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ABSTRACT 

Background: Obstetric fistula is a breach in the birth duct by means of undue labor 

without appropriate and prone health aid. It is an obstructed labor lacking well-timed 

health interference, usually caesarean section. This is a condition where the baby 

always dies during labor. In the condition the woman concern is generally left with 

internal wound that leaves her leaking urine and waste. 

Objectives: The aim and objective is to assess the factors responsible for obstetric 

fistula among women. To find out the categories of women who suffered more from 

the disease. To find out ways of preventing occurrences of obstetric fistula. 

Design: The research design is descriptive. It will assess the characteristics of 

women suffering from obstetric fistula. Data in respect of their place of birth, 
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presence of a skilled birth attendant, the duration of labor, mode of delivery, the 

presence of antennal care, the age at marriage, the age of first delivery. 

Settings of research study: This research was carried out in Gambo Sawaba General 

Hospital (GSGH), Kofan Gaya Zaria city. 

Population: The population of this study was 17 which included two doctors, a nurse 

and 14 women who were registered in GSGH and had obstetric fistula.  

Method: With permission from the GSGH, two set of questionnaires were 

distributed to the patients with obstetric fistula and the other for doctor and a nurse 

were used. The questionnaires were structured in order to attain general data 

regarding obstetric fistula. This patient’s survey was used to assess the knowledge of 

the patients on obstetric fistula.  

Result of research study: From the result gotten, lack of adequate ante-natal care 

contributed to the occurrence of obstetric fistula in Zaria. Also lack of education and 

the fact that women got married at early ages contributed significantly to the 

prevalence of obstetric fistula in Zaria and its neighbouring villages.  
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CHAPTER ONE 

Introduction 

 The importance of adequate health care to citizens of all nations cannot be 

over-stressed. The provision of adequate health care contributes immensely to the 

overall development of any nation. Similarly, poor health delivery contributes 

negatively to the development of a nation. 

 The prevalence of obstetric vesicovaginal fistula (VVF) in developing 

countries particularly among young women has become a major health problem that 

deserves serious attention by government of such countries. According to World 

Health Organization (WHO) obstructed labor contributes significantly to maternal 

death (WHO, 2014). In Nigeria, because of its prevalence, obstetric vesicovaginal 

fistula particularly in the northern states, due consideration is given to obstetric 

fistula by World bodies such as United States Agency for International Development 

(USAID). For example, in one of its projects in 2013, about 2822 women were 

treated obstetric fistula (USAID, 2013). 

1.1 Statement of the problem 

Due to the persistence of VVF in emerging countries, Nigeria inclusive, it becomes 

imperative to study this phenomenon because of its likely negative impact on the 

affected population. The rising number of the cases of obstetric VVF particularly in 

the northern part of Nigeria makes it necessary to undertake this study. This is further 

justified by the revelation of USAID of 50,000 to 100,000 cases and with new ones 

yearly. The assessments of the prevalence and knowledge of obstetric VVF in Zaria, 

Kaduna State which, is in the Northern part of Nigeria, mostly affected by the 

disease makes it worthwhile.  
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1.2Aims and Objectives of the study: 

 This study is concerned with the prevalence of obstetric VVF and factors 

responsible for its occurrence among women in Kaduna state. It also centers on the 

categories of women that suffer from the disease and finding ways of preventing the 

occurrence of the disease among women in Kaduna state, which is the focus of the 

study. It is for these obvious reasons that the study concentrates on Gambo Sawaba 

General Hospital Zaria, Kaduna State; a major service point for fistula surgery. The 

research design of the study is descriptive. It assesses the characteristics of women 

suffering from obstetric fistula. Data in respect of their place of birth, presence of a 

skilled birth attendant, the duration of labor, mode of delivery, the presence of 

antennal care, the age at marriage and the age of first delivery.  

 

1.3Research questions 

The study dwells on research questions such as:  

1. What are the causes of obstetric VVF? 

2. What are some of the preventable measures of obstetric VVF? 

3. What are some of the treatment measures of obstetric VVF? 

4. What are the categories of women that suffer from obstetric VVF? 
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1.4 Hypothesis 

The following hypothesis are proffered for the study:  

1. Early marriage contributes significantly to the prevalence of obstetric fistula 

in Zaria and its environs. It is a common tradition among the indigenes of 

Zaria local government and its neighboring villages to marry off girls at a 

very young age, and this is because the people do not really understand the 

outcomes of giving birth at a young age. 

2.  Illiteracy has direct relationship with the occurrence of obstetric fistula. Lack 

of knowledge and information on obstetric fistula will be the major factor that 

drives the occurrence of the disease. 

3. Lack of adequate ante-natal care contributes greatly to the occurrence of 

obstetric fistula in Zaria and its environs. 

 

 

  



4 

1.5Assumptions of the study: 

 The study assumes that obstetric fistula has negative effect on the affected 

women. Besides, psychological problems it can also impact negatively on the 

productivity and wellbeing of the affected women (patients). This can also affect the 

population growth of women in the affected area 

 

1.6Significance of the study: 

This study contributes to body of knowledge in area of obstetric VVF. It provides 

systematic analysis of obstetric VVF and areas where future studies can be carried 

out. These areas include the impact of obstetric VVF on population growth of 

women. 
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CHAPTER TWO 

Review of Related Literature  

2.1 Introduction 

Obstetric VVF is persistent in developing countries; nevertheless the hard work of 

governments and other interested parties in trying to draw attention to the 

circumstance and create devoted centers for the repair and recovery of the women 

affected has had some success (Umoiyoho A.J, 2012). The World Health 

Organization (WHO) expresses that obstructed labor happens in 5% of all live births 

and is in responsible for 8% of all maternal deaths (WHO, 2014). 

       According to the textbook titled Obstetrics and Gynecology, An estimate of 

400,000 to 800,000 women are affected worldwide(Beckmann, 2010) with 

approximately 50,000 to 100,000 cases of obstetric fistula transpire in Nigeria with 

new cases each year (WorldWide Fistula Fund, 2014). In five states in northwestern 

Nigeria, USAID is working to address the task of obstetric fistula. During the 

project’s first three years 2,822 women received fistula repair surgery(USAID, 

2013). 

2.2 Obstetric Fistula 

Obstetric fistula is the existence of a breach in a female’s genital tract or in the 

middle of the genital tract and the intestines (Tebeu, 2012).  

   It is usually caused by a leak of urine through the vagina. The breach between the 

genital tract is called vesicovaginal fistula, while the breach between the genital tract 

and the intestines is called rectovaginal fistula (Hilton, 2001). The VVF is evident by 

the leakage of the urine through the vagina while the RVF is categorized by leakage 
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of flatus and stool through the vagina (Tebeu, 2012). These two are characterized 

with obstinate unpleasant smell. 

   Obstetric fistula is also a breach in the birth duct by means of undue labor without 

appropriate and prone health aid. It is an obstructed labor lacking well-timed health 

interference, usually caesarean section. This is a condition in which the baby always 

dies during labor. In the condition the woman concerned is generally left with an 

internal wound that leaves her leaking urine and waste. Obstetric fistula is also 

ischemia of the soft tissue between the vagina and the urinary tract or between the 

vagina and the rectum by compacting of the feta head. It is also the direct slitting of 

the identical soft tissue throughout impulsive delivery or obstetric maneuvers. 

Obstetric fistula is also a difficulty of delivery or uterine evacuation commonly in the 

absence of experienced health staff help (Tebeu, 2012). 

   Obstetrician gynecologists offer care to obstetric patients and it is equally 

important part of the major care needs for more than half of the women in the United 

States. He or she must be capable of creating a good qualified connection with 

patients, and must be able to execute an outstanding general and woman’s health 

history, review in systems, and physical examination (Beckmann, 2010). 
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Figure 1 Is an obstetrical drawing of obstructed labor. Form Practical obstetric 

surgery by Brain Hancock, 2009. 

 

 

2.3 How many grieve from obstetric fistula?  

    Every single year between 50 000 to 100 000 women worldwide are affected by 

obstetric fistula, a hole in the birth canal. The growth of obstetric fistula is directly 

interrelated to one of the main causes of maternal mortality: obstructed labor (WHO, 

2014). 

Assessments by the World Wide Fistula Fund set between two million to three point 

five million females in emerging regions grieving from obstetric VVF. It is precisely 

vital to notify that some time ago, cases of fistula were conventional in western 

regions. Through the enactment of trials that made obstetric healthcare amenities 

accessible to mothers and expectant mothers as well, obstetric fistula has been 

phased out over time in advanced world (WorldWide Fistula Fund, 2014). 
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      Although obstetric fistula has various causes, different cases have common 

characteristics. Fistula often occurs in impoverished areas. This high occurrence rate 

is attributable to the rampant cases equally informed and uninformed, of persistent 

congested labor and non-existent or unreachable dedicated prenatal amenities. 

Congested labor is frequently a result of small pelvic size, ensuing from female’s 

youth, underdeveloped productive tract, and lack of funds for medical services at the 

national level and family stages. These factors regularly lead to high incidence of 

fistula (WorldWide Fistula Fund, 2014).  

2.4 Epidemiology of obstetric fistula  

      An elementary obstetric history comprises the number of pregnancies (gravidity), 

the number of pregnancies beyond twenty weeks gestation (parity), and the number 

of pregnancies that finished preceding twenty weeks gestation (abortions). 

Comprehensive obstetric care comprises the accurate diagnosis of pregnancy 

monitored by initial detailed assessment early in pregnancy; periodic investigations 

in addition to screening tests as applicable over the course gestation; patient training 

addressing pregnancy care, labor and delivery, nourishment, keeping fit and prompt 

infant precaution; and management of the patient all through labor, delivery, and the 

postpartum period; hence obstetric care is planned to indorse good health during the 

course of normal pregnancy, including screening for and handling of any obstacles 

that may possibly progress. 

Prolonged labor can cause damaging effects on equally the fetus and mother. 

Maternal risks include infection period, prolonged labor is associated with the 

passage of meconium into the amniotic fluid and, subsequently, the risk of 

meconium aspiration syndrome (Beckmann, 2010). 
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      This situation remained eradicated in rich nations the minute obstetric care 

amended and the Cesarean section became widely obtainable all over the world. 

Unhappily, obstetric fistula lingers to distress women all over the emerging world. 

Pregnant women in certain parts of Africa and Asia, amongst additional areas, must 

grieve the anguish of equally elongated labor and the damage it can cause with slight 

or certainly not access to elementary healthcare. In virtually all known occurrences a 

female suffering from this damage open to a cascade of physical, social, and mental 

devastations, leaving the woman in question to sustain unconceivable agony with no 

sustenance and little courage. Furthermore in addition to being cast out of her family 

and deprived of the chance to make a living for herself, her damages possibly will 

cause infertility, repeated contaminations, loss of erotic role, paralysis and in the long 

run death. Women who contract fistula are regularly exceptionally young, 

underprivileged and ignorant of – or incapable of access to the treatments obtainable 

to healing their ravaged bodies (Beckmann, 2010). 

 

2.5 Causes of Obstetric Fistula  

    There are several factors that cause obstructed or prolonged labors. Obstetric 

trauma, pressure necrosis allowing compression of the vesicovaginal septum, is the 

highest usual source of obstetric fistula. In the process of childbirth, that is labor, the 

bladder is usually shifted in ascending form into the stomach, carrying the base of the 

bladder trigone and also the bladder neck (urethrovesical junction) to lie amid the 

fetal skull and the posterior aspect of the pubic bones(Zacharin, 2008). A precise 

number of bladder "damages" is generally unavoidable during the procedure of 

childbearing. In acystoscopic of ordinary females for example promptly after 
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delivery at 24 hours and on the quarter postnatal date, certain adjustments were 

discovered, in all specific instances indicative of bladder trauma (Goh, 2010). 

Consequently, most of these patients will have a past of prolonged or hindered labor. 

The necrosed span normally sloughs in the middle of the second and third day of the 

puerperium, emerging in urinary incontinence, and if the rectum is encompassed, 

fecal incontinence as well (Miller, 2012). 

    Normally the region altered is the anterior vaginal wall and the underlying bladder 

neck, but irregularly the distress could entail the higher vagina, and from time to time 

include the frontal brim of the cervix. Urethral injury could in addition take place 

(Goh, 2010). Virtually, the whole frontal vaginal wall, in several cases encompassing 

a part of the urethra, could be missing, providing development to the so-called 

circumferential fistula (Beckmann, 2010). 

Cephalopelvic Disproportion: Even though prolonged and obstructed labor is a 

direct driving reason of obstetric fistula, it is perpetually an outcome of abandoned or 

unmanaged cephalopelvic disproportion (Wall, 2012). For example, pelvic 

disfigurements due to rickets or ospelvic are hardly ever seen in the present day, such 

that the commonest source for pelvic insufficiency is for the most part a slender 

pelvis. It has been made known in the studies on the African pelvis that as the brim is 

of the gynecoid form, it is distinctly decreased in all of its diameters (Hancock, 

2012). In Nairobi, it has been demonstrated that the standard real conjugate between 

women sustaining fistula was less than 9 cm. As a consequence, cesarean section in 

consecutive pregnancy is suggested for all women who have experienced repair 

(Zacharin, 2008). 
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    Most who have written on the issue of VVF, report the highest occurrence among 

young women. In Uganda, Grech discovered the most elevated rate in the 18 to 21 

year-old age group, and in Kenya, the top incidence was noted in the 20 to 24 year 

age group (USAID, 2013). The bulk of women tolerate the injury as providing origin 

to their early child. However, the condition is additionally discovered in extra 

women of higher equality (Goh, 2010). Speaking in general, a VVF in a profoundly 

porous woman recommends the damage was whichever because of crack of the 

uterus or to a functioning technique (Hancock, 2012). In the larger part of cases, the 

child is stillborn or dies soon after conception. The stillbirth rate in Nigeria has been 

accounted for to range somewhere around 64% and 79%, and of those conceived 

alive, more than half died in the neonatal period (Beckmann, 2010). 
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Figure2: Pathway leading to obstetric fistula formation  
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2.6 Pathophysiology   

   The prominent source of VVF by far in Africa is obstetric damage. 87% of the 

incidents of urinary fistula in Nairobi happened to be linked with labor. Non- 

obstetric surgical procedures, such as pelvic overhaul procedures and hysterectomy, 

report for less than 5% of VVF cases in growing states. 

    When the mother is experiencing labor and there is no assistance, the mother’s 

pelvic bone damages her soft tissue due to the pressure of the baby’s head; this 

results in the formation of a gap that separates the vagina and the bladder. This 

further leads to obstruction of blood flow to the tissue causing the death of the tissue 

(necrosis) (Campaign to end fistula , 2014). 

     It is not surprising that a recent small study has confirmed that many patients 

suffer from severe depression. Sympathetic handling is called for, but no amount of 

‘counseling’ will improve a patient’s mental state until she has been cured of 

constant incontinence (Tebeu, 2012). Women who suffer from fistula live almost 

exclusively in rural areas of very resource constrained countries, and are therefore 

some of the least empowered human beings on the planet. Obstetric fistula impacts 

almost no one in the developed world since it was largely eradicated a century ago 

when access to emergency obstetric care became widespread (Grant, 2013). 
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Associated Complications  

    Urinary disease is frequent and is increased by existence by of bladder calculi and 

a little of that could cause hydroephrosis (Bimbola, 2013). In immense fistula, the 

bladder dome could prolapse all the way through the fistulous breach to present in 

the vagina. In such cases, the ureteric openings are arranged at or near the vaginal 

frontier, and ought to be catheterized before dissection is commenced to avoid 

damage for the duration of the repair (Beckmann, 2010). 

   The most discernible inconvenience is the serious abrasion of the vulvar skin 

because of constant irritation by the leak of urine. The ammonia freed by urea-

spitting organisms is accountable for this difficult dermatitis (Tahzib, 2006). Quickly 

the altered skin gets to be contaminated and could lead to ulceration or warty 

developments. The skin can be protected to some degree by the appliance of water 

repelling agents, for example, zinc oxide or silicon cream (Arrowsmith, 1996). 

   Obstetric Palsy (can cause you to drag your foot on the ground when you walk) is 

perceived every now and then in patients with VVF (Mohammed, 2015). The 

condition is believed to be brought about primarily by weight on the sacral nerve 

roots, followed by damage of the myelin sheath, and afterward emulated by edema 

and perineural inflammatory response. In the event that the damage is mild, function 

proceeds rapidly. In the event that it has been sufficiently extreme to break the axons, 

recovery takes quite a while (Mohammed, 2015). 

   Extreme vaginal stenosis could lead to comprehensive scarring and contamination 

and could from time to time occlude access to the upper vagina and cervix. To a 

certain extent a very strong fibrous band runs diagonally across the posterior vaginal 

wall and hinders access to the upper vagina (Beckmann, 2010). In these cases with 
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no RVF, there is recommendation that there was harsh pressure damage to the 

rectovaginal septum that afterward is cured by fibrosis. Vaginal stenosis could 

additionally be provoked by vaginal narrowing as a result of constant surgical repairs 

(Hancock, 2012). 

  Destruction of the urethra is perceived in 5% to 6% of the cases in sub Saharan 

Africa. This could be finished or partial but, regardless, it considerably complicates 

each operative surgical process. The final length of the urethra taking after repair is 

extremely vital, as urinary incontinence could proceed significantly even after 

prosperous closure of the fistula (Mohammed, 2015). 

   Secondary Amenorrhea confounding VVF is a recurrent complaint and is seen in 

28% to 29% of all cases (Arrowsmith, 1996). Grech described low follicle 

stimulating hormone levels in the urine and serum of a low number of patients and 

concluded that the situation is of hypothalamic or pituitary origin. For any situation, 

the condition enhances spontaneously after effective repair (Miller, 2012). 

2.7 Medicosocial Factors in the Etiology of VVF 

   This area will exhibit some of the health and social variables that assume a part in 

the etiology of VVF. These variables incorporate the procurement of health services 

for antenatal care and delivery, their geographic dissemination, the nature of the care 

provided, and the utilization of the services by the group of people. 

Provision of Health Care 

   At the time of their freedom, most African countries acquired health care services 

from their colonial rulers. The vast majority of these services were determined in the 

city or suburban areas, and those in the rural areas appeared to be concentrated in the 
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more affluent areas (Bimbola, 2013). Taken after freedom (independence), there was 

an expanding request by the individuals for enhanced services in terms of value and 

quantity. This brought much monetary pressure on the national governments(WHO, 

2014). 

    In many parts of Africa, 80% to 90% of the populations reside in rural districts, 

frequently in places dispersed over an extremely wide area with underdeveloped 

contact systems. Health services cannot be accessed freely and depend mainly on the 

common socioeconomic improvement of the district(Grant, 2013). The ministries of 

health, consequently, need to work together with different ministries, for instance, 

the ministries of education, agriculture, water and communal services(Mohammed, 

2015). 

   An alternate essential factor to be considered is rapid increase in population. In 

most African countries, the population is estimated to double by the year 2000(Kelly, 

2013). Almost half of the populations are below 14 years old, and 30% comprises of 

those less than five years, pregnant and lactating mothers. This stresses the 

significance of maternal and adolescent health services in African nations(USAID, 

2013). 

  Lastly, other than shortages of skilled personnel, such as doctors, nurses, attendants, 

and other health specialists, several nations are also faced with lack of regulatory 

help expected to keep up proficient health services. As a consequence, the main 

constraint in the procurement of health awareness is due to an insufficient supply 

system and the poor upkeep of materials(Bimbola, 2013). 
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Quality of Health Care 

     Antenatal care, which is practiced around the world, is presently being stretched 

out to the provincial territories by numerous African governments. A well-working 

antenatal center ought to be a place to screen the pregnant population in general and 

to recognize the groups “at danger”(Hilton, 2001). It is essential, therefore, to make 

available effectively centers to which this class of high-hazard patients could be 

directed for more focused attention. These centers must be within a reasonable 

distance (all the time, the roads are obstructed, or there is no transportation), well-

staffed alongside qualified staff, and should to be adequately prepared with materials 

and devices(Mohammed, 2015). 

   In Nairobi, an investigation of obstetric crises showed that this was far from the 

case. Quite a number of women had been admitted to district hospitals which needed 

facilities to manage obstetric issues, and in a few cases, the obstetric issue was 

diagnosed too late, in this manner delaying transfer of the patient(Gharono, 2011). 

Lack of water, of power, of an anesthetist, of blood, of a medical officer on duty, and 

of equipment for cesarean section were the reasons specified by the district hospitals 

for referring the patients. Much of the time, these reasons inferred a collapse in the 

administrative machinery(Kelly, 2013). 

The Patient Factor 

   Insufficient health services are not by any means the only reasons behind obstetric 

issues leading to the increase of a VVF. In numerous cases, the patient is likewise 

somewhat to blame. A lack of education and the social upbringing play a part in the 

rural woman's inability to utilize the health services within her reach(Mohammed, 

2015). 
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Some women had not gone to any antenatal centers and had been in labor for so 

many hours or days at home before finally setting off to the hospital. One of the most 

vital traditional factors is the impact of the traditional birth assistant. Approximately 

up to 80% of the children in Africa are conveyed by traditional birth attendants 

(WHO, 2014). The traditional birth attendant, who is normally an aging, respected 

community figure, makes the patient feel more secure consulting her than those 

consulting strangers in modern health facilities. Even though all pregnant women 

went to an antenatal center at least once, just 26% in the end delivered in the 

district’s area clinic. The rest were conveyed at home by the traditional birth 

attendant(WorldWide Fistula Fund, 2014). 

   The use of specific herbs in pregnancy and childbirth is likewise normal. The herbs 

utilized in labor have an oxytocic rule, and when used as a part of cephalopelvic 

imbalance, can result in overstated indications of hindered labor, with resulting crack 

of the uterus or improvement of pressure necrosis. At the point when taken in 

substantial amounts, they can result in maternal death because of intense expansion 

of the stomach, and renal failure(Gharono, 2011). 

2.8 Prevention of VVF 

   VVF is a danger in developing nations despite the fact that it has largely vanished 

in the developed world. As long as the majority of women in Africa keep receiving 

restricted obstetric care, the issue will stay unabated. From the prior dialogue, it is 

evident that the objective of sufficient obstetric care must be achieved through 

general national socioeconomic development (Bimbola, 2013). 

   Education and annihilation of illiteracy, enhancement of the communications 

system (taking into thought the population scatter), enhanced agricultural systems, 
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better nourishment, and other group advancements should all be tackled before the 

pregnant woman in Africa can be guaranteed a safe conveyance and the survival of 

her child(Wall, 2012). 

    Proof has been adduced to demonstrate the broad presence of pelvic contraction in 

Africa as an aftereffect of childhood undernourishment. The issue would hence fall 

inside the domain of preventive medicine, since the procurement of a sufficient diet 

in adolescence would guarantee satisfactory development and accordingly decrease 

the recurrence of contracted pelvis(Kelly, 2013). 

Improvement of the Quality of Antenatal Care 

   Antenatal care gives suppliers the chance to introduce women to the health system, 

advance healthy practices during pregnancy and the post-partum period, recognize 

and treat health issues and bring issues to light of danger signs that may emerge all 

through pregnancy. In the majority urban of regions of Africa, reasonable obstetric 

care is accessible. Health authorities are required to focus their energies on the rural 

regions, where roughly 80% to 90% of the populations live and where nearly all 

patients with VVF originate (WHO, 2014). 

   The majority of rural women gets their "obstetric" care from the traditional birth 

attendants and will continue depending on them later on. The present output of 

qualified medical attendants and midwives cannot retain pace with the rapidly 

growing population. Health authorities need to be extra concerned about the quality 

of care offered by the traditional birth attendants. Training accentuation must be on 

sanitation, recognizable proof of "at risk" cases, and early referral. In various nations, 

including the Sudan, Ghana, and Kenya, projects to reorient traditional birth 

attendants do surely exist(Miller, 2012). Malawi has done an assessment of the 
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impact of preparing traditional birth attendants in Kenya, and has indicated 

confirmation of enhanced practice among those qualified contrasted with the 

unqualified traditional birth attendants(Shittu OS, 2012). 

   Training projects as well are essential for staff working in dispensaries, health 

centers, and in district and provincial hospitals. The idea of "at risk" cases and "high-

risk" pregnancy needs to be taught, and a system of referral established. Along these 

lines, patients with obstetric issues will be referred to well-equipped and well-staffed 

centers. In the course of a viable referral system, it is possible to eliminate obstructed 

labor and obstetric VVF (Gharono, 2011). 

   Endeavors have been made to outline antenatal cards which would make it simple 

for junior midwives to distinguish "at risk" cases fairly precisely. One of these 

systems has been tried in rural Kenya and has had great outcome(Kelly, 2013). 

Antenatal offers incomprehensible potential to enhance maternal and child health 

outcomes through treatment, counteractive action and health advancement during 

pregnancy. It is a cost-effective, very much acknowledged and key part of care. 

Enhancing the quality of Antenatal care and maintaining its execution are key needs. 

Improvement in the Quality of Maternity Care 

    When a patient has been identified as an "at risk" case and provisions have been 

made for referral, an alternate issue frequently displays itself, the absence of 

sufficient clinic beds. Keeping in mind the end goal to abstain from filling beds with 

cases that do not need immediate attention, various nations have set up "mothers’ 

hostels" to give minimal effort accommodation within the areas of the hospital, so 

that the patient is admitted to the obstetric ward just when in the process of childbirth 

or when obliging special treatment(Arrowsmith, 1996). Therefore, cases chosen for 



21 

referral based on height, past cesarean section, or those with a background of 

difficulties during labor are encouraged to enter the mothers anastrophe hostels 

around 38 to 39 weeks of gestation (Beckmann, 2010).  

Prophylactic Measures in Cases of Obstructed Labor 

   Certain measures, if implemented early, may put a stop to development of fistula in 

patients with obstructed labor. Keeping the bladder very still after conveyance by  

consistent drainage, controlling sepsis by utilization of broad-spectrum anti-

microbial, and utilizing sterile douches every day may serve to avoid full thickness 

sloughing of the bladder wall. In all cases in which the urine is bloodstained in the 

process of childbirth or soon after delivery, the bladder should be constantly emptied 

for no less than 10 days (Hancock, 2012). 

  Wounds to the bladder in instances of a cracked uterus or during surgical 

procedures ought to be promptly repaired in at least two layers and constant drainage 

established. It is futile to endeavor repair in cases following 24 hours because of the 

onset of disease. In any such patient, repair ought to be conceded for at least three 

months(Hancock, 2012). 

 

2.9 Treatment  

    Obstetric fistulas transpire mostly when affected individuals do not have 

admittance to quality obstetric care amenities. There are abundant encounters linked 

with providing fistula healing service areas in emerging countries, comprising 

inadequacy of accessible and inspired specialists with generalized talents, 
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functioning rooms, utensils and capital from resident or universal contributors to 

upkeep together with surgery and post-operative care 

     It was said by the United Nations Secretary-General Ban Ki-moon: “Fistula is 

fully preventable when all women and girls have access to high-quality, 

comprehensive sexual and reproductive health services. Let us join forces to 

eliminate this global social injustice.”    

   Fistula is avoidable and also curable. Reconstructive surgical procedure can in 

most cases repair the damage. In order to guarantee a successful outcome, two weeks 

or more are required for operative care. Counseling and support are equally essential 

to address emotional damage and facilitate social reintegration. Sadly, most women 

living with fistula are either ignorant about treatment available or they do not have 

the funds to pursue treatment. Furthermore, due to the vast sum of patients, treatment 

quantity in most cases in which fistula is recurrent cannot meet the requirement. The 

Fistula Foundation offers fistula care in nearly 20 countries, half in Africa. Inventive 

methodologies are provided, such as using ambulance vehicles that can convey 

patients in rural areas to the numerous hospitals for treatment (Campaign to end 

fistula , 2014). It is always advisable to improve the patient’s general condition by 

improving nutrition, administering iron and vitamin supplements, de-worming, and 

treating of malaria (Miller, 2012). 

      Successfully, even after considerable years, most fistulas can be amended 

surgically.  

“The success rate of surgery to mend a woman’s fistula injuries is actually quite 

high”, says Hamlin (Campaign to end fistula , 2014). “In about 92% of the cases we 

can close the hole in the bladder and in the rectums”. Stress incontinence is a 
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circumstance that is amended after surgery has been done. Nearly 10% of females 

who have been operated on usually, go back to the hospital for these cases. 

“Inoperable” are women who make a small percentage that cannot be operated on for 

the reason that their bladders are either missing or have shrunken (Campaign to end 

fistula , 2014). 

  For almost a long time now, Engender Health has affiliated with organizations and 

medical groups to assist more than 25,000 fistula repair surgeries, changing the lives 

of women and their families in fifteen countries across Africa and Asia. Those 

operations have likely with upkeep from USAID and supplementary substantial 

contributors. At present, thong has fistula activities in ten countries in cooperation 

with additional worldwide establishments, local nongovernmental organization, faith 

– based organization, communal subdivision hospitals, and national operational 

individuals in harmless maternity(Campaign to end fistula , 2014). 

 

    J. Chassar Moir, recognized as one of the prominent prevailing sponsors to a 

logical way for the treatment of VVF, has composed an advancing report of the work 

of J. Marion Sims. Sims attested that this situation could be treated through operating 

methods in the nineteenth century. A number of these women (patients) developed 

VVF due to absence of upkeep throughout childbearing(Campaign to end fistula , 

2014).  Today, it ought to be notable that this condition is yet extremely common in 

most parts of Africa. A VVF is one of the greatest disastrous circumstances 

disturbing females. Sims clarified one of his patients in his own words as "a pathetic, 

ill-smelling, disgusting individual." 
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   Breakdown of a repair is a major disappointment. It may be because the operation 

was not done well, because of neglectful postoperative care (catheter blockage) or 

occasionally because of postoperative infection(Hancock, 2012). The usual reason 

for failure is that the damage was so severe as to preclude an adequate repair. 

Identifiable risk factors for breakdown are previous operation, severe scarring, 

destruction of the urethra, a small bladder, ureteric orifices outside the bladder and 

concurrent recto-vaginal fistula(Hilton, 2001). 

How many times can one go on attempting a repair? 

  The chance of successful repair diminishes with each attempt, but as long as there is 

some reasonable tissue and enough bladder and urethra to function, it is worth going 

on. We have occasionally seen a repair succeed after up to five attempts. In many 

patients, however, it will unfortunately be obvious from the degree of scarring, size 

of bladder and poor urethra that multiple attempts are not appropriate(Tebeu, 2012). 

  The arrangement proposed in Waaldijk's book has been significant in anticipating 

result and arranging treatment, and has been crucial for his own examination of 

results. It has not been generally embraced, yet it is utilized by the numerous 

specialists whom he has prepared (K, Step by step surgery of vesicovaginal fistulas, 

1994). 

   The sooner a patient can be cured the better. The longer she is incontinent, the 

more prominent is the chance that she will be deserted. This is very nearly 

unavoidable when she sees that there is no chance of cure(Grant, 2013). 
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                                                   Chapter Three 

Research Methodology  

3.1 Introduction  

 

  This is a descriptive research, which investigates the prevalence and knowledge 

assessment of obstetric fistula among women accessing obstetric care in Kaduna 

state. In order to carry out a research the opinions of doctors, patients, and nurses 

were sought. 

The opinion of these categories of people became necessary in this study because 

they are associated directly and indirectly with the disease. The patients are directly 

affected by the disease, so their feelings are very essential in the study. The opinions 

of the doctors and nurses become necessary because they are directly involved in the 

treatment and carrying of the affected patients. 

The chapter therefore describes the research design, population sample, sampling 

techniques instrumentation validation of the instruments and method of data analysis. 

 

3.2 Research design  

   The research design is descriptive in nature. It focused on the prevalence and 

knowledge assessment of obstetric fistula in Gambo Sawaba General Hospital in 

Zaria Kaduna state. The hospital was chosen because it is the major service point for 

fistula surgery. Patients from ABU Teaching Hospital and elsewhere are referred to 

the center for surgery and necessary treatment. 
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   The surgery research design was used in the collection of data because Whitney 

and Deaga in Imam have describe the use of survey as a systematic and organized 

attempt to analysis, interpreted and report present status of a social Institution, group 

or area(Imam, 2000). The approach is expected to give detailed description of the 

target population. The survey method is necessary so as to provide comprehensive 

description in such a way that general conclusion could be drawn from each of the 

phenomenon. 

3.3 Study setting 

   This study took place between December 2014 and January 2015 at The Gambo 

Sawaba General Hospital. Gambo Sawaba General Hospital was chosen because it is 

the major service point for fistula surgery, and the researcher was guaranteed contact 

to patients affected by fistulas. Seventeen individuals including doctors, obstetric 

fistula patients and nurses were involved in the survey. Investigating the prevalence 

of the disease and accessing the knowledge required the use of two separate 

questionnaires with different set of questions. The knowledge of the patients on 

obstetric fistula was accessed using a simple questionnaire. General data regarding 

obstetric fistula in relation to its handling in the hospital was attained with the aid of 

an open-ended questionnaire. All information was acquired from the Gambo Sawaba 

General Hospital which took place from the 9th of December to 7th of January.  

 

3.4 Population of the study  

   The population of the study is made of seventeen (17) responded all the doctors, 

nurses in Gambo Sawaba General Hospital. The inclusion of this population in the 
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study is essential because they are responsible for the surgery, treatment and carrying 

of the patients with obstetric fistula. The patients are part of the population of the 

study because the issue affects them directly so their opinions are inevitable. The 

whole of seventeen (17) respondents (the population) was used as the population of 

the study. This is to give the study objectivity. 

 

 

Table 3.4.1 Distribution of population of the respondents in the study  

S/N Respondents  Population 

1 Doctors 2 

2 Nurse 1 

3 Patients 14 

 Total 17 

 

 

3.5 Sample and sampling technique  

The population and the sample sizes were obtained from Gambo Sawaba General 

Hospital. Two (2) doctors, one (1) nurse and fourteen (14) patients which summed up 

to seventeen (17) were used as the population. The sample size of the population is 

also seventeen. This is based on Krejcie and Morgan’s table for determining sample 

size of a given table (Krejcie, 1970). 

Table 3.5.1 Distribution of population and sample sizes 
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S/N Respondents Population Sample 

1 Doctors 2 2 

2 Nurse 1 1 

3 Patients 14 14 

3.6 Instrumentation (questionnaire) 

Two set of Questionnaires for Doctors and nurse and for patients were used for the 

study: 

Questionnaire for Doctors and Nurse 

  This set of questionnaire was given to the doctors in order to attain general data 

regarding obstetric fistula. Three doctors were involved in the study which took place 

on the 18th of December 2014. Each Doctor and Nurse were accessed in Gambo 

Sawaba General Hospital (GSGH). A chain referral sampling method was used 

where the doctor that was previously assessed directed me to the next. 

Questionnaires were self-administered which took a minimum of 6 minutes for each 

respondent.  

Questionnaire for patients 

   Individuals assessed using these sets of questionnaires were patients affected by 

obstetric fistula. Patients assessed have low education level and experience which 

resulted to some problems that were encountered during the survey. Precisely, 

questionnaires were not self-administered. Assistance and translation were required 

in order to acquire the necessary information. The survey was conducted on 13
th

 and 

18th December 2015. All respondents in this category were assessed in the obstetric 

fistula ward located within GSTH. This particular survey was used to assess the 

knowledge of the patients on obstetric fistula.  
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3.7 Validity of the instrument  

   The instrument was developed by the researcher and given to experts for vetting 

and correction. The method of validity is recommended by Kerlinger and Gray in 

who was of the opinion that the content of the instrument should be subjected to the 

expert for vetting to make it more valid reliable (Imam, 2000). 

The drafted instrument was subjected to critical examination which was later 

modified to it valid for the research study. 

 

3.8 Administration of the questionnaires 

The instrument (questionnaires) were distributed and collected by the researcher. The 

researcher personally distributed the questionnaire to the seventeen (17) respondents. 

The administration of the questionnaire two (2) weeks interval which enable the 

respondent enough time to understand the instrument and in this way the reliability 

of the instrument was guarantee. 

 

3.9 Method of data collection  

  The research instrument (questionnaire) was distributed personally and with the 

assistance of research assistants. The research assistants helped greatly in retrieving 

the questionnaires from the respondents. The seventeen (17) questionnaires were all 

retrieved from the respondents.  
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                                                             Chapter Four 

4.1 Data presentation and analysis  

  This chapter contains data presentation and analysis. The results of findings are 

analyzed and presented in this chapter 

Table 4.1.1: Below showing Analysis of Respondents 

S/N QUESTIONS OPTIONS RESPONDENTS (n=14) PERCENTAGE (%) 

1 Participants age group    

 1-14 0 0 

  15-19   5 37% 

 20-24 3 21% 

 25-29 2 14% 

 30-34  2 14% 

 35-39 2 14% 

2 Religion   

  Christian 2 14% 

 Muslim  12 86% 

3 Marital status     

 Married 11 78% 

  Divorced 3 22% 

  Widowed 0 0% 

  Single 0 0% 

4 Level of education    

 None 10 71% 

  Primary 3 21% 

  Secondary 1 7% 

 University 0 0% 

 Other 0 0% 

5 Age at the time of marriage 

 <16 10 72% 

  16-20  4 28% 

  21-30 0 0% 

6 Place of delivery   

 Hospital 13 93% 

  Private clinic  0 0% 

 Home 1 7% 

7 Ever had fistula-like symptoms 

 No 5 36% 

 Yes  9 64% 
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8 Duration of the 

symptoms 

  

 Within the last 12months  6 44% 

 1-5years  4 28% 

  More than 5years 4 28% 

9 Precipitating event    

 After delivery  10 72% 

  During pregnancy 1 7% 

  After An operation  3 21% 

10 Delivery   

 Normal/labor delivery  1 7% 

 Difficult labor/delivery  13 93% 

11 Live with partner   

 Yes  5 36% 

  No 9 64% 

12 Arrival time at the facility after onset of labor 

 <12hours  0 0% 

 12-24hours  2 14% 

 >24hours  11 78% 

  I don’t know  1 7% 

13 C-section   

 No  3 21% 

  Yes  11 78% 

14 Stillbirth   

 No  5 36% 

 Yes 9 64% 

15 Labor monitored by    

 Nobody 1 7% 

 Relatives  8 49% 

  Health provider  6 44% 

16 Treatment seeking for fistula-like symptoms 

 No 9 64% 

  Yes  5 36% 

17 Risk factors associated with obstetric fistula 

 Early pregnancy 6 44% 

  Prolonged labor  8 57% 

 Bad luck   1% 

 Home delivery  1% 

18 Symptoms of obstetric fistula 

 Urinary incontinence 12 86% 

 Stomach ache 1 7% 

 Vulva irritation  1 7% 
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4.2 Results of findings 

Fourteen (14) relatively simple obstetric fistulas were chosen. All the cases were 

repaired by two qualified gynecological surgeon. The majority (36%) of the women 

were aged between 15-19 years. The majority (22%) of the women were divorced at 

the time of their presentation for repair. A vast majority (75%) of the women had no 

level of education. None of the women in the study population attained tertiary level 

of education. Only three (3) attained primary, and one (1) secondary. Most women 

who sustain VVF in Nigeria deliver or attempt to deliver in unlicensed maternity 

centers where intrapartum care are often inadequate. These women ignore hospital 

delivery because of illiteracy and ignorance about the benefits of delivery in a 

hospital and the danger associated with delivery without a skilled attendant. 

Most of the VVF patients in the hospital had early marriage. 72% of the 

patients were married before 18years of age. About 7% delivered at home. Of the 

women surveyed, 64% had been deserted by their husbands 57% were the result of 

prolonged labor, early marriage 28%, and bad luck 7%. Delivery occurred at home in 

14% of these women, while 85% in the hospital. Of the women who developed 

obstetric fistulas, 71% were under the age of 30 and only 28% were older than 30. 

Majority of them developed a fistula at their first pregnancy (85%). Likewise we will 

say that the substantial majority of the women delivered at the hospital yet developed 

fistulas. They went to the hospital after it was too late that is having through labor for 

about 3-4 days, which brought about the development of the fistula. Only eight (8) 

cases out of 14 were due to prolonged labor. More than half of the women suffering 

from obstetric fistula are residing in rural areas. 71% had their first intercourse 

before the age of 17 years. 71% of them had no formal education. In 64% of the 
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pregnancies, the babies died (stillbirths). All of the patients did not go for Antenatal 

care. 

 

Findings (patients) 

      Martha Musa is 35 years old. She got married at the age of 16.  She had her first 

child at the age of 17 and that was when she developed fistula. She was in labor for 

three days and finally delivered on the fourth day with the help of her relatives. The 

baby was dead but apart from that, they noticed a leakage of urine so they decided to 

take her to a nearby hospital. They were told they cannot handle it because they do 

not have the facilities and that the doctors are not skilled. The doctor told her about 

Gambo Sawaba General Hospital in Zaria. When she got there, she was operated on 

immediately. She was taken care of and later discharged. At the age of twenty (20) 

she had second pregnancy, she went back to the hospital as was she told by the 

doctor. She went through cesarean section and the baby was fine. She had her third 

baby when she was twenty four (24). She went through the same process (CS). 

Unfortunately when she was twenty seven (27), she got pregnant again, but this time 

around she had a miscarriage. The miscarriage brought the fistula back. 

       

     HassanaYusha’u is 24. She got married at the age of 16. She got pregnant at the 

age of 16 and about to deliver but she was in the village soba. She thought she could 

successfully deliver there. She spent three days with labor pains, on the fourth day 

she got very weak, she could not even move an inch so she was taken to the hospital. 

The health care personnel’s told her they could not handle it so they referred her to 

Gambo Sawaba General Hospital. When she got there, she had an operation. But 
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sadly, he had a stillbirth. When the stitches were removed she went back home. After 

some days she had a continuous flow of urine from her vagina. Her husband took her 

for a second operation, but the stitches did not heal. Her husband took her to her 

parent’s house because he did not want to take care of her. Her father later took her 

back to the hospital and was operated for the third time. Although she is not totally 

well, she is getting much better.  

 

Fatima Muntari is 22 years old. She got married at the age of fifteen (15). She 

had her first child at the age of sixteen (16). She lost the baby. Afterwards, her 

stomach got swollen because she could not pass urine. Her relatives took her to the 

hospital. The doctors tried removing the urine, but the urine leaked outside instead.  

She was operated on. She got pregnant again and came back and she was operated on 

again. She was okay for a year and got pregnant again but had a miscarriage 

unfortunately for her, the fistula came back again. Her relatives all lost hope and her 

in-laws chased her away. She hoped she could be cured and have more children 

again. She was operated on. She is presently receiving treatment at GSGH. 
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Chapter Five 

5.1 Introduction  

  This chapter contains summary of findings and discussions, conclusion, 

recommendations, suggestions for further study. The findings from the data analysis 

are discussed and summarized. 

5.2 Discussions and summary of findings 

   VVF is a situation that is prevalent in Nigeria and the majority of underprivileged 

resource nations of the world. The genuine occurrence and prevalence of this 

condition in the areas are unfamiliar and impossible to attain because the areas with 

high overall prevalence are those where cases are unidentified to health services. At 

the point when a woman who has had a fistula is ready to deliver another baby, most 

specialists suggest an arranged cesarean section. Catheterization does not result in 

fistula; on the contrary, instant catheterization can stop or treat a few fistulas. 

Traditional medications cannot remedy this condition; surgery is vital, unless the 

fistula has been indulged by catheterization quickly after delivery. Pregnancy and 

labor are inconsistent. Women ought to dependably look for skilled care for labor 

and delivery.  

   In Nigeria, the yearly obstetric fistula frequency has been estimated at 2.11 every 

1,000 deliveries. Between 100,000-1,000,000 Nigerian women are approximated to 

be living with VVF. Ladies with fistula need to manage not simply the loss of their 

child (in most cases), but also the numerous physical, social, and mental outcomes of 

having fistula. Expense can be a genuine limit both for women who need to give 

birth with skilled care and for women who need treatment for fistula or different 
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conditions. Indeed, even close relatives may disregard and abandon a woman with a 

fistula. Numerous are uninformed of obstetric fistula or may harbor myths and/or 

misguided judgments about their reasons and treatment. After fistula surgery, women 

are urged to hold up three to six months prior to continuing sexual activity (Gharono, 

2011). 

  Antenatal care is necessary to all pregnant women, and developing a birth plan 

ought to be a part of antenatal care.  Outreach endeavors to find women with fistula 

and to hold them in for treatment are crucial. Ignorance appears to be the main 

determinant factor in the occurrence of VVF. Education decides the kind of health 

aid to look for after when the need emerges. 

    It is a remarkable actuality that VVF is connected with medical and mental 

difficulty. Consequently, VVF could be accountable for numerous difficult issues, 

which can disable the patient particularly with respect to inability as to bear kids 

regardless of the youthful age of these patients (Bimbola, 2013). The patients suffer 

physically, sincerely and socially. The health and social consequences of the disease 

add up to misery and incompetent disaster of its appalling exploited people while the 

infection is to a great extent preventable. 

   In spite of the generally held accept among Nigerians that VVF is an infection of 

the northern Nigeria and underprivileged nations, studies from the southern Nigeria 

have demonstrated that VVF does exist in the south yet it is more common in the 

northern part of the nation. Approximated 50,000-100,000 new cases happen every 

year in Nigeria; it is a main public health issue for this reason. A woman should seek 

out skilled care as soon as she begins labor. After prolonged labor and delivery are 

over, if a woman has not already sought skilled care, she should. This is true for both 
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the woman and the baby, regardless of the birth outcome. She should also seek out 

skilled care when she starts labor. After delayed labor and delivery are over, if a 

woman has not by now sought skilled care, she ought to. This is legitimate for both 

the woman and the infant, in spite of the birth outcome (Umoiyoho A.J, 2012). 

    At the point when a woman who has had fistula experiences surgery and is finally 

closed and dry, she may need support to recover her place in the society. Endeavors 

are important to reintegrate these women. Men have an essential part to play in 

access to skilled care for labor and delivery, support for women with fistula, and 

access to treatment. In this manner, it is important that men have precise information 

about prevention and treatment of his condition 

   A considerable number of the obstetric fistula patients are teenagers. Early 

marriage is ordinarily practiced in the northern part of Nigeria, and from time to time 

girls are given out in marriage before or not long after their first menstrual cycle 

(Wall, 2012). 

. 

5.3 Conclusion  

    Absence of emergency obstetric care, early marriage, childbirth and destitution are 

all contributory variables. It has been suggested that the stress on antenatal care, the 

training of midwives and the general change of financial status of the women ought 

to take priority to help put a stop to obstetric fistula. Medical Specialists should 

likewise be educated to deliberately consider the dangers with respect to instrumental 

(forceps) delivery and cesarean section in complicated cases (Beckmann, 2010). 

Delayed labor is a major causative component of obstetric fistula. The larger part of 



38 

obstetric fistula happens in primigravida who have no formal education (Miller, 

2012). 

   I propose that the government ought to create more facilities in rural areas in place 

for pregnant women to have general access and visits to ante natal centers. At the 

point when this is at hand the women will get to be enlighten and aware of the 

significance of ante natal and post-natal care to their wellbeing and to that of their 

baby. Along these lines, so as to prevent maternal mortality, it is vital for the 

government to utilize enough medical assistants in the centers so as to complete their 

work legitimately making. This will empower the center to be compelling and the 

desired objective of preventing obstetric fistula and saving lives will be attained to. 

The media likewise have a part to play towards making attention to avoid the disease. 

This can be completed by broadcasting the significance of ante natal care to both the 

mother and baby. More so, the health specialists and the ministry of health ought to 

sort out classes and workshops in the society to instruct the general public and the 

group at the extensive on the significance of ante natal and post-natal care. And in 

this manner keeping its event in all parts of Kaduna state and Nigeria all in all.  

5.4 Recommendations  

    It is recommended that Women should not be given out in marriage before they 

reach period of maturity and that Parent and other stakeholders ought to prioritize 

girl-child education to eliminate elevated level of ignorance. The government ought 

to additionally make organized campaigns in rural areas. This will instruct pregnant 

women on the significance of going to ante natal care units from conception to 

delivery in order to track any difficulty or disorder. It is also recommended that 

adequate food and balance diet should be made available for women to prevent 
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dietary disaster. The administration ought to establish more ante natal care units in 

rural zones keeping in mind the end goal to give great supervision to pregnant 

women. Doctors and medical attendants ought to likewise be focused on their 

obligations in the ante natal centers keeping in mind the end goal to give legitimate 

consideration and treatment given to patients with obstetric fistula. Likewise follow 

up should to be kept up in order to accomplish this set objective. 

 

5.5 Suggestions for further study 

    One of the areas for further studies is that the Impact of obstetric fistula on the 

productivity of the affected women in the society should be carried out. Also, the 

impact on the psychological disposition of the affected women should be assessed. 
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APPENDIX I 

American University of Nigeria, Yola 

School of Arts and Sciences 

Questionnaire on the prevalence and knowledge assessments of obstetric fistula 

among women accessing obstetric care at Gambo Sawaba General Hospital, 

Zaria. 

Dear Respondents, 

      This questionnaire is for the purpose of soliciting responses from the respondents 

on the prevalence and knowledge assessments of obstetric fistula among women 

accessing obstetric care has on the achievement of stated objectives. It is purely an 

academic exercise which is part of the requirements for the award of Bsc certificate 

in natural and environmental science in American University of Nigeria, Yola. 

    Please give honest answers to the questions. Your answers will be treated with 

high degree of confidentiality. Your co-operation in this regard is highly appreciated. 

Yours sincerely,  

Zaynab Mohammed Ibrahim 

 

 

 

 

 

 

  



41 

APPENDIX II 

 

Research questionnaire for patients of obstetric fistula in partial fulfillment of 

an award of degree in Natural and Environmental Science. 

1. Participants Age group (year) 

1-14 [   ]   15-19 [   ]    20-24 [   ]    25-29 [   ]    30-34 [   ]    35-39 [   ]    40-44 [   ]    

45-49 [   ] 

2. Religion 

Christian [   ]     Muslim [   ] 

3. Marital Status 

Married [   ]    Divorced [   ]    Widowed [   ]    Single [   ] 

4. Level of Education 

None [   ]    Primary [   ]     Secondary [   ]    University [   ]   Other [   ] 

5. Age at the time of marriage  

Less than 16 years old [   ]    16-20 years old [    ]    21-30 years old [   ]    31-40 

years old [   ] 

6. Place of delivery  

Hospital [   ]     Private clinic [   ]    Home [   ] 

7. Ever had fistula-like symptoms 

No [   ]    Yes [   ] 

8. Duration of the symptoms 

Within the last 12 months [   ]    1–5 years [   ]    More than 5 years [   ] 

9. Precipitating Event 

After delivery [   ]    After some kind of illness [   ]    Spontaneous/Congenital [   ]    

During pregnancy [   ]  After an operation [   ] Don’t Know [   ] 
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10. Delivery 

Normal labor/delivery [   ]     Difficult labor/delivery [   ]     

11. Live with partner  

Yes [   ]  No[  ] 

12. Arrival time at the facility after onset of labor 

<12 [   ]    12–24 hours [   ]    >24 hours [   ]    Don’t Know [   ] 

13. C-Section 

No [   ]    Yes [   ] 

14. Stillbirth 

No [   ]    Yes [   ] 

15. Labor monitored by  

Nobody [   ]    Relatives [   ]    Health provider [    ] 

16. Treatment seeking for fistula-like symptoms 

No [   ]    Yes [   ] 

17. Risk factors associated with obstetric fistula   

Early pregnancy [   ]  Home delivery [   ]    Female Genital Mutilation [   ]    Evil 

spirits [   ]    Breach of a prohibited act [   ]    Prolonged labor [   ]    Bad luck [   ]    

Malnutrition of the mother [   ] 

18. Symptoms of obstetric fistula   

Urinary incontinence [   ]    Fecal incontinence [   ]    Continuous sleeping [   ] 

Stomach ache [   ]    Vulva irritation [   ]    Duration of normal labor [   ] 
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APPENDIX III 

KREJCIE AND MORGANS TABLE FOR DETERMINING SAMPLE SIZE 

FROM A GIVEN POPULATION  

N S N S N S 

10 10 220 140 1200 221 

15 14 230 144 1300 207 

20 19 240 148 1400 302 

25 26 250 152 1500 303 

30 28 260 155 1600 310 

35 32 270 159 1700 313 

40 36 290 162 1800 317 

45 40 280 185 1900 320 

50 44 300 109 2000 323 

55 48 320 15 3200 327 

60 52 340 181 2400 331 

65 56 360 180 2800 335 

70 59 380 191 2800 338 

75 65 400 100 3000 341 

80 86 420 201 3500 340 

85 70 440 205 4000 351 

90 73 460 210 4500 236 

95 70 480 214 5000 357 

100 80 600 217 6000 201 

110 86 550 220 7000 300 

120 92 600 234 8000 367 

130 97 650 242 9000 365 

140 203 700 248 10000 370 

150 108 750 254 11000 375 

160 113 800 200 20000 377 

170 113 850 265 30000 379 

180 123 900 269 40000 380 

190 127 950 274 50000 351 

200 132 1000 278 75000 382 

210 130 1100 86 100000 384 
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