnessed nor heard of any woman who developed fistula after delivery 

in their gardens. After the condition was described to respondents who earlier indicated no 

knowledge of fistula, all were asked to share their perception of the disease and possible actions 

should they encounter a fistula patient in their establishment. 

 

About two-thirds of respondents believed fistula could be a curse among some women; two 

respondents were unsure, and one respondent disagreed that fistula could be a curse among some 

women. A third of the respondents believed that they could tell which of their clients could 

possibly develop fistula after delivery. Two reported that they could sense it if some form of evil 

manipulation or curse placed on woman will lead to fistula. The others said they will use conditions 

like prolonged labor, unusually narrow vagina, immaturity (< 16 years) and refusal to attend ANC 

as well as non-adherence to medications.  

 

Although they disbelieved that any of their clients could develop fistula after delivery, almost all 

respondents perceive that their action will be to refer women who develop fistula upon delivery in 

their gardens should it happen in future. One respondent could not tell what her action she will 

take should a client develop fistula, while another’s action will be to provide prayers and herbal 

treatment. 

 

All respondents however agreed on the fact that they will advise any patients with fistula they 

came into contact with to seek medical care. More than half of respondents will refer to hospital 

because they believed the hospital will primarily be able to prove if condition has natural causes, 

treat condition or help manage the condition physically while they did spiritual management.  
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About two respondents will advise medical care because they just don’t know of any cure while, 

another two will refer for medical care just because they are scared of condition which they 

believed can lead to dehydration and even death of the woman. 

 

About two-thirds of respondents believed that fistula can be prevented. They mostly felt that fistula 

can be prevented by the removal of the spiritual cause through prayer (7 persons), attending ANC 

services, more education about fistula and encouraging omen to top being quarrelsome and 

offensive during pregnancy. All respondents disagreed that women with fistula should be expected 

to manage condition at home. They also believed (except one) that fistula could not be managed 

by women at home without seeking medical care.  

 

Respondents believed that the church could primarily help fistula patients with prayers and 

spiritual support. They also believed that the church can provide some financial support to patients 

either through silver collections made on their behalf or from church coffers. They believed that 

the church can encourage patients to seek medical care with financial donations and could even go 

the extra mile to escort patients to hospital for examinations. 

 

Respondents were all emphatic about the need for governmental support for fistula patients’ 

examination, diagnosis and treatment. Opinions on the extent of support expected were split in two 

among respondents. One-half of subjects felt that government must completely waive off all 

medication and service charges in relation to medical care for fistula patients who report to 

hospital. The other half also felt that the government must provide treatment services to fistula 

patients at drastically reduced costs and possibly free for insured patients.
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7.0 Focus Group Discussions to Assess Community Knowledge on Obstetric Fistula in 
the Tamale Metropolis – Northern Region 

 

Two separate focus group discussions (FGDs) were organized for health volunteers and women 

from various sub-districts under the Tamale Sub-metropolitan Health Directorate. Various 

responses were solicited regarding knowledge of fistula causes and socio-cultural beliefs that may 

relate to fistula development. There were also discussions to explore opportunities for 

rehabilitation and re-integration of obstetric fistula victims back into their communities. 

 

Preferred place of delivery  

Generally, it was reported that more women had hospital deliveries than home deliveries. The 

majority of home deliveries were also thought to be as a result of delays in transporting women to 

hospitals. Other delays were caused by the pregnant woman herself in reporting labor, caregivers 

or elderly persons who assisted with home deliveries. 

 

Importance of Antenatal care (ANC) 

All participants agreed that pregnant women must attend ANC even when not sick. However, 

financial constraints keep some people from going to the hospital. Two TBA’s present in 

discussion shared experiences that suggest that the hospital is hasty at discharging women to come 

home even when pregnancy is term. They expressed concerns about how health staff fail to discuss 

with women the state/ condition of pregnancy and offer proper examination of pregnancy (position 

of baby) before allowing them to go home and return another day. Some pregnant women have 

delivered babies at home in the midst of complications before the days scheduled by health staff 

for women to return for delivery. 

 

Time lag between start of labor and seeking medical care  

All agreed that pregnant women be sent to the hospital as soon as labor starts. Mention was made 

of the need for women to pack all necessary items required by midwife for delivery. There was a 

suggestion that pregnant women’s unpreparedness for hospital delivery (buying all the required 

items requested by delivery staff) could influence their decision or those around her to seek 
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medical care. It was emphasized that pregnant women be encouraged to get everything required 

for hospital delivery ready before labor starts. 

 

For the TBAs present, their job was to escort women to the hospital upon arrival to patient’s homes 

when sent for. Hence, any delays could be on the part of the woman to report start of labor or 

difficulties in transporting women to hospital. A TBA recounted an incident when a woman 

showed no enthusiasm about hospital delivery when labor started until TBA informed her spouse 

about labor and the need to send her to hospital. It was discovered at hospital that the baby was 

not well positioned and fetal activity was minimal. She ended up having a CS and baby was 

admitted to neonatal intensive care unit (NICU) for 15 days before discharge. 

 

Duration for normal labor 

The common view of women engaged in FGD was that, duration of labor varied among women 

and could be difficult or easy. Normal duration given ranged from 6 to 24 hours, although 

deliveries have been witnessed between 1 and 3 hours. However, one participant reported that she 

was told by her grandfather that labor could last for up to three days and didn’t see why women 

are disturbed a lot these days to deliver quickly. 

 

A TBA recounted an incident when she was called to check if labor had started for someone. That 

particular woman delivered in the vehicle that was transporting both TBA and woman to the 

hospital. She assisted with the delivery, and they still continued with the journey to the hospital. 

Some women present said it was difficult to estimate exact time of delivery in the absence of 

watches, hence the use of “local timing system”. When asked on how they estimate time of 

delivery, this is what an elderly woman had to say, “in Dagbani culture, they usually say that (if 

labor starts in the morning around breakfast time) the way the sun is hot, that’s at mid- day, she 

won’t be able to deliver, except in the evening. If they start announcing the evening prayers (at 

about 6pm) someone can deliver, if she doesn’t by the second evening prayer (7pm), she could 

deliver, that’s how in Dagbon we calculate our time. If it also continuous till night and she’s still 

in labor, they say they should stop and look at the kitchen to see if the fire is still on or off? So if 

the fire is off, then it’s said that she won’t deliver soon until at about dawn when the cock crows.” 
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The TBAs present said that they had been educated by health workers not to stick to the “local 

timing system” so they don’t delay women anymore.  

 

Expected duration of normal labor given by health volunteers ranged from two to four hours, but 

shouldn’t exceed six hours. It was also noted that duration of labor can vary for each birth or 

person. Time of delivery after onset of labor pains varied widely from as short as 30 minutes to as 

long as 12 hours. It was noted that some women are able to hide labor pains and so the exact onset 

will be hard to determine. 

 

Description of obstetric fistula (women only) 

Various descriptions of fistula were given including malaria, difficulty in urination (locally known 

as ‘dunimkua’), or painful urination, and hernia (Kpaga). Only one respondent described fistula as 

“when women get their bladder destroyed during the process of delivery resulting in the leakage 

of urine.” She went on to further differentiate fistula from the other urination problems described 

by the other respondents saying, “That the rest could be solved temporarily by the fixing of catheter 

in the hospital to drain urine, but fistulae were different (paraphrased).” She also stated that other 

urination problems were caused by infection from water bodies, hernia or obstruction to urine 

flow. 

 

Identification of fistula patients 

All women respondents agreed that it was very difficult for fistula patients to disclose their 

condition to other. Careful observation was therefore needed to identify persons with fistula. Ways 

of knowing that someone had fistula are: the frequent need of urination, screams or changed facial 

expressions during urination and accompanied by scanty urine, wetting of clothes after been seated 

a while, and the persistent smell of urine on the person. Persons with fistula are known to withdraw 

themselves from other people when the go out in public; “if you are together, she is either walking 

in front of you or behind you.” 

 

Among volunteers, identification of fistula patients takes the form of direct observation of possible 

symptoms (incontinence of urine and feces), report of symptoms from family relations or 

neighbors, and direct enquiry from household members. They resort to direct enquiry from 
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household members including children because it is very difficult for fistula patients to be seen 

outside rooms let alone disclose their condition. This enquiry is often associated with education 

on symptoms and the availability of free repair for such patients at the Tamale Central hospital.  

Health volunteers report any identified case to the sub- district health coordinators who contact 

heads of household and patients to get them to seek free treatment, possibly accompanying them 

to the repair center. 

 

Causes of obstetric fistula among women interviewed 

Among women interviewed, causes of fistula given included acquisition by birth, inheritance from 

mothers, and sheer exposure to fistula (e.g. “you could be walking and jump over the water from 

somebody’s bath house”, “someone can urinate and if someone walks across that urine or smells 

it, she will also get the sickness”, “in my opinion if someone has it and she goes to urinate 

somewhere, immediately she leaves if someone also goes to squat and urinate there she could also 

get this sickness”, “someone could get it from the smell of an infected person.”) 

 

All participants expressed strong beliefs that fistula can be a curse or can be caused by evil 

manipulations. Examples of comment include the following, “someone can make you get it. Why 

do I say that? It is because you could be in a good position and if someone wants to draw you back 

and make humans see you as being useless”, “witches can even cause bed wetting.” 

Causes of obstetric fistula given by volunteers include: prolonged labor, home delivery supervised 

by an untrained TBA (usually delays labor for about two days) who cannot even tell, let alone 

manage delivery of a “wrongly” positioned baby as would a trained midwife in the hospital. 

Refusal to attend ANC was cited among the causes of obstetric fistula as bad signs cannot be noted 

before time of delivery.  

 

Although volunteers denied personal beliefs that fistula has spiritual causes, they emphasized their 

awareness that most of their people believed that fistula had spiritual undertones, and had tried to 

educate them appropriately. It was explained that the evil persons can spiritually manipulate both 

mother and baby to delay delivery which can lead to fistula. 
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Prevention of fistula 

Women involved in FGD were sure God’s protection was the only way to prevent them from 

getting fistula. Examples of comments include, “‘its God we are looking up to, he will protect us 

from it’, ‘it’s only God’”. Other ways of prevention mentioned were medications to treat fistula 

and spraying (disinfecting) of public toilets.  

 

All volunteers believed that fistula can be prevented. Suggested ways of preventing it include ANC 

attendance and avoidance of home delivery. 

 

Reasons why some women with fistula hesitate to seek medical attention 

Among women, shyness and financial difficulties were cited as the main reasons why women with 

fistula hesitate to seek medical attention. Among volunteers, financial difficulties and lack of 

permission for women to seek medical attention were cited the main reasons why women with 

fistula do not seek medical attention. Other reasons included insults to women by relations or 

landladies (usually in-laws) for wanting to waste the family’s resources. This opposition from in-

laws is reported to be stronger in relation to hospital deliveries.  

 

A respondent recounted an incident when she had to advice someone to have a hospital delivery 

against the wishes of in-laws [“I once went to a village and one woman delivered three times and 

all her babies died. She was pregnant again so I advised her that if she follows what her mother 

in law tells her, then she will have problems again and might lose this child too so she should pack 

her things when she is in the ninth month and go to the hospital and deliver there. She followed 

my advice and she gave birth to twins at the hospital and recently had the naming ceremonies.”]  

 

All respondents agreed that a woman with fistula could be prevented from seeking medical 

attention by her in-laws (mostly sisters and mothers-in-law). Another reason cited for in-laws’ 

opposition to fistula patients seeking medical attention was to avoid stigma and discrimination 

against their family. In-laws felt that such a condition should be kept secret and cannot predict 

which persons were going to meet patient in the hospital. This is what one respondent had to say,  

“When a young man wants to marry from that family, they will then discourage you and tell you 

that someone married from there and had these diseases and all that. They see it as a curse and 
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not sickness and so going out will be sending wrong information to the community. They will rather 

keep it.” 

 

When asked if the woman’s family could also restrain her from seeking medical attention for 

similar reasons, the answer was a resounding “NO!” All respondents present were of the view that 

the woman’s family will normally not restrain her from seeking medical attention, however, they 

waive all their rights to make decisions regarding the woman once she is given out in marriage. 

Hence, any attempt to move her out of her matrimonial home for any form of care is interpreted 

as a proposal for divorce. For this reason, immediate family relations of fistula patients can look 

on without any intervention. The only way they can get their daughter out for treatment is to come 

and ‘beg’ the in-laws to allow them the opportunity to try their method of treatment and permission 

is only granted when the in-laws feel they have done all they could to no avail. 

 

Aside financial difficulties, stigma and opposition by in-laws, women with fistula in remote 

villages will hesitate to seek medical attention unless they are given a ‘release’ by the gods in their 

village that are often consulted before any member is sent out for health care. Those who do not 

get the permission of the gods to seek medical help resort to traditional or herbal treatments often 

managed at home.  

 

It was explained that most of these fistula cases were from villages and never from the cities and 

towns. A volunteer recounted how he had to go to the village to his sister’s spouse to bring her to 

Tamale for treatment after he had refused all encouragement by other community member 

including assemblyman, community volunteer and midwives to seek medical help. The spouse 

confessed that his reluctance has been because of financial hardships and didn’t want to incur any 

more costs. After allaying his fears, the sister was released to come to the fistula center for the free 

treatment and it all ended well. 

 

Home management of obstetric fistula by patients without seeking medical care 

The women in FGD admitted that managing fistula at home will not be easy; however, some people 

can manage it with herbs until it is finally treated. The respondent who described fistula as ‘the 

destruction of the bladder’ mostly during difficult labor shared the view that fistula could not be 
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managed at home and must be sent to the hospital [“in my opinion, even when they operate 

someone and it is not well done, and it spoils her bladder making her to leak urine, she has to take 

it to the hospital for them to operate on her and repair it.”] 

 

All respondents agreed on the fact that women with fistula should not try to manage it at home. 

They felt outcomes will be better for patients if they report their condition to the doctors at the 

hospital. A Dagbani proverb on seeking treatment for diseases was shared, literally translated as, 

“if the sickness is not sold, no one will buy it [with a treatment].” Meaning, if you disclose it, you 

can have access to treatment. 

 

All volunteers present rejected the view that fistula could be managed at home. They all were of 

the view that no woman should be allowed to manage the condition at home. 

 

Thoughts on kinds of support needed for women with fistula 

o Women 

Governmental support directed at making every part of treatment at hospitals free, including 

feeding and drugs, was mentioned as the main help women with fistula should receive. This, they 

said will reduce the anxiety that accompanies going to seek medical treatment. Participants also 

felt that women’s groups in the villages can lend support (physical, psychological, financial and 

emotional) to fistula patients’ needs through little contributions as well as encouragement to seek 

medical assistance. They also believed that the strengthening of women’s groups by government 

will enable them support their poorer colleagues or sick ones. One respondent explains, “What we 

will do is, like we said earlier, the women’s group can come together and pay her a visit and 

enquire from her whether she has gone to the hospital? We could select two or three people to 

accompany her to the hospital. If we realize that she won’t be able to talk to the doctor, we could 

talk to the nurse and the doctor, about what is worrying her. That is to say, she is a fistula patient 

and it worries her hence we have brought her to seek medical attention from you.  

You will see that the doctor will use his professionalism to help cheer her up. So if the group comes 

to support her that way, you’ll realize that she will be calm emotionally.” 
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Friends of fistula patients were also to provide information and possibly escort them for treatment. 

They could also provide financial help to patients and assist with household chores such as fetching 

water or gathering firewood for cooking. Colleagues who go to the same mosque with her can 

inform the imam who then asks for contributions to be made to support the patients. The imam can 

also say special prayers for the patients to enhance recovery.  

 

o Volunteers 

Support from husbands was mentioned as key among all possible forms of support needed by 

fistula patients. Volunteers called for increased governmental support in the form of feeding of 

patients during treatment. Volunteers expressed concerns about how patients brought in for surgery 

get stranded at the center because they cannot afford to feed themselves. Family members of 

patients also worry about how to feed patient while on admission and so hesitate to send patients 

for repair at the center. Respondents felt that government should ensure that the hospitals have a 

central kitchen that will cater for fistula patients just as is done for patients on admission in other 

hospital. An incident was shared by a respondent, [“Last three weeks at the mosque, one woman 

was complaining that they have a fistula patient here and their money is finished and they are 

looking for money to go back to their village and I asked them that which village are they from 

and they said West Gonja, a village name called Kusua. Then I asked the people around and the 

Imam said we should make contributions to the woman. So the Imam called the family head of the 

woman on phone and informed him that their food had finished so they promised to send in food. 

When we asked how long they have been living here, they said for two months now.”] 

 

Volunteers also called for society to be educated on the need to put an end to stigmatization. Drama 

was mentioned as one excellent avenue for communicating the need to accept patients who have 

been treated back into the community. Calls were made for opinion leaders like chief, imams, 

assemblymen, community chairmen and leaders of various groups to be involved in putting an end 

to stigmatization and encouraging patients. 

 

Re-integration of women into society after fistula repair (volunteers only) 

Emphasis was placed on good nutrition for the patients upon discharge. A respondent even felt 

that the spouses of the repaired cases should be invited to the health facility and given counseling 
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on ensuring good nutrition of women before they are discharged. Calls were also made for relations 

of the women to provide nutritional support to enhance recovery and quick return to ‘normal life’ 

especially in cases when spouses are unable to afford nutritious meals for their household. 

 

Knowledge of any NGO’s or groups that are helping women with fistula 

None of the women involved in FGD knew of any non-governmental organization (NGO) or 

groups that were involved with fistula. Although half of the volunteers denied knowledge of any 

NGOs involved with fistula, the other half admitted knowledge but could not provide names. Only 

one volunteer knew of a previous fistula patient who received some form of skills/ training after 

fistula repair. The previous patient was an established seamstress in Salaga, who shared with others 

that she received training as well as a sewing machine and capital to start off a business. 

 

Communities that have persons with fistula 

Most of the women admitted that cases were hard to find and they only knew of the few cases in 

their communities. However, it is noteworthy that what most of the women referred to as fistula 

were more likely to be urinary incontinence (especially among the men) or sexually transmitted 

infections. 

Volunteers believed that most fistula cases were from the Central Gonja and West Mamprusi areas. 

No specific communities were cited. 

 

Characteristics of women who suffer from obstetric fistula 

Responses from the health volunteers suggested that women with fistula were more likely to come 

from poorer communities and uneducated. Number of deliveries varied among those who get the 

fistula. 

 

Attitudes towards fistula patients 

It was agreed that some members of the family shun the patients while others do not. However, 

the spouse and his family members are most likely to shun her company. Most of the men find 

other wives for themselves and place no priority on getting treatment for fistula patients. 
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Reaction of neighbors and friends were described as ‘mixed’. Those who choose to relate well 

with fistula patients do so well to the extent of sharing meals with them; those who stigmatize 

patients also will not even “offer them drinking water”. A description of support by friends was 

given by one respondent as “At some places where women go to the farm and bring fire wood, they 

don’t have to do it anymore because friends do help them now.” 

 

How Health volunteers handle situations when a woman with fistula declines to seek medical 

attention 

Procedure for handling identified fistula cases that refuse to seek medical attention was explained 

as follows: The volunteer after failing to persuade patient will next inform the health coordinator 

for the sub-district. If persuasion fails, a respectable elder in the community is informed, who 

invites the patient and spouse or caretaker for a discussion on the matter. If they agree, the 

volunteer is asked to accompany them to the hospital, if not, the “in-charge of the sub-district 

health office is alerted. If the in-charge also fails, the case is reported to the head of the Tamale 

sub-metro health office. He/she will normally call for other sub-metro heads for a trip to the 

community. While in the community, they will visit the community leaders who then lead the 

delegation to the home of the patient and spouse or caretaker for a discussion. The discussion starts 

with pleasantries and followed with the benefits of seeking treatment for the condition and the fact 

that patients do not have to pay for the cost of surgery. All others present will briefly speak 

convincingly on the matter; although the Tamale sub-metro director present with delegation will 

most unlikely need to speak. After the spouse or caretaker is convinced that the fistula patient 

should be released to seek treatment, the patient is picked up with the official vehicle and sent to 

the hospital for examination and further repair. 

 

While all volunteers present knew not of any fistula case that went beyond the Tamale sub-metro 

director, they believed there were still some people who do not want medical care.  
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Special concerns arising during focus group deliberations 

 

 Traditional Birth Attendants (TBAs) 

TBAs requested that they be provided with hand gloves to carry out deliveries when the need 

arises. According to them, they do not get paid for the work they do, especially having to escort 

women in labor to the hospital. Several times, they have been forced to use bare hands in doing 

deliveries before arrival to the hospital, which is risky. 

 

Secondly, they requested to be given identity cards for use in the hospitals. They expressed 

concerns about how they sometimes got mishandled by nurses after they have voluntarily escorted 

patients to the hospital. The ID cards were also to give them some privileges when they personally 

want to access health care in the hospitals. 

 

 District Health Volunteers 

There was the need for government to intensify fistula awareness and education via radio and 

television programs and advertisements. They reported that there currently was no ongoing fistula 

campaign within the Tamale sub-metropolitan area. They haven’t seen any posters outside health 

facility or mention of fistula in community durbars, hence majority of the people within the towns 

are also ignorant of fistula. Volunteers pleaded for some form of motivation from the government 

through the Ghana Health Services. They had observed that most of their colleagues have 

abandoned the work due to the lack of motivation. In their estimation, each volunteer has oversight 

of at least 50 houses per community and this can be very tedious if the volunteer works alone and 

without motivation.
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8.0 Focus Group Discussions to Assess Community Knowledge on Obstetric Fistula in 
the Buya Community – Northern Region (Kpandai District) 
 

 Report on FGDs with family relations of fistula patients from a special community 

(Buya) in Kpandai district 

 

Preferred place of delivery 

According to the elderly relations of fistula patients, all women delivered at home prior to the 

siting of a clinic in the community 3 years ago. All respondents agreed that a half of pregnant 

women still prefer to deliver at home while the other half delivered at the clinic. Both younger 

relations and men respondents were of the opinion that most women in their communities delivered 

at health facilities while the remaining delivered at home deliveries occurred both at home and in 

hospitals. The general consensus was that at least 7 out of 10 deliveries will occur in hospitals. 

 

Reasons given for the reluctance of some women to deliver at the clinic are the accusations of 

husband’s family that women want to waste family resources at hospital and the suspicions that 

promiscuous women use hospital delivery to cover up their actions so no familiar persons will 

know the difficulty associated with their deliveries. The use of labor as a test of fidelity was 

strongly believed by all respondents. They were quite sure that women who are shy to confess 

infidelity end up dying with babies during labor. A female respondent’s comment on the belief is 

as follows:  

 

“When you are at home and labor time sets in, if you do not confess that you have another man in 

addition to your husband, the baby would not come out.”  

 

All respondents however believed that such confessions are kept secret by hospital staff and may 

even be unnecessary if women choose to deliver at a hospital. Reason given by a male respondent 

was, “When you are at home, the spirits and gods that every house worships would be controlling 

you so you would have to confess before you can deliver. But when you go to the hospital, you 

could easily deliver without confessing anything because it I outside home.” 
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Aside the beliefs of the respondents, it was brought up that they have received education that some 

women just have difficult deliveries due to natural causes, hence, they send some women to the 

clinic if home delivery gets prolonged. 

 

Importance of antenatal care (ANC) 

All respondents agreed that ANC attendance was necessary even in the absence of ill health of 

pregnant women. Reasons were that the monitoring and medications given were necessary for 

proper growth of fetus and health of mother. Some female respondents admitted attending ANC 

but choosing home delivery. No reasons were given for the preference to deliver at home. 

 

Time lag between start of labor and seeking medical care  

o Older relation of fistula patients (men & women) 

All respondents agreed that a woman who intends to deliver at the clinic must be sent to the clinic 

as soon as labor starts without any delay. Older relations mentioned that the hindrances to early 

reporting for medical care include reluctance of women to disclose the exact onset of labor, and 

the reluctance of women to report “too early” at the clinic making midwives ask them to keep 

walking around. However, they also agreed that the actual time of delivery is unknown and it will 

be beneficial for women to be in health facility as early as possible. 

The men believed that the distance to be covered and the transportation challenges they encounter 

warranted immediate action when labor starts to ensure better outcomes. 

 

Duration for normal labor 

Older relations felt that the duration of normal labor should range between less than an hour and 

three hours. Some respondents gave personal accounts of labor that lasted minutes, with their 

longest duration being an hour. Most respondents reported that they delivered even before they 

could call for another person. This is what one respondent had to say, “I don’t feel pains at all.” 

Once labor sets in I deliver immediately.” Only one respondent reported that all her previous births 

(labor) had lasted 3 days; with the baby coming out two days after ‘water broke’. Although that 

had been her usual course of labor, she didn’t think it was normal.  
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Younger relations also thought that normal labor ranged from less than an hour to 8 hours. Special 

cases mentioned was 18 hours and another that lasted three days. The respondent whose’ wife 

labored for 3 days felt it was normal because the hospital staff told him so when wife was detained 

in hospital. About four female respondents present narrated personal experiences where they felt 

no pain at all and delivered in a few minutes after the first sign of birth (less than an hour). 

 

o Men only (significant male relations – these include fathers, husbands and brothers 

of fistula victims) 

The normal duration of labor according to the men was to be confined within a 24 hour period. 

Only one respondent said that 7 hours was the ideal duration of labor acceptable. 

 

Knowledge of obstetric fistula and identification of women with obstetric fistula 

o Older relation of fistula patients (men & women) 

The common observation by respondent to identify obstetric fistula patients was incontinence of 

urine associated with self-isolation. A typical respondent description was, “You will realize that 

the cloth that they put around their waist gets wet after two minutes and they have to keep changing 

it.” 

 

Another respondent’s description of a fistula patient’s condition also gave a vivid picture of 

stigmatization. “My mother-in-law suffered from it so I have seen one before. We stayed with her 

at home and the condition did not allow her to move around. She was always isolated and the 

urine that kept coming out of her was so bad. She really went through a lot of suffering. We are 

thankful that she was taken good care of and treated. She was a good woman. She loved people. 

Anytime she went around people during programs, then people start avoiding her because she 

smelt so bad. I recalled I was travelling with her to Togo and when we reached Yendi, the urine 

started coming out and it was really embarrassing. People said, how can a big woman urinate on 

herself? But I tried to explain that it was sachet water that got burst and was coming out and later 

took her to a safe place for her to clean up. We thank the hospital for their care and attention for 

her. She really smelled so bad but now she is very fine.” 
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o Younger relations of fistula patients (less than 25 years) 

All respondents present had a close relation who had/ or still suffered from fistula. They had all 

heard the name ‘fistula’ in connection with their relations’ condition. Description giving to fistula 

was just urine incontinence or ‘urine that kept coming out of the control of the person’. They had 

also noticed that the urine had an unusually bad smell. Respondents who had identified fistula 

cases outside their homes said they noticed the characteristic urine smell, constant wetness of 

cloths, the high tendency of patients to isolate themselves or of others to isolate patients due to 

smell and wetness. Below are some accounts given by respondents:  

 

“I knew an old lady who always had extra cloth with her everywhere she went. Anytime she went 

to places (like funeral grounds), people start avoiding her presence and then you could feel the 

urine all over her especially when she sits and gets up from the chair. Because I stay with her at 

home, I once contacted her and asked what the problem was. She said anytime she sits down then 

urine forms all over her. I encouraged her to go to the hospital for care but she complained she 

didn’t have money. But I contacted madam (the health official) at the hospital and she was taken 

to Tamale and treated. Now she is well and accepted everywhere she goes.” 

 

“A friend of mine wanted to date a lady so we made frequent visits to her house. On an occasion 

I realized that she was behaving strangely. Anytime she sat and got up then the seat was wet so I 

decided to approach her and I asked her what her problem was. She didn’t want to tell me at first 

but I encouraged her that there will be a way out and probably she could get a solution to it. Then 

she confided in me and said she was once pregnant and during the time of delivery then she got 

the fistula sickness and has since been suffering from it. I later inquired and I got to know that 

there was treatment at the hospital so I told her. She didn’t believe me at first because she complain 

that there was no cure because she had spent money at several places trying to get cure for her 

fistula. Later I took her to the woman at the hospital in Tamale. We organized some money and 

she went for the treatment and now she is well.” 
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“I also got to know about fistula from a certain woman. After her delivery, she was told she had 

fistula and the doctors gave her a certain rubber in which she would pass urine into. So anytime 

she is going out, she had that rubber with her under her cloth. That is how I got to know of this 

fistula disease.” 

 

“My sister’s condition was so bad. The urine was really disturbing her. At times, she could even 

urinate and pass toilet on herself at the same time and the scent was so bad. Every day I had to be 

washing her clothes.” 

 

“The bad smell of the sickness makes you to know that someone has fistula. Their urine smells so 

bad. Also people with fistula always isolate themselves from crowd and programs because the bad 

smell exposes them and makes them uncomfortable.” 

 

All respondents agreed that it was quite difficult to identify patients with fistula if they were not 

close to you. They admitted that the only way to find out if someone had fistula was to hear it from 

the “enemies of the patient”. This is because only the enemies of the fistula patient will want to 

spread “bad and/or private things” about the patient, thereby broadcasting the situation for all in 

the community to know.   An account given by a respondent who once worked with public health 

nurse in community is, “Anytime we go out to search for cases, we get to know from the people 

we talk to who happens to be their enemies. They immediately call them names like “the woman 

who urinates on herself.” You will not hear from the fistula patient that they have it unless from 

their enemies!” The reason given for the unwillingness of ‘lovers’ of patients to disclose condition 

is the general belief that the disease was both incurable and stigmatizing, hence, disclosure of 

condition to third person was humiliating. 

 

o Men only (significant male relations – these include fathers, husbands and brothers 

of fistula victims)  

Thoughts on obstetric fistula varied among respondents. However, they all described it as some 

complication that arises after delivery leading to the women constantly wetting their clothes with 

urine and eventually isolating themselves from other persons. Respondents only knew of their 

close relations (sister, wife, and daughter) who suffered from fistula. With the exception of one 
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respondent who reported having no knowledge of condition until spouse of his sister sacked her 

from her matrimonial home, the remaining were actively involved in labor, delivery and discovery 

of fistula. 

 

Causes of obstetric fistula in women 

o Older relation of fistula patients (men & women) 

The causes of obstetric fistula cited were: Difficult delivery; When pregnant women delay in going 

to the clinic for delivery; When the baby is too big; unsuccessful home deliveries that end up in 

hospital; excessive pressure put on women to push prematurely during home deliveries; early 

births (girls 16 years and below) and unsuccessful caesarean sections. Poverty was named as one 

of the causes of fistula among women, especially in younger girls. Poverty caused fistula via the 

lack of education of girls, higher tendency of girls to be lured by idle young men who dished out 

‘pennies’ to girls in exchange for sex, inability to attend ANC and inability to access health care 

due to service charges and transportation costs. 

 

o Younger relations of fistula patients (less than 25 years) 

Causes of obstetric fistula given by respondents include: prolonged labor, accidental damage to 

bladder during surgery and bladder injury caused by excessive pressure on mother to push baby 

out prematurely. One respondent believed that irrespective of the causes, those who deliver at 

home were more prone to suffering fistula compared to those who deliver at the health facility.  

Two respondents who were involved after training by health staff to help identify fistula cases 

described the cause of fistula as follows:  

 

“Fistula is a sickness that affects mostly pregnant women during delivery. There are some women 

when they are pregnant, they refuse to go to the hospital and could even delay in the house before 

going to the hospital when labor starts. Some could spend 24 hours before going to the hospital 

and this could cause the fistula illness.” 

 

“The distance from the communities to the hospital is far so most women decide to deliver at home”  
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Also the TBAs subject the pregnant women to intense pressure by continuously asking the woman 

to keep pushing when the baby is not due to come out and thus making her weak.  

This in addition causes pressure on the bladder and later damages the bladder making it impossible 

to store the urine again then leading to fistula.” 

 

o Men only (significant male relations – these include fathers, husbands and brothers 

of fistula victims) 

While all men agreed on the fact that fistula resulted from prolonged labor, they were sure that the 

delays were caused by spiritual punishment on unfaithful women who refused to confess infidelity 

to spouses. In their opinion, the baby is restrained from coming out by spiritual forces until the 

woman at least confesses to those attending to the birth. A simple procedure of “commanding the 

spirit of the ‘other man’ out of her way” leads to the birth of the child.  

The challenge that arises later is how the information on infidelity by woman is handled by birth 

attendants who are more likely to be relations of her spouse or respectable elderly women in 

community. The more recent twist to this difficult situation is alleged bribery of likely birth 

attendant by the “trespassing man” before labor starts to cover up the issue of infidelity. One 

respondent’s exact wording was as follows: 

“Some of the women connive with the old women helping her with the delivery not to tell their 

husbands of the confessions. OR, The ‘other man’ whom the pregnant woman mentions would go 

and give the old woman gifts in order not to make known the confessions”. 

 

Belief of fistula being a curse or as a result of evil manipulation? 

o Older relation of fistula patients (men & women) 

All respondents believed that fistula could be caused by curses or evil manipulations. Respondent 

gave several instances where the use of spiritual interventions saved difficult situations (during 

labor) that could have resulted in fistula of victims. Examples include:  

“I remember my daughter was pregnant and we went to hospital for delivery and after three days, 

she had still not delivered so the nurse told us that, this is not normal so we should go home and 

perform some rituals. Truly when we came home to her father’s house and some rituals were 

perform, my daughter delivered immediately we went back to the hospital. So something had 

happened by form of a curse- (male respondent).” 
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“When my daughter is going to marry and I do not support the idea, I could curse her that she 

could not deliver when pregnant leading to complications until that curse has been reversed.” 

“When a girl spends a man’s money and refuses to marry him, he can curse her and she will have 

challenges during pregnancy so it could be a cause – (male respondent).” 

 

“I believe that the curse could be a factor because the spirit could distract you and the people 

around you not to take the woman to the hospital on time and the time you see the need to go to 

the hospital, it would be late and then there will be operations done and could lead to fistula – 

(female respondent).” 

 

“I remember my brother’s wife stole my plantain from the farm and when I inquired, she 

pronounced a curse that if she took the plantain then may her baby not come out during delivery. 

So during delivery, the baby did not come out and they had waited for days so she asked that they 

call me around and after she had confessed her wrong doing, then immediately the baby came 

out.”  

 

While respondents believed in evil manipulations, they also believed in non-spiritual causes. A 

respondent is quoted as follows: “I believe in that curse too but I think the delay at home and not 

going to see the doctor early could be the cause of fistula. Because people put pressure on 

themselves by pushing hard for the baby to come out when it is not time for it. The doctors are the 

best people to know whether the baby is due to come out or not.” 

 

o Younger relations of fistula patients (less than 25 years) 

Respondents strongly disagreed that fistula could be a curse among some women. However, one 

respondent explained that fistula is believed to be a curse by some people, hence the search for 

cure at spiritual and traditional institutions. 

 

o Men Only (significant male relations – these include fathers, husbands and brothers 

of fistula victims) 

All men believed that fistula could be a curse among women. They were of the notion that curses 

could be placed upon women by their husbands who suspect them of ‘sleeping with’ other men. 
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For example, “If the husband realizes that the wife sleeps with other men and he warns the wife 

but she does not listen, he could curse her that the delivery would delay and she must confess 

before she could deliver safely”. One other respondent also believes that previous induced 

abortions could become a curse on a woman.  

One man said, “I believe that abortions a woman did during her teenage period could account for 

her current condition. Some women could have about four to five abortions in their life.” 

 

Can fistula be prevented? How can it be prevented? 

o Older relation of fistula patients (men & women) 

All respondents believed that fistula could be prevented by access to health care, ANC attendance, 

compliance with hospital treatment directives (taking medications, doing laboratory examinations 

and scans) and early reporting to health facility during labor. 

 

o Younger relations of fistula patients (less than 25 years) 

All respondents believed that fistula could be prevented only if women were educated to attend 

ANC and also deliver in health facilities. They stressed the need for more support to be given to 

the public health nurse at the Buya health center and health volunteers so more communities can 

be reached with health education. While respondents believed that a lot of education has been 

provided in their communities, this was not the case for many villages around them.  

 

o Men only (significant male relations – these include fathers, husbands and brothers 

of fistula victims) 

All respondents believed that fistula could be prevented. Ways of prevention include: early and 

regular ANC attendance, supervision of young girls to prevent teenage pregnancy and abortions; 

encouraging health facility delivery and faithfulness of women to spouses. 

 

Why some women with fistula hesitate to seek medical attention 

o Older relation of fistula patients (men & women) 

According to the respondents, the very first hindrance is the ignorance of the existence of medical 

treatment. The second is that of financial challenges. They argued that it was already very difficult 

to mobilize money for regular medical care since they are predominantly farmers. Thus, the 
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thought of sending a condition as grave as fistula, is unimaginable in terms of cost. Aside ignorance 

of treatment and financial constraints, other hindrances cited were shyness to disclose condition 

and discouragement from others who doubt medical treatment possibilities. 

 

o Younger relations of fistula patients (less than 25 years) 

Financial challenges, doubts about medical treatment, previous experience of unsuccessful 

medical treatment, and the neglect by family relation were cited among reasons why patient 

hesitate to eek medical care.  

“When people get fistula, their families neglect them so they do not like going to the hospital 

because they know they will have no family member to support them there. They better not go to 

the hospital at all. At times these fistula patients stay alone.” 

 

“The woman I was talking about had spent more money on buying fowl and goat for the traditional 

cleansing so to go and spend another money again at the hospital, if I were her relative I would 

not have even advised her to go.” 

 

o Men only (significant male relations – these include fathers, husbands and brothers 

of fistula victims) 

Reasons why women with fistula hesitate to seek medical treatment ranged from financial 

challenges and ignorance to stigma. Below are some notable comments: 

“Some of them didn’t know that the hospital here could treat the fistula.” 

 

“Some of them are also shy that they have the sickness. They are shy of the people at the hospital. 

Because even the people in the house where they live are running away from them”. 

 

“Some of the women feel they could rely on herbal treatment and do not go to the hospital” 

“The fistula patients also want to avoid the stigma and maltreatment they would face when they 

sit in the car with people due to the smell and the seat getting wet, they rather prefer to be at home 

and manage it there.” 
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“Financial constraints: They feel they need huge money for the care and because they do not have 

that much money on them, they prefer to stay at home.” 

 

Expectation of and Possibility of patients to adequately manage the condition at home 

without seeking medical care  

o Older relation of fistula patients (men & women) 

All respondents disagreed that fistula could be adequately managed at home. They thought that no 

woman should also be expected to manage condition at home. They explained further that it was 

quite a helpless situation for patients before they discovered the possibility of medical treatment. 

Hence, no woman will be allowed to endure the condition in the wake of medical treatment. 

 

o Younger relations of fistula patients (less than 25 years) 

All respondents disagreed that fistula could be managed at home. However, those who do not know 

of cure or do not believe in medical cure can attempt to manage at home because there is no other 

choice. Respondents believed no woman should be expected to manage it at home. However, one 

respondent recounted an incident suggesting that some people still preferred not to seek medical 

care. “Some of the women also believe that it is good to manage it at home and that if you take it 

to the hospital, you will not get any cure for it. But when we went round educating people, we met 

a woman who said it is better to manage it at home and not to go to the hospital. She even sacked 

us from her house when we went to tell her to go to the hospital for care.” 

 

o Men only (significant male relations – these include fathers, husbands and brothers 

of fistula victims) 

All respondents disagreed that women with fistula be expected to manage condition at home 

without seeking medical care. They acknowledged that some tried to manage it at home due to the 

ignorance of or fear of cost of treatment, but that was not helpful at all. 

 

Support for women with obstetric fistula  

o Older relation of fistula patients (men & women) 

The main support for women with obstetric fistula mentioned by respondents was in relation to 

education of the populace on available treatment. Mention was made of the need to employ mass 
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communication and/ or provide resources for health volunteers to reach interior villages to identify 

cases and also let people understand that treatment cost was already paid for. Also, financial 

support for feeding of patients through the district assembly or NGOs will encourage more patients 

to go for the free treatment at the center. 

 

Relations of patients could also provide emotional support, provision of food and personal needs, 

encourage and accompany patients to the treatment centers. 

 

o Younger relations of fistula patients (less than 25 years) 

Family members were expected to encourage patients to seek medical care, console them, and 

provide their needs. The government could help by building more clinics in villages to encourage 

usage, provide some incentive for health volunteers to reach far villages to educate them and spread 

news on free treatment for fistula and also provide amenities like electricity to encourage health 

workers posted to their communities to stay. 

 

o Men only (significant male relations – these include fathers, husbands and brothers 

of fistula victims) 

Men were of the view that women in general residing in their communities need to be supported 

by Government to get employable skills. However, those with fistula will need financial help in 

addition to food and clothing assistance. 

 

Knowledge of any NGOs or Partner Agencies that help people with fistula 

Respondents could not identify any NGO or partner agency involved with fistula in their 

communities. They only knew the healthcare staff that organized durbars to showcase former 

patients that have been treated. They were aware that those programs were supported by some 

group(s) but didn’t know them by name (s). They also acknowledged that an NGO attended the 

national fistula day program organized in the community, but they did not know the name. 

Respondents in the FGD for younger group knew of some donor help but could not identify any 

by name. Another respondent suggested that partner agencies provide help for communities with 

fistula by giving the local public health nurse the tools needed to reach fistula victims, he said: 
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“The other thing is that, once they help the madam (public health nurse at Buya), she will then 

help the fistula patients. Even with our motor bikes, she even gives us money to buy fuel in order 

for us to go to the villages to assist them. Once she is helped with money and other resources, she 

could help us to go to the other villages. When the motor bikes break down, she repairs it for us.” 

 

o Men only (significant male relations – these include fathers, husbands and brothers 

of fistula victims) 

Respondents did not know of any NGOs or partner agencies involved with fistula in their 

communities. They reported that they had received much help since the public health nurse 

(Madam Rahina) was posted to the clinic near them. They are also aware that about 8 women from 

their community were sent to Tamale to be trained in tie & dye, batik making, soap making, pastry 

making, etc. 

 

Status of income generating skills training offered to treated fistula patients for re-

integration to society 

When asked about their views on the effectiveness of the training, these are what they said: 

 

 “I used to even buy the materials for the soap making for my sister and after sometime 

since I had no money, I stopped.” 

 “The one I knew off, when she returned, she worked for a while and started spending the 

money so not working any longer now.” 

 “Some of them have spent all their capital so cannot work now.” 

 

Typical male reactions to spouses who develop fistula 

When respondents were asked of typical male reactions to their spouses suffering from fistula. 

These are what they had to say: 

 

 “Since she is my partner, I cannot sack her. I will live with her and help her rather to get 

the treatment she needs. My wife had fistula in 1981 and I have not sacked her. I have lived 

with her ever since.” 
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 “For other men, they will leave the woman and go for another woman since he cannot stay 

with the sick woman.” 

 “In my case there was separation but due to counseling we have come back because we 

have children to take care of.” 

 

When respondents were asked for reasons why they will abandon spouses suffering from fistula, 

they said the following: 

 

 “Due to the scent of the woman, you cannot even lie down with her on the bed so you have 

to let her go.” 

 “Also because you eat and move along with your friends, you have to let the woman go so 

that the scent would not repel your friends away. Because she cooks the food, when your 

friends come around to eat with you, her scent will make people move away from you.” 

 “Because the woman is sick and you do not have money for treatment, though you love her 

and want to be with her, the man ends up leaving to avoid constantly thinking of the whole 

problem.” 

 “Even money for feeding is hard to find, so when you leave her then you become free. In 

fact, the best solution to the problem is to run away and leave the woman.” 

 

 

Knowledge of any nearby villages with fistula patients 

Both older respondents and male relations of fistula patients did not know of communities apart 

from theirs. However, the younger persons mentioned communities/villages that had cases they 

have personally met.  

 

These include:   

1. Nkanchina number two;  

2. Kpabre  

3. Munyiba  

4. Buafre which is near Krachi in Volta region  

5. Lonto and Loloto in the Kpandai district  
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6. Bakamba  

7. Wuyaaye  

8. Kpajai which comes after Lonto 

9. Kpajan which is on the same lane with Grubi but you need to take a turn off the road  

10. Kakyinke which is near Kumondi.  

 

Special concerns arising during focus group deliberations 

It was strongly expressed that health volunteers should be provided with resources (fuel and bike 

repairs) to do more education and identify more cases for treatment beyond the Buya area. 

“We thank the public health nurse who has been assisting us. Some health workers come here and 

once there is no light, they leave the community but this volunteer has been helping us greatly. 

Even in the dark she uses the touch light to render services to us. She even needs a motor bike to 

assist in her rounds. This woman really needs to be helped.”  

“The way the woman (public health nurse) has been helping us the volunteers to go round with 

the health education by providing us with fuel and resources; we feel it is a burden to her so we 

contemplate stopping with the education to the villages”. 

 

o Men only (significant male relations – these include fathers, husbands and brothers 

of fistula victims) 

The distance from community to health facility is far and road in bad condition. They believed that 

improvement of the road as well as provision of amenities like electricity and potable water will 

help maintain commitment of health staff posted to community. Two participants lamented over 

the abandonment of a health facility located in their community (Nkanchina). The respondents also 

pleaded that TBAs in the Lankpa, Tetekrah and Nmagma communities located behind the Oti 

River be given some training by health staff so they can at least render minimum service to 

community and refer complicated ones. This is because of the challenges they have in getting a 

boat across the river to the next community before starting journey to hospital when emergencies 

arose. One man narrated how they sat by the river from afternoon till next morning before getting 

a boat across, delaying his wife’s labor which resulted in fistula and loss of baby.
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9.0 In-Depth Interview on Fistula and the Activities of UNPFA in the Northern, Upper 
East, and Upper West Regions of Ghana 

 

An in-depth interview was conducted with the Deputy Director for Nursing Services (DDNS - 

Public Health division) at the Ghana Health Service, Regional Health Directorate, Tamale to elicit 

more information on what has and was being done by her office and the United Nations Population 

Fund (UNFPA) regarding fistula in the region. In addition, her views were sort on certain concerns 

that were picked up during patient interviews and focus group discussions (FGDs).  

 

Role of UNFPA in fistula management 

Regarding the role of UNFPA in the fistula program, she said that UNFPA bore the treatment costs 

as well as re-integration of repaired patients into society through training in various income-

generating activities (e.g. pastry making, soap making, batik and tie & dye cloth making and 

pomade making). These skills training often lasted two weeks and trainees were housed together 

at the venue. At the end of the training, participants were given certificates, a “token” amount of 

money, as well as simple equipment required for the trade where applicable. Although she could 

not remember the exact year in which the trainings begun, she believed that they started long before 

the Tamale fistula center was built in 2008 and all patients benefited irrespective of where their 

repair/surgery was done. 

 

Information gathered from the focus group discussions held with husbands and significant male 

relations of fistula patients in Buya revealed that the “special package” including the cash given to 

their wives got “squandered” due to pressure on the newly repaired patient to assume ‘household-

provider’ responsibilities. However, the DDNS indicated that her office was not aware of any such 

post-training developments. When asked of the possibility of getting women to work in groups 

instead of individually, the DDNS said, that the women came from different communities scattered 

across the three northern regions. Thus, working in groups will be challenging if not impossible. 

She knew of one woman who is doing very well after the training and is showcased at most UNFPA 

programs. Nevertheless, she felt that the attention of UNFPA must be drawn to this development 

so that the women can be given continuous support even if meetings were held biannually.  
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While the DDNS felt that education of the community about the special packages given to former 

OBF patients was necessary to ensure that everyone understands why the special packages did not 

automatically make the women ‘bread winners’, it still could not take away the fact that most 

women actually are the breadwinners in their homes. She explained that most households were 

struggling financially and the support of the woman could not be overlooked. This pushes most 

women to work hard outside homes, leaving children to be cared for by others and increasing the 

risk of child malnutrition. 

 

Counseling provided after treatment 

According to the DDNS, treated patients were given counselling on how to get back to normal life 

in the community. Counseling was started right from the hospital while patients were still on 

admission and continued until patients were discharged. Nurses were also trained to give 

appropriate counseling during patient follow-ups and in some cases during home visits. Counseling 

encompasses relationship with spouses, family planning and the need to avoid early pregnancies 

after fistula repair, as well as general relationship with community members and clients. 

 

Procedure for identification of fistula patients for support by NGOs 

If a non-governmental organization (NGO) wanted to offer some assistance to women with fistula, 

the first point of call is the regional health directorate which examines the objectives and planned 

activities of the NGO before being directed to see the district director for medical services. The 

regional office may make suggestions regarding the districts to be involved in the intervention if 

the NGO has not previously settled on specific district(s). The Ghana Health Service (GHS) works 

with the district assembly to get support down to beneficiaries. In the case of UNFPA, funds are 

channeled through the district assembly for the care of women. Before any such disbursements are 

made, the District Health Management Team (DHMT) educates the assembly on the magnitude of 

the problem with the help of the public health nurses. All volunteers are also trained and they work 

in tandem with the DHMT. 

 

Most NGOs she said, provide funds for sensitizations through durbars at which public health staff 

get the opportunity to talk about the causes and the problems associated with the condition (fistula). 

It is after these talks that invitations are made for patients to come forward to designated offices / 
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health posts for support in linking them up with treatment facilities. The people present are also 

encouraged to bring their relations and neighbors who have the condition to be supported through 

treatment. 

 

According to the DDNS, the sensitizations do not only take place in high prevalent areas like 

Kpandai district. It actually covered all communities in districts targeted for the interventions. In 

the case of the UNFPA for instance, they had targeted 10 districts and funds were given for their 

activities (fistula and maternal mortality) in communities within those districts. 

 

Status of Abandoned health facility in Nkanchina 

The DDNS indicated that the regional health directorate was aware of the abandonment of the 

health facility which used to be a leprosarium. The facility was well equipped with medical 

equipment and staff bungalows but was not connected to electricity. The generator that gave 

electrical power to the facility malfunctioned and was not fixed. Health staffs posted to the facility 

have refused to stay and the facility now lies wasted. 

 

Feeding of patients while on admission for fistula examination and surgery 

For the two weeks (minimum) that patients are kept on admission at the fistula center after surgery, 

their cost of feeding remains their own responsibility. The scenario was not different for other 

patients on admission at the Tamale Central Hospital due to the lack of a central kitchen for the 

hospital. While a make-shift structure was available to the fistula center to use as a kitchen, the 

DDNS observed that this is mostly difficult for most caregivers who accompany patients to the 

hospital. The situation she said was even worse for patients who came on admission with no 

accompanying relatives. She recounted a time when health staff including her office had to provide 

utensils and fuel for cooking to feed needy patients on admission. 

 

The situation was not different for patients coming in for examination before booking for fistula 

surgery. Most of the patients, she observed, were brought to the facility in groups after they have 

been identified in the communities. The majority of them come with little or no money for food; 

hence, they got stranded when examinations are unable to take place as scheduled. Once again, 

her office and other health staff in the hospital help to feed these patients and provide adult diapers 
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for the duration of their stay in the fistula center. The DDNS was quite optimistic that plans were 

in place for the hospital to build a kitchen to serve their clients on admission. 

 

Plans for community education by the health directorate 

The DDNS explained that health education was a component of their Reproductive and Child 

Health (RCH) services and they used it to the best of their ability to educate the populace. Even 

with the districts that were not supported by the UNFPA, fistula is spoken about because it happens 

to be one of the priority areas of both the health directorate and the communities involved. 

Currently, the UNFPA works in just 5 of the 10 districts it worked with in the past and attention is 

directed towards the eastern corridors. Some of the districts which are far away from the Tamale 

metropolis include Kpandai, Gushegu, Nanumba south, Zabzugu, and Nkanchina which are fistula 

prone zone. She explained that the Tamale metropolitan area for instance has witnessed a lot of 

sensitizations in the past but was currently not among primary focus areas. The problem with 

fistula spreads across all 26 districts and efforts are being made by the directorate to continue with 

education as much as the health directorate is resourced to handle. 

 

During subject interviews with treated patients it became clear that some of them were still 

stigmatized by community members especially when it came to trading (e.g. the sale of food). The 

women complained that people just refused to buy food from them even after knowing that the 

fistula has been repaired. On this matter the DDNS explained that increased education for the 

populace is the only solution. She believed that the public health staff were also doing the best 

they can to educate people. 

 

Aside fistula, the DDNS mentioned that other pertinent problems discussed during health 

education and sensitizations include anemia, postpartum hemorrhage and maternal deaths that 

result from the two conditions. 

 

Use of local herb with uterotonic effects to stimulate labor (Locally known as Caglikuteem) 

During the subject interviews, it was discovered that women often took a local herbal mixture 

during pregnancy. Further enquiries from the DDNS revealed that the said herbal mixture actually 

had uterotonic effects and the women started taking it about 28 weeks into gestation. The DDNS 
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explained that the herb known as “Caglikuteem” was taken by the women to hasten the course of 

labor and child birth as it induces contraction or greater tonicity of the uterus. However, they often 

denied taking the herb when asked at the hospital until they either vomit the herb (a black 

substance) or have complications during delivery. The women often refused to disclose their use 

of the herb because they know the health staffs disapprove of its use. This disapproval of health 

staff of its use is because of the complications associated with its use among some women. She 

observed that the situation was direr for women whose babies are breech, transverse or obliquely 

positioned at delivery since it is nearly impossible to deliver those babies vaginally. She further 

explained that among those women who use “Caglikuteem”, the perception was that labor beyond 

6 hours is abnormally long because of their use of the herb.  

 

Regarding the fistula teams observation that some women had reported that their labor lasted only 

minutes with no accompanying pain, the DDNS said she believed that those women just had a high 

threshold for pain and often endured the pain of early labor until they were sure that birth of the 

baby is near.
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10.0 In-Depth Interview to Determine Case-Finding Methods Adopted by the Ministry of 
Gender, Children and Social Protection (MOGCSP) 

 

An in-depth interview was conducted with the fistula program officer at the Ministry of Gender, 

Children and social Protection (MOGCSP) to gather information on how the ministry goes about 

patient identification and mobilization for repair, source of funding and share experiences on the 

fistula program.  

 

Identification of fistula patients 

The ministry has so far identified 83 cases since their involvement in the fistula program in 

November 2013 till June 2014. The ministry contacted their officers in regional offices nationwide 

and charged them to go into their designated districts and communities to identify people. The 

regional officers made announcements on local radio stations, churches, during seminars and 

programs organized by the ministry and also to regional hospitals for health staff to provide 

contacts of patients. These regional officers are sometimes assisted by national service personnel 

attached to the regional offices or district health offices. Currently, all district and public hospitals 

are fully aware of and communicate to patients the ongoing program for free repair of fistula and 

further communicating the number of identified persons to the MOGCSP offices in their regions.  

 

After patients are identified, funds were sent from the ministry to the officers to mobilize and 

transport them to the fistula center at Mankessim after prior arrangement is made with doctors on 

feasible dates to receive patients. The agreement on a scheduled date is necessary because the 

members of the team for performing fistula surgeries came from different health facilities and 

needed to be available about the same period for successful team work. At least 10 patients are 

mobilized before surgery dates are booked with doctors. During campaigns, the regional officers 

made it clear that the ministry in collaboration with the ECOWAS Gender Development Center 

were responsible for funding of program which covered transportation for patients, surgery and 

treatment. The ministry only worked with the Mankessim fistula center. They also worked with 

the regional officers and nurse that accompanies patients to the fistula center to follow-up patients 

after surgery. 
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The program officer explained that the very first group of patients (28) that were sent in for repairs 

were predominantly identified by health facilities. It was after they gained insights on communities 

at risk that they launched out with the community campaign and durbars. The second batch of 

patients mobilized for repairs included 40 patients and the last batch included 15 patients. 

According to the program officer, the Upper West region has been predominantly covered. 

Although, they have identified cases almost nationwide, no single case has been identified by their 

team from the Ashanti region to date.  While the program officer was unsure of the exact reason 

for this finding, it is possible that coverage of MOGCSP case finding activities has not fully 

extended to the Ashanti Region. The distribution of identified and repaired cases by regions is as 

follows: Upper West region (23); Upper East region (18); Central region (19); Volta region (12); 

Greater Accra region (1); Brong Ahafo region (3); Northern region (5). 

 

The existing relationship between UNFPA and the MOGCSP has been in the area of sensitization. 

There was collaboration on the commemoration of the international fistula day. The ministry also 

received funding for sensitization of queen mothers, NGOs and civil society organizations on 

fistula, female genital mutilation and early marriage in May/June 2014. Furthermore, funds were 

received from UNFPA for National high level meeting in Dodowa for paramount chiefs from all 

10 regions of Ghana followed by community durbars in Northern region, Upper west region and 

Volta regions for 2015. These programs involved over 200 participants, chiefs, the general public 

and women’s groups. Plans were also underway for collaboration on organizing hands-on training 

for treated patients in income generating activities. 

 

Funding issues 

Information gathered from the Tamale fistula center clearly outlined the role of the UNFPA and 

MOGCSP in the fistula program, however, the ECOWAS Gender Development Center was not 

mentioned. The program officer was asked in this interview if she knew of any involvement of the 

ECOWAS Gender Development Center with the Tamale fistula center. The program officer 

explained that the UNFPA was actively involved with the fistula program in northern Ghana and 

paid for the surgeries done at the Tamale fistula center and teaching hospitals. However, the 

support provided by MOGCSP (mainly transportation) was made possible through funding 

received from the ECOWAS Gender Development Center.  
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She further explained that the hospitals themselves also helped with absorbing some portions of 

the cost involved in care of patients while on admission for surgery. One significant area of support 

by the hospitals that house the fistula centers was in the area of feeding. According to the program 

officer, the Mercy Women’s Center (MWC) fed the last batch of patients (15 patients) free of 

charge while on admission over a period where funds delayed or was unavailable for feeding of 

patients. She said that the MWC made arrangements to feed patients based on their own funds 

sourced and were willing to take up patients for surgery without the accompanying feeding fees. 

 

Funding from ECOWAS Gender Development Center was expected annually through the 

ECOWAS unit stationed within the ministry of foreign affairs. However, the ministry received a 

lump sum covering two years at the start of the program due to delays in disbursements. It was 

expected that the program will be evaluated based on the report submitted to the ECOWAS unit 

by the time funds were exhausted. Presently, the ministry of MOGCSP was awaiting the 

disbursement of the next trench of funds to commence mobilization of the next batch of identified 

patients. The program officer expressed concern about the challenges anticipated in reaching 

already identified patients with information on its resumption of activities and subsequent 

organization of patients for surgery. She recounted an incident where the Suynani regional director 

had to travel in vain to Buipe, near the border between Brong Ahafo and Northern region,  in 

search of a patient who needed to be furnished with details of travel arrangements for surgery 

because phone contact was unreachable.  

 

Challenges 

The main challenge with mobilization includes the very wide areas to be covered by the few 

regional MOGCSP officers which also translate into fuel and transportation challenges. Other 

challenges include: the difficulty in getting mobile telephone numbers of identified patients or 

close relations for follow-up communications; unavailability of patients’ relation to assist when 

faced with language challenges or care of patient’s babies; difficulties in locating residence of 

patients after phone communications for follow-up. These difficulties associate with mobilization 

of patients make it more convenient for staff to use radio announcements to get patients to meet in 

a convenient location. 
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The program officer noted that the funds often allocated to the regional officers to mobilize patients 

were often overstretched. This is because the main bulk of the funding received is for the purposes 

of treatment and social re-integration, leaving very little room for other logistics. For this same 

reason, it was impossible for them to increase the number of people on the ground searching for 

patients. The ministry was yet to try out the use of district health volunteers by liaising with the 

district assemblies in patient identification. 

 

Transportation of patients to fistula center was also a challenge in most cases. She gave an example 

with patients mobilized from the Upper West region: that they mostly came from remote villages 

and needed to first make it to Wa, the regional capital; be accommodated because it was impossible 

to make journey to Accra by the time the last patient shows up; and subsequently proceed to the 

Mankessim fistula center. This requires transportation for all patients from their villages to Wa, 

accommodation and feeding of patients while in Wa, final transportation and feeding of patients 

over the course of the journey to the fistula center. Other costs involved were the provision of adult 

diapers for patient use.  

 

While it would have been ideal for patients to be transported in a hired vehicle instead of regular 

public transport, this was often impossible due to the relatively high charges. The program officer 

lamented about this occurrence since fistula patients were more likely to be uncomfortable 

knowing the possibility of being stigmatized by other passengers in the vehicle. Nevertheless, the 

only option of the MOGCSP was to put patients onto passenger buses accompanied by a nurse due 

to the limited funds available for transportation of patients to and from the fistula center. In 

addition to patient transportation costs, those of accompanying relations have to be covered. This 

was necessitated due to language and communication challenges between patients and health staff 

observed with the first batch (28 patients) of patients sent to the repair center. Also in cases when 

patients had babies (as was the case of majority of patients from the Volta region) the role of an 

accompanying relation in care of baby cannot be ruled out. 

 

The program officer agreed that presenting an itemized budget giving details of expenditure may 

help improve funds allocated for the other logistics involved in getting fistula repaired for patients. 
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Social Re-integration  

The package for social re-integration of treated fistula patients includes: A needs assessment to 

elicit information on previous skill or training before developing fistula; the unemployed were to 

indicate the type of trade they will be interested in pursuing. Eligible women from communities 

that are served by the Livelihood Empowerment Against Poverty (LEAP) program of the 

Government of Ghana are recommended for consideration. Women were each given a token 

amount (GHS 100) of money to start the various economic activities they have expressed interest 

in.
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11.0 Review of Patient Health Records to Assess Fistula Burden 
 

A total of 508 gynecological records (patient folders) were reviewed. A total of 163 cases were 

from the fistula Centre at the Mercy Women’s Centre (MWC) in Mankessim and 345 records were 

from the fistula repair unit at the Tamale Central Hospital (TCH) (Table 10). However, 8 patients 

(age 1-8 years) were identified to have had the fistula since birth, hence were excluded from all 

analysis as their fistula was not of obstetric origin. Patient analyses presented here were aged 

between 10 years and 80 years (mean age of 37.3 ± 13.8 years) and the duration of fistula (i.e. how 

long the patient has lived with the condition) varied widely from 2 weeks to about 52 years (Table 

11). The average woman in the study population was about 156 cm tall, weighed about 54 kg, and 

had about 4 pregnancies (including miscarriages). Similarly, the average total number of births 

was approximately 4 children per subject.  

 

Table 10: Total number of records reviewed by year 

 

 
Table 11: Demographic and gynecological characteristics of fistula patients 

 N  
(number of subjects) Minimum Maximum Mean  ± SD 

Age (years) 494 10 80 37.3 ± 13.8 
Gravidity 285 1 13 4.0  ±  2.7 
Parity 347 1 11 3.8  ± 2.5 
Height (centimeters) 40 146 168 156.2 ±  5.5 
Weight (kilograms) 208 31 95 53.6  ±   11.6 
Duration of fistula  (years) 311 2 weeks 52  7.5  ±  8.9  

 

 Record Year Frequency (number assessed) Percentage 
 2009 4 0.8 

2010 47 9.3 
2011 123 24.2 
2012 92 18.1 
2013 102 20.1 
2014 140 27.6 
Total 508 100.0 



120 
  

Table 11 Continued. Demographic and gynecological characteristics of fistula patients  

 Number (%) 

 
Marital Status 

Single  
Married 
Divorced 
Widowed 

 
 

47 (13.9) 
236 (70.0) 

32 (9.5) 
22 (6.5) 

 
Occupation 

Unemployed 
Catering  
Cleaning / Sanitation Worker  
Farming  
Trading  
Seamstress  
Hair dressing  
House wife 
Formal sector employed (nurse, teacher, accountant, etc.)  
Student 

 
 

22 (5.2) 
3 (0.7) 
2 (0.5) 

212 (50.5) 
99 (23.6) 
17 (4.0) 
14 (3.3) 
36 (8.6) 
9 (2.1) 
6 (1.4) 

 
Type of fistula 

Vesico Vaginal Fistula (VVF) 
Recto Vaginal Fistula (RVF) 
Combination of VVF & RVF 
Cervical Vaginal Fistula (CVF) 
Vault Fistula 

 
 

387 (87.2) 
 37 (8.3) 

12 (2.7) 
3 (0.7) 
5 (1.1) 

 
Fistula status 

Repaired (Successful)  
Repaired (Not Successful) 
Not repaired (waiting) 
Referred 

 
 

244 (66.7) 
89 (24.3) 
26 (7.1) 
7 (1.9) 

 
Did fistula occur after/as a result of a delivery? 

Yes  
No 

 
 

267 (91.1) 
26 (8.9) 
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Among study participants, the average woman weighed 53.6 ± 11.6 kg, and had a height of 156.2 

± 5.5 centimeters. The majority of women were married (70%). Most of the fistula patients 

surveyed were farmers (50.5%), traders (23.6%), and housewives (8.6%). About 5.2% of the 

women were unemployed.  

 

Data on the type of fistula and fistula status were missing for 56 women (12.2%) and 134 women 

(26.8%), respectively. Among those with information on the type of fistula (444 women), the 

majority (87.2%) were vesico-vaginal fistula (VVF). Only a few women (8.3%) presented with 

were recto-vaginal fistula (RVF). The rest were cases with both RVF and VVF (2.7%), vault fistula 

(1.1%) and cervical vaginal fistula (0.7%).  Some obstetric fistula (OBF) cases were practically 

new (minimum of 2 weeks old fistula), while others had lived with the condition for over 5 decades 

(Table 11). 

 

Out of the 500 subject data analyzed, a total of 83 women had attempted repair on more than one 

occasion. Sixty nine women (13.8%) had sought treatment twice, 12 women (2.4%) had sought 

treatment three times, and 2 women (0.4%) had obtained fistula repair four times already. A total 

of 366 women had information about their current fistula status. Of this number, 66.7% (244) had 

been repaired out of which 66.0% (245) were successful. About 24.3% (89) of repaired cases were 

unsuccessful while 7.1% (26) cases were still waiting to be booked for repairs. Only a few patients 

(1.9% i.e. 7 cases) were referred to other health facilities. About 17% of women had attempted 

fistula repair on more than one occasion, 13.8% had sought treatment twice, and 2.8% had sought 

treatment more than three times. 

 

Data explaining whether fistula developed after a delivery was missing for 207 (41.4%) women. 

However, among the 267 women with delivery data, folder details indicated that most fistula cases 

(91.1%) occurred after, or as a result of a delivery.  

All residence information taken from patient folders were coded to help characterize fistula 

prevalence at the community, district, and regional level. Fistula patients were from diverse 

communities (302 identified). Table 12 shows the distribution of fistula cases analyzed by region 

of residence in Ghana. Of the 500 OBF patient data analyzed, contact information (region where 

subject lives) was missing for 125 women (25.0%) while 21 women (5.6%) had not disclosed 
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their communities of residence in the patient folders. In all, fistula patients were spread out 

across 293 communities, 75 districts, and 10 regions in Ghana. 

 

Spatial analysis of residential data indicated that most of the fistula patients (190 subjects, 

representing 50.7% of women) were from the Northern Region, while 65 subjects (representing 

17.3% of women) were from the Central Region of Ghana. Some of the fistula patients also lived 

in the Volta Region (8.3%), Upper East (8.3%), Upper West (5.6%), Western (3.5%), Brong 

Ahafo (3.2%), Greater Accra (2.1%), Ashanti Region (0.8%) and Eastern Region (0.3%). 

 

Table 12: Distribution of obstetric fistula by Region in Ghana 

  
Frequency Percent 

 Missing residence data 125 25.0 

Valid residence data 375 75.0 
Total 500 100.0 

  
Region Frequency Percent 

 Ashanti 3 0.8 

Brong Ahafo 12 3.2 

Central 65 17.3 

Eastern 1 0.3 

Greater Accra 8 2.1 

Northern 190 50.7 

Upper East 31 8.3 

Upper West 21 5.6 

Volta 31 8.1 

Western 13 3.5 

Total 375 100.0 
 
 
Table 13 shows the distribution of obstetric fistula cases in Ghana analyzed at the District level. 

On a national scale, Northern and Central Region of Ghana had the highest proportion of resident 
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fistula cases (51.3% and 17.3%, respectively). In the Northern Region, districts with fistula cases 

included Nanumba North (13.7%), Tamale Metropolitan (11.6%), Yendi Municipal (11.6%), 

Zabzugu/Tatale (11.6%), Kpandai (6.3%), and East Gonja District (5.8%). In the Central Region, 

Mfantseman Municiapl had 23.1% of OBF cases, followed by Ekumfi (7.7%), Awutu/Senya 

(6.2%), Cape Coast Metropolitan (6.2%), Twifo/Heman/Lower Denkyira District (6.2%) and 

Assin North Municipal (4.6%).  

 

Volta and Upper East Region each 6.1% of the OBF cases, which are the third highest rates in 

Ghana. Fistula patients from Volta Region came from Districts such as Nkwanta North (35.5%), 

Krachi West (32.3%), Nkwanta South (9.7%) and Hohoe (6.5%). Districts in the Upper East 

Region with fistula cases included Bawku Municipal (25.8%), Bolgatanga Municipal (22.6%), 

Kassena-Nankana (19.4%) and Garu-Tempane District (12.9%). 

 

In the Upper West Region, some districts presenting with OBF cases included Wa Municipal 

(38.1%), Wa West (28.6%) and Lawra district (19.0%). Some districts in the Western Region of 

Ghana with fistula cases comprised Sekondi Takoradi Metropolitan (23.1%) Takwa Nsuaem 

Municipal (15.4%) and Ellembelle district (15.4%). 

 

Districts presenting with fistula cases in the Brong Ahafo Region included Kintampo South 

(33.3%), Attebubu-Amanti (25%), and Sunyani Municipal (16.7%). In the Ashanti Region, only 

two districts, Adensi-Praeso and Kumasi Metropolitan reported OBF cases (33.3% each). Few 

OBF cases were seen from the Brong Ahafo, Greater Accra, Ashanti and Eastern Region. There 

were only two districts in Greater Accra Region with fistula cases; these were Accra 

Metropolitan (62.5%) and Tema Metropolitan district (37.5%). In the Eastern Region, only one 

district (New Juaben Municipal) reported a fistula case.  
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Table 13: Distribution of obstetric fistula by District in Ghana 

Region = Ashanti 
  

District Frequency Percent 
 Ashanti Region (community not specified) 1 33.3 

Adensi-Praeso 1 33.3 
Kumasi Metropolitan 1 33.3 
Total 3 100.0 

   
 
 
 
Region = Brong Ahafo 
 District Frequency Percent 

 Brong Ahafo Region (community not specified) 1 8.3 

Atebubu-Amantin 3 25.0 

Banda 1 8.3 

Kintampo South 4 33.3 

Sunyani Municipal 2 16.7 

Wa West 1 8.3 

Total 12 100.0 
a. Region = Brong Ahafo  

 
 

 
Region = Eastern 
 District Frequency Percent 
 New Juaben Municipal 1 100.0 

Total 1 100.0 
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Table 13 continued. Prevalence of obstetric fistula by District in Ghana  

Region = Central 
 District Frequency Percent 
 Central Region (community not specified) 10 15.4 

Abura/Asebu/Kwamankese 3 4.6 
Agona West Municipal 1 1.5 
Ajumako/Enyan/Essiam 2 3.1 
Assin North Municipal 3 4.6 
Awutu/Senya 4 6.2 
Cape Coast Metropolitan 4 6.2 
Effutu Municipal 3 4.6 
Ekumfi 5 7.7 
Gomoa East 1 1.5 
Gomoa West 2 3.1 
Komenda/Edina/Eguafo/Abirem Municipal 5 7.7 
Mfantseman Municipal 15 23.1 
Twifo/Heman/Lower Denkyira 4 6.2 
Wassa East 3 4.6 
Total 65 100.0 

   
 
 
Region = Greater Accra 
 District Frequency Percent 
 Accra Metropolitan 5 62.5 

Tema Metropolis 3 37.5 
Total 8 100.0 
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Table 13 continued. Prevalence of obstetric fistula by District in Ghana  

Region = Northern 
 District Frequency Percent 
 Northern Region (community not specified) 2 1.1 

Bimbilla 1 0.5 
Bole 3 1.6 
Bunkpurugu-Yunyoo 2 1.1 
Central Gonja 6 3.2 
Chereponi 1 0.5 
East Gonja 11 5.8 
East Mamprusi 2 1.1 
Gonja 1 0.5 
Gushegu 9 4.7 
Karaga 3 1.6 
Kpandai 12 6.3 
Mion 2 1.1 
Nanumba North 26 13.7 
Nanumba South 2 1.1 
Saboba/Chereponi 9 4.7 
Sagnarigu 4 2.1 
Savelugu-Nanton 5 2.6 
Swala-Tuna-Kalba 9 4.7 
Tamale Metropolitan 22 11.6 
Tolon-Kumbungu 6 3.2 
West Gonja 4 2.1 
West Mamprusi 4 2.1 
Yendi Municipal 22 11.6 
Zabzugu/Tatale 22 11.6 
Total 190 100.0 
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Table 13 continued. Prevalence of obstetric fistula by District in Ghana  

Region = Upper East 
 District Frequency Percent 
 Upper East Region (community not specified) 2 6.5 

Bawku Municipal 8 25.8 
Bolgatanta Municipal 7 22.6 
Bongo 1 3.2 
Builsa 1 3.2 
Garu-Tempane 4 12.9 
Kassena-Nankana 6 19.4 
Pusiga 1 3.2 
Talensi-Nabdam 1 3.2 
Total 31 100.0 

   
 
 
 
 Region = Upper West 
   

District Frequency Percent 
 Upper West Region (community not specified) 2 9.5 

Lawra 4 19.0 
Sissala East 1 4.8 
Wa Municipal 8 38.1 
Wa West 6 28.6 
Total 21 100.0 
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Table 13 continued. Prevalence of obstetric fistula by District in Ghana  

 
Region = Volta 
  Frequency Percent 
 Volta Region (community not specified) 1 3.2 

Ho Municipal 1 3.2 
Hohoe 2 6.5 
Jasikan 1 3.2 
Keta 1 3.2 
Krachi West 10 32.3 
Nkwanta North 11 35.5 
Nkwanta South 3 9.7 
North Tong 1 3.2 
Total 31 100.0 

   
 
  
 
 
 
Region = Western 
 District Frequency Percent 
 Western Region (community not specified) 2 15.4 

Amenfi Central (Wasa Amenfi) 1 7.7 
Ellembelle 2 15.4 
Jomoro 1 7.7 
Mpohor/Wassa East 1 7.7 
Sekondi Takoradi Metropolitan 3 23.1 
Shama 1 7.7 
Tarkwa Nsuaem Municipal 2 15.4 
Total 13 100.0 
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12.0 Health Facility Survey Assessing the Existing Capacity of the Health Sector to 
Manage Obstetric Fistula 

 

One of the objectives of this study was to assess the capacity of the health sector to manage 

obstetric fistula (OBF) in Ghana. The research team visited two fistula repair centers, one in 

Mankessim (Central Region) and another in Tamale (Northern Region). A detailed report of each 

facility’s ability to repair and manage OBF is presented below.  

 

 Facility: Mercy Women’s Centre 

Unit:  Fistula Repair Centre     

Location: Mankessim (Central Region) 

 

At Mankessim, the research team talked at length with the Health Services Administrator in charge 

of the Mercy Women’s Centre. An in-depth interview was also conducted with the Public Health 

Nursing Officer in charge of the fistula repair ward. Both confirmed that as at the time of interview 

(December 2014), the hospital did not have a resident obstetric and gynecological surgeon or a 

trained fistula surgeon. The hospital therefore had to bring in trained fistula surgeons from Accra 

(Korle-Bu Teaching Hospital) for all fistula related operations. There was one fistula repair theater 

with three operating tables in the room. The fistula ward had forty five beds and mattresses 

available. All beds were in excellent condition and ready for use if needed. 

 

Averagely, women who need fistula repair have to wait between 4 to12 weeks after booking for 

their surgery. Even though there was only one operating theater available, the study team was 

assured that there was no pressure on the theater and that women scheduled for fistula repair almost 

always had their surgeries performed on time. The Public Health Nursing Officer in charge of the 

fistula repair ward stated that since January 2014, a total of 111 cases had been seen at the facility. 

Of the 111 cases seen, 95.5% had been repaired while 4.5% were currently waiting for the next 

batch of repair (i.e. 106 cases repaired and 5 cases waiting repair). She also explained that while 

majority of fistula surgeries were successful, a rare number of cases were complicated; such that 

a woman could have part of the fistula repaired in Mankessim, after which she will be referred to 

another facility for further management (usually Korle-Bu Teaching Hospital in Accra).  
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The main types of fistula recorded at the MWC fistula Centre included vesico-vaginal fistula 

(VVF), recto-vaginal fistula (RVF) and combinations of VVF and RVF fistulae. A few cases of 

vault, cervical, and recto-urethral fistula were also logged. Overall, a total of 11 fistula cases had 

been referred to the Mankessim fistula center since January 2014, while 6 cases had been referred 

from the Centre to other health facilities. The Health Services Administrator and Public Health 

Nursing Officer both stated that any fistula patient could walk-into the Centre for an assessment 

and then be subsequently scheduled for the fistula repair. The fistula repair team at the Mercy 

Women’s Centre comprised 4 uro-gynecologists (all fistula trained) and an anesthesiologist from 

Korle-Bu Teaching Hospital (KBTH). The uro-gynecologists include Prof. Lassey, Dr. Kareem, 

Dr. Ganyaglo, and Dr. Samba. Other doctors and nurses from the Mercy Women’s Centre (notably 

Dr. Yamoah) also scrub in for fistula surgeries as needed.  

 

Regarding infrastructure and resources, the Health Services Administrator stated that while the 

bed capacity for the fistula ward was adequate, funds for fistula repair was very much needed. This 

is because fistula repair is free for patients (all expenses were borne by the hospital), but each 

fistula repair costs the facility approximately 3000 Ghana Cedis. The fistula unit therefore relies 

on sympathetic non-profit organizations and philanthropists to fund fistula surgeries. The research 

team was made aware that Nana Oye Lithur (Current Minster for Gender, Children and Social 

Protection) had secured some funding (source unknown) for the fistula unit last year (funding 

source unspecified), but those funds were used up by August 2014. This means that the hospital 

administration did not currently have funds for fistula repair; consequently the waiting period for 

the next batch of fistula repair could not be determined. In the past, the Agnes Varis Foundation 

(based in the USA) provided some monies to support fistula repair; however, that resource has 

been fully exhausted. Funding was also needed to provide meals for the women as fistula patients 

usually came in for pre-operative procedures (up to 1 week stay in the ward). Additionally, all 

repaired patients are provided with three meals a day for two weeks as they recuperated in the 

ward.  
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 Facility: Tamale Central Hospital  

Unit:  Fistula Repair Centre   

Location: Tamale (Northern Region) 

 

The research team also visited the fistula repair center at the Tamale Central Hospital (TCH) to 

assess the facility’s capacity to repair and manage obstetric fistulae (OBF). At Tamale, the team 

had in-depth discussions with the Senior Midwifery Officer in charge of the Fistula Ward and the 

Head of Obstetrics/Gynecology (OB/GYN) department. As at December 2014, TCH had one 

resident OB/GYN and another visiting OB/GYN who showed up as needed. Even though the 

resident OB/GYN at TCH was also the only trained fistula surgeon available, the hospital usually 

enlists the services of four trained fistula surgeons for all fistula related surgeries. These surgeons 

come from Tamale TTH (Tamale Teaching Hospital), Accra (Korle-Bu Teaching Hospital) and 

Canada. Supporting staff include theatre nurses from TCH as well as an anesthetist and nurses 

from TTH. The Fistula Centre had one theater with two operating tables while the fistula ward also 

had eleven functioning beds with seven extra mattresses accessible to fistula patients.  

 

The Senior Midwifery officer indicated that only a handful of women came into the facility with 

a referral from other medical institutions. Most of the fistula patients were identified and brought 

in as a result of a joint collaboration by UNFPA and the Ghana Health Services Directorate in 

Tamale. It was unclear how long women who needed fistula repair had to wait before being booked 

for surgery. The cost of fistula repair at TCH is covered by the National Health Insurance Scheme. 

The Senior Midwifery officer in charge of the fistula ward explained that surgeries are scheduled 

based on the availability of the operating surgeons; and since most of the surgeons were coming 

in from outside the hospital, patients were usually notified a week before surgery. As mentioned 

earlier, the fistula Centre had only one operating theater, but the research team was assured that 

there was no pressure on the fistula theater with regards to booking patients for surgeries. The team 

was told that women scheduled for repair always had their surgeries done on time.  

 

The Centre did not have readily accessible archives with regard to how many fistula cases were 

either referred into or out of the Centre since January 2014. The Senior Midwifery officer further 

specified that the major types of fistula seen at the TCH Fistula Centre were vesico-vaginal fistula 
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(VVF), recto-vaginal fistula (RVF) and some combinations of VVF plus RVF fistulae. Only a few 

cases of vault fistula were seen at the facility from time to time.  The Fistula Centre did not have 

a functioning kitchen with staff, consequently meals could not be provided for the patient in the 

fistula ward. The hospital however had constructed a make-shift shed behind the fistula ward 

where the families/relatives of patients could cook and prepare meals. Most repaired patients 

stayed in the ward for about 2-3 weeks before being discharged.  

 

The research team had in-depth discussions with an International Federation of Gynecology and 

Obstetrics (FIGO) accredited (2014) fistula trained surgeon at TCH (who also happened to be the 

Head of OB/GYN and the Physician In-Charge of the Fistula Centre), to find out his thoughts 

regarding fistula repair in Ghana. He explained that most fistula cases arise as a complication of 

difficult and/or prolonged labor. All pregnant women experiencing prolonged/obstructed labor at 

TCH were therefore categorized as emergency cases. A doctor would therefore have to be called 

in to assist with the delivery and perform an emergency Caesarean Section if needed. If the patient 

shows signs of possibly developing a fistula, the doctor will pass and retain a catheter in the subject 

for at least one week. This is done for the women irrespective of whether or not a C-section was 

performed. The Head of OB/GYN explained that prolonged catheter use was informed by evidence 

based scientific research showing that prolonged catheterization can heal or prevent newly formed 

fistulae from developing any further. Prolonged catheterization could also make it easier to repair 

newly formed fistulae. He recommended that the team examine evidenced based scientific studies 

by Waaldijk supporting the use of prolonged catheter retention in new fistula cases (see systematic 

review for more details on use of prolonged catheterization to treat early cases of OBF).  

 

On the issue of fistula repair, the Head of Obstetrics and Gynecology (OB/GYN) stated that he 

wouldn’t personally describe fistula repair as being “difficult” or “unrewarding” as compared to 

other gynecological surgeries. Nonetheless, he emphasized that “special skills’’ are needed in 

order for a surgeon to successfully repair any fistula. The Head of OB/GYN at TCH also stated 

that even though a few surgeons may obtain the basic skills required for operating on fistulae, 

some  shun fistula repair as a specialty because the duration of each surgery depends on the type 

and complexity of the fistula, as well as the skills/expertise of the surgeon. The Head of OB/GYN 
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also emphasized that post-operative care was vital for the success of fistula surgery because 

optimal care will prevent infections and other complications during recovery.  

 

As part of their rehabilitation, the nurses at the fistula Centre provide counselling for women after 

their repair. The counselling focused on safe childbirth, setting aside enough time for rest after 

surgeries, how to do pelvic floor exercises, the importance of avoiding sexual intercourse for a 

while (at least six months) after surgery. To help their reintegration back into society, the UNPFA 

organized yearly training for selected clients who had been successfully repaired. This training 

workshop has been going on for the past three years and all training expenses are borne by UNFPA. 

Participants were taught income generating activities such as soap making, tie and dye (batik), and 

pastry making. Additional information on UNFPA’s rehabilitation/reintegration package will be 

presented as part of the research team’s in-depth interview with the Deputy Director for Nursing 

Services at the Regional Health Directorate and the Program Manager (for fistula project) at the 

Ministry of Gender, Children, and Social Protection.
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13.0 Society of Gynecologists and Obstetricians of Ghana (SOGOG) Survey to Assess the 
Existing Capacity for Obstetric Fistula Repair in Ghana 

 

In order to assess the capacity of the health sector to manage obstetric fistula (OBF), a health 

facility survey questionnaire was administered to key administrators at the two fistulae repair 

centers (Tamale Central Hospital and Mercy Women’s Centre in Mankessim). In addition, a survey 

of the members of the Society of Gynecologists and Obstetricians of Ghana (SOGOG) was also 

conducted to shed more light on the existing capacity for obstetric fistula repair in Ghana.  

 

A total of 38 physicians participated in the SOGOG survey. Respondent specialties included 

obstetrics and gynecology (94.7%), urology (2.6%) and general practitioner (2.6%). Physicians 

surveyed were predominately male (97.37%). Only one of the doctors (2.6%) was female. The 

average age was 47.5 ± 11.5 years with a range of 35 to74 years. All the physicians stated that 

they were currently employed. The distribution of health facilities for all physicians surveyed is 

shown in Table 14. When asked if they had ever repaired a fistula before, 21 doctors (55.3%) out 

of the 38 respondents answered “yes” while 17 doctors (44.7%) answered “no”. For the most 

part, thirty four (89.5%) of the doctors mentioned that they had assisted another surgeon during a 

fistula repair. The main types of fistulae repair(s) ever performed were vesico-vaginal fistula 

(VVF) 67.6%, recto-vaginal fistula (RVF) 5.4%, and combinations of VVF and RVF repairs 

(27.0%).  

 

Within the past year, 11 physicians had performed at least one fistula repair. Between these 11 

physicians, a total of 142 fistula surgeries were carried out. All of the respondents were asked to 

rate their competency in repairing fistula. On a scale of zero to ten (none = 0, excellent = 10), the 

mean competency was reported as 4.1 ± 2.7. The range of competency from excellent to none 

was rated as follows: 10 = 2.7%, 9 = 2.7%, 8 = 5.4%, 7 = 8.1%, 6 = 13.5%, 5 = 8.1%, 4 = 21.6%, 

3 = 10.8%, 2 = 2.7%, 1 = 13.5%, and 0 = 10.8%.  
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Table 14: Employment site (health facility) of SOGOG members surveyed 

 
 

 

 

 

                                  Total           38      100.00

                                                                            

                       Winneba Hospital            1        2.63      100.00

                Volta Regional Hospital            1        2.63       97.37

              University Hospital Legon            1        2.63       94.74

        UHAS/Korle-bu Teaching Hospital            1        2.63       92.11

            Today's Specialist Hospital            1        2.63       89.47

             Tarkwa Government Hospital            1        2.63       86.84

 Tamale Central Hospital Fistula Centre            1        2.63       84.21

              Suhum Government Hospital            1        2.63       81.58

                  St Michael's Hospital            1        2.63       78.95

                    St Dominics Akwatia            1        2.63       76.32

                  Presby Hospital Bawku            1        2.63       73.68

                        Police Hospital            1        2.63       71.05

               Pentecost Hospital Accra            1        2.63       68.42

        Okomfo Anokye Teaching Hospital            3        7.89       65.79

           Mercy Women Centre Mankessim            1        2.63       57.89

                        Lister Hospital            1        2.63       55.26

                Lakeside Hospital/Accra            1        2.63       52.63

                      Lakeside Hospital            1        2.63       50.00

             Korle-bu Teaching Hospital            5       13.16       47.37

                   Holy Family Tachiman            1        2.63       34.21

               Hohoe Municipal Hospital            1        2.63       31.58

                     Green House Clinic            1        2.63       28.95

                   Ghana Medical School            1        2.63       26.32

         Efia-Nkwanta Regional Hospital            1        2.63       23.68

                      District Hospital            1        2.63       21.05

            Community Hospital Akim Oda            1        2.63       18.42

                Catholic Hospital Bator            1        2.63       15.79

           Cape Coast Teaching Hospital            2        5.26       13.16

                   37 Military Hospital            3        7.89        7.89

                                                                            

                    Employment facility        Freq.     Percent        Cum.
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All the physicians were asked whether they would describe fistula repair as being difficult as 

compared to other gynecological surgeries they have performed. A little over one-third (39.4%) 

responded in the affirmative while 31.6% responded “no”. The remaining 29% were of the view 

that fistula repair could neither be described as difficult or easy because such a distinction would 

depend on many factors including the type and location of fistula, degree of complication and 

skill or training of the surgeon. Physicians were also asked if they would describe the duration 

for fistula repair as long as compared to other gynecological surgeries they have performed. 

Twenty nine percent of respondents said “yes”, 23.7% said “no”, and the majority (47.3%) said 

that it would depend on one or several factors e.g. the type of fistula, the extent of damage, the 

severity of the fistula, the size of the fistula, the degree of complication, and the competency/skill 

of the surgeon. 

 

Of the 38 doctors surveyed, only 8 (21.0%) had received surgical training on how to repair 

obstetric fistula. Two physicians had received fistula repair training in 2014 while the remaining 

7 had their fistula repair training between 1991 and 2009. Among those who reported not having 

received any fistula training, we asked if they would be interested in receiving surgical training 

on how to repair obstetric fistulae. Most of the doctors (21 doctors, 72.4%) expressed interest in 

obtaining fistula repair training while 8 doctors (27.6%) did not wish to pursue training in fistula 

repair. 

 

Some of final sentiments (comments) shared by the surveyed physicians on repairing obstetric 

fistulae were expressed as follows: 

  “Prevention is better than cure. Better monitoring and care needed to prevent prolonged 

labor and thus fistula occurrence” 

 “I worked in the Upper-West region. The situation is bad and there is the need for a 

Fistula Centre” 

  “The training is very important. It depends on where you are working and whether a lot 

of cases present themselves. Doctors who work in the North need this competency” 

  “The more cases you get the more proficient you get, and so if very few cases come to 

your institution you may start to lose your skills even if you had it” 
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 “Most cases are referred to urologists but they are few so gynecologists should be 

trained to help” 

  “All gynecologists should be made to take the specialty in obstetric fistula surgery 

because most of them do not have the skill” 

  “I got a 6 weeks training in repairing fistula at Hamlin in Addis Ababa, but I have not as 

yet repaired a single because the cases are in the communities and do not come to the 

hospitals” 

  “Repairing of obstetric fistula is challenging and frustrating for both patient and 

surgeon” 

  “Fistula is uncomfortable for the patient and a difficult surgery but once you have the 

skills you are confident to do a good job” 

 “Outreach programs should be compulsory for resident doctors before they are 

certified” 

  “If we want fistula repair to be successful, a core team should be set up with people 

interested and dedicated to train other people to get the skill. Special hospitals should be 

set up for only fistula patients and should not be mixed with regular gyne-patients” 

 “Perhaps for training purposes develop a Fistula Centre in one or two highly endemic 

areas. Apportion one or two months for rotation in such Centre’s” 

  “Workshops on obstetric fistula repair should be frequent and visible”
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14.0  Conclusions and Recommendations 
 

Obstetric fistula (OBF), which includes both vesico-vaginal fistula (VVF) and recto-vaginal 

fistula (RVF), represents a critically important but largely neglected problem in the field of 

reproductive health. Although fistula is preventable and curable, it will most likely remain a 

major public health problem for some more years to come, and this is because there is a lack of 

funding and infrastructure for adequate obstetric health care delivery throughout the country. 

Although health care at the primary level alone cannot resolve the problem of OBF, primary 

health care is integral for early detection of obstructed labor and to ensure that it is not prolonged 

by doing a C-section on time. Fistula is a problem of the developing world, unfortunately, our 

resources are limited.  There is a need for national stakeholders and policy makers to partner 

with the industrialized world and benevolent organizations to tackle and eradicate OBF.  

 

The following recommendations have been outlined to have an impact on the growing situation of 

obstetric fistula in Ghana. 

 Information / Advocacy  

o Firstly, there should be action-oriented research that directly involves patients who suffer 

from the condition. This will be aimed at making the victims understand the condition they 

are suffering from and to provide advocacy and also to provide understanding for 

stakeholders and policy makers.  

o Secondly, there should be partnership with people and institutions that are committed with 

reproductive health research. This aims to understand the underlying factors of the 

condition including the economic and social vulnerability.  

o More researches should be done to create a data base on the incidence and the prevalence 

of fistula on a national scale.  

 

 Prevention  

o There should be large scale sensitization and awareness health education workshops for 

the general public about the important of attending antenatal clinics and seeking skilled 

attendant care during childbirth.  
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o Introduce participatory planning. 

o Provide screening sites and choose vantage points in the community. 

o Provide the community with a schedule of screening events. 

o Creating screening teams and ensure that they keep good records. 

 

 Treatment - More OBF repair units should be established across the country in primary health 

care facilities, especially in regions where OBF cases are prevalent. This way, simple fistulas 

can be repaired while complex ones are referred to available teaching hospitals. The repair of 

fistula should also be free for patients.  

 

 Rehabilitation / Reintegration– Repaired patients should be provided with the necessary 

support to help them regain their lives and livelihoods. Families of repaired patients may need 

to be counseled on the power of social support/capital and why the repaired patient requires 

this help. Some clients may also need to be counseled on the psychological burden associated 

with unsuccessful repairs. A lot of treatment facilities are quick to identify that rehabilitation 

of the treated women is vital because most women who are treated refused to leave the Centre 

as they do have anywhere else to go. It is therefore very important for facilities to develop a 

program to train and equip such women to boost their self-esteem and social status and to make 

it easier for them to fit back into society.  

 

 Training - There is a pressing need to train more surgeons (especially gynecologists and 

urologists) to gain the skills for fistula repair. General practitioners must also be considered as 

part of capacity building on OBF eradication. They need to know how to identify the types of 

fistulas, repair the simple ones, and to identify which OBF cases must be referred to teaching 

hospitals / Fistula Repair Centre’s.  

 

 Partner Organizations - Addressing OBF on a national scale is an overwhelming task must 

involve partner organizations such as the world health organization (WHO), United Nations 

Population (UNFPA), and the Worldwide Fistula Fund (WFF); whose involvements from 

programs across the globe can inform national strategies.  
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In conclusion, the problem of obstetric fistula is a public health concern for the nation. There are 

many OBF victims in our communities, especially the rural areas. These women go through all 

kind of ordeals ranging from physical, psychological and social abandonment. Fistula can be 

surgically treated by a well-trained practitioner, however, it is better to prevent them from 

happening in the first place, especially in countries (such as Ghana) that have limited medical 

resources. The best way to prevent fistulas is by educating pregnant women and preventing 

prolonged obstructed labors, and this can be achieved through sensitizations and the use of well-

trained doctors and midwives at delivery. Eradication of OBF has been achieved by some resource-

poor countries, and this gives the hope that eradication could be achieved in Ghana as well. It is 

about time OBF is given some serious attention in Ghana.



141 
  

15.0 References  
 

Adaji, S. E., Shittu, O. S., Bature, S. B., Nasir, S., & Olatunji, O. (2010). Suffering in silence: 

Pregnant women's experience of urinary incontinence in zaria, nigeria. European Journal of 

Obstetrics & Gynecology and Reproductive Biology, 150(1), 19-23.   

Adler, A., Ronsmans, C., Calvert, C., & Filippi, V. (2013). Estimating the prevalence of obstetric 

fistula: A systematic review and meta-analysis. BMC pregnancy and childbirth, 13(1), 246.  

Adler, A. J., Fox, S., Campbell, O. M., & Kuper, H. (2013). Obstetric fistula in southern sudan: 

Situational analysis and key informant method to estimate prevalence. BMC pregnancy and 

childbirth, 13(1), 64.   

Ahmed, S., Genadry, R., Stanton, C., & Lalonde, A. (2007). Dead women walking: Neglected 

millions with obstetric fistula. International Journal of Gynecology & Obstetrics, 99, S1-S3. 

Ahmed, S., & Holtz, S. (2007). Social and economic consequences of obstetric fistula: Life 

changed forever? International Journal of Gynecology & Obstetrics, 99, S10-S15. 

Bangser, M. (2006). Obstetric fistula and stigma. The Lancet, 367, 535-536. 

Bangser, M. (2007). Strengthening public health priority-setting through research on fistula, 

maternal health, and health inequities. International Journal of Gynecology & Obstetrics, 

99, S16-S20.   

Cook, R. J., Dickens, B. M., & Syed, S. (2004). Obstetric fistula: The challenge to human rights. 

International Journal of Gynecology & Obstetrics, 87(1), 72-77.   

Creanga, A., & Genadry, R. R. (2007). Obstetric fistulas: A clinical review. International Journal 

of Gynecology & Obstetrics, 99, S40-S46.   

Danso, K. A., Martey, J., Wall, L. L., & Elkins, T. E. (1996). The epidemiology of genitourinary 

fistulae in Kumasi, Ghana. International Urogynecology Journal, 7(3), 117-120.  

Danso, K.A., Opare-Addo, H.S., Turpin, C.A. (2007). Obstetric fistula admissions at Komfo 

Anokye Teaching Hospital, Kumasi, Ghana. International Journal of Gynecology & 

Obstetrics, 99(1), S69-70.  

Donnay, F., Weil, L. (2004). Obstetric fistula: the international response. Lancet, 363, 72-73. 



142 
  

Fenner, D. E., Genberg, B., Brahma, P., Marek, L., & DeLancey, J. O. (2003). Fecal and urinary 

incontinence after vaginal delivery with anal sphincter disruption in an obstetrics unit in the 

united states. American Journal of Obstetrics and Gynecology, 189(6), 1543-1549.   

Ghana Ministry of Health, Ghana Health Service (2011). National assessment for emergency 

obstetric and newborn care. Ghana Ministry of Health and Ghana Health Service. Accra. 

Hassan, M.A., & Ekele, B.A. (2009). Vesico-vaginal fistula: do patients know the cause? Annals 

of African Medicine, 8(2):122-126. 

Holme, A., Breen, M., & MacArthur, C. (2007). Obstetric fistulae: A study of women managed at 

the monze mission hospital, zambia. BJOG: An International Journal of Obstetrics & 

Gynaecology, 114(8), 1010-1017.   

Johnson, K. (2007). Incontinence in malawi: Analysis of a proxy measure of vaginal fistula in a 

national survey. International Journal of Gynecology & Obstetrics, 99, S122-S129.  

Jokhio, A., & Kelly, J. (2006). Obstetric fistulas in rural pakistan. International Journal of 

Gynecology & Obstetrics, 95(3), 288-289.   

Kalilani-Phiri, L. V., Umar, E., Lazaro, D., Lunguzi, J., & Chilungo, A. (2010). Prevalence of 

obstetric fistula in malawi. International Journal of Gynecology & Obstetrics, 109(3), 204-

208.   

Kay, A., Idrissa, A., & Hampton, B. S. (2014). Epidemiologic profile of women presenting to the 

national hospital of niamey, niger for vaginal fistula repair. International Journal of 

Gynecology & Obstetrics, 126(2), 136-139.   

Kazaura, M.R., Kamazima, R.S., Mangi, E.J. (2011). Perceived causes of obstetric fistulae from 

rural southern Tanzania. African Health Sciences, 11(3), 377-382. 

Maheu-Giroux, M., Filippi, V. r., Samadoulougou, S. k., Castro, M. C., Maulet, N., Meda, N., & 

Kirakoya-Samadoulougou, F. (2015). Prevalence of symptoms of vaginal fistula in 19 sub-

saharan africa countries: A meta-analysis of national household survey data. The Lancet 

Global Health, 3(5), e271-e278.   

Moore, K. N., Gold, M. A., McMeekin, D. S., & Zorn, K. K. (2007). Vesicovaginal fistula 

formation in patients with stage iva cervical carcinoma. Gynecologic oncology, 106(3), 498-

501.  



143 
  

Murray, C., Goh, J. T., Fynes, M., Carey, M.P. (2002). Urinary and fecal incontinence following 

delayed primary repair of obstetric genital fistula. BJOG: an International Journal of 

Obstetrics and Gynecology, 109, 828-832. 

Nafiou, I., Idrissa, A., Ghaichatou, A., Roenneburg, M., Wheeless, C., & Genadry, R. R. (2007). 

Obstetric vesico-vaginal fistulas at the national hospital of niamey, niger. International 

Journal of Gynecology & Obstetrics, 99, S71-S74.  

Obstetric Fistula Needs Assessment Report: Findings from Nine African Countries (2003). 

UNFPA and Engender Health. 440 Ninth Avenue New York, NY 10001 U.S.A. 

Okoye, U.O., Emma-Echiegu, N., Tanyi, P.L. (2014). Living with vesico-vaginal fistula: 

experiences of women awaiting repairs in Ebonyi State, Nigeria. African Journals Online, 

16(4).  

Rijken, Y., & Chilopora, G. (2007). Urogenital and recto-vaginal fistulas in southern malawi: A 

report on 407 patients. International Journal of Gynecology & Obstetrics, 99, S85-S89.  

Shimellis, F., Hailemariam, S., Fessahaye, A. (2010). Incidence, causes and outcome of obstructed 

labor in Jimma University specialized hospital. Ethiopian Journal of Health Science. 20(3), 

145-151. 

Stanton, C., Holtz, S., & Ahmed, S. (2007). Challenges in measuring obstetric fistula. International 

Journal of Gynecology & Obstetrics, 99, S4-S9.   

Tebeu, P. M., De Bernis, L., Doh, A. S., Rochat, C. H., & Delvaux, T. r. s. (2009). Risk factors for 

obstetric fistula in the far north province of cameroon. International Journal of Gynecology 

& Obstetrics, 107(1), 12-15.   

Tsui, A., Creanga, A., & Ahmed, S. (2007). The role of delayed childbearing in the prevention of 

obstetric fistulas. International Journal of Gynecology & Obstetrics, 99, S98-S107.   

Tunçalp, Ö., Isah, A., Landry, E., & Stanton, C. K. (2014). Community-based screening for 

obstetric fistula in nigeria: A novel approach. BMC pregnancy and childbirth, 14(1), 44.  

Vangeenderhuysen, C., Prual, A., & el Joud, D. O. (2001). Obstetric fistulae: Incidence estimates 

for sub-saharan africa. International Journal of gynecology and obstetrics, 73(1), 65-66.  

Waaldijk, K. (2004). The immediate management of fresh obstetric fistulas. American Journal of 

Obstetrics and Gynecology, 191, 795-9. 

Waaldijk, K. (1994). The immediate surgical management of fresh obstetric fistulas with catheter 

and/or early closure. International Journal of Gynecology & Obstetrics, 45(1), 11-16.   



144 
  

Wall, L. L. (2006). Obstetric vesicovaginal fistula as an international public-health problem. The 

Lancet, 368(9542), 1201-1209.   

Wall, L. L., Karshima, J. A., Kirschner, C., & Arrowsmith, S. D. (2004). The obstetric 

vesicovaginal fistula: Characteristics of 899 patients from jos, nigeria. American Journal of 

Obstetrics and Gynecology, 190(4), 1011-1016. 

World Health Organization (2009). Monitoring emergency obstetric care. A handbook. WHO. 

Geneva.  

World Health Organisation (2014). 10 facts on obstetric fisstula. Last updated may 2014. Available 

at http://www.who.int/features/factfiles/obstetric_fistula/en/ 

Zheng, A. X., & Anderson, F. W. (2009). Obstetric fistula in low-income countries. International 

Journal of Gynecology & Obstetrics, 104(2), 85-89.   

Zheng, A. X., Harrington, A. H., Love, S. A., Th. lémaque, L. D., & Anderson, F. W. (2013). 
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16.0 Appendices 
Appendix A – Informed Consent 
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Appendix A continued – Informed Consent 
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Appendix B – Subject Questionnaire 
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Appendix B Continued – Subject Questionnaire 
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Appendix B Continued – Subject Questionnaire 
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Appendix C – Survey of Church Gardens 
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Appendix C Continued – Survey of Church Gardens 
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Appendix C Continued – Survey of Church Gardens 
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Appendix D – Review of Patient Records 
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Appendix D Continued – Review of Patient Records 
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Appendix E – Health Facility Assessment 
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Appendix F – Survey of SOGOG Members 
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