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Abstract 

Background. Obstetric fistula with urinary
incontinence is one of the most distressing
maternal morbidities. It is associated with
physical and social deprivation such as wife
abandonment and violent reactions against the
victims, particularly in the developing coun-
tries of the world. This study was carried out to
assess the demographic and reproductive pro-
files as well as outcome of management of
patients with obstetric genito-urinary fistulae
in the General Hospital Ikot Ekpene, Akwa Ibom
State, Nigeria.

Design and Methods. A five-year cross sec-
tional observational study of medical records of
37 patients managed in maternity section of
General Hospital Ikot Ekpene, Akwa Ibom State,
Nigeria was conducted.

Results. One in every 122 deliveries during
the study period was complicated by urinary fis-
tula. Eleven (29.7%) were teenagers. Most
patients were married (54.1%), primiparous
(59.4%) from low socioeconomic class (72.9%)
who did not utilize modern obstetric facilities
effectively. Many cases were the consequence
of prolonged obstructed labour (51.4%) and
majority presented with total incontinence of
urine (70.2%). Eighteen (48.7%) patients pre-
sented within 6 months of delivery. They were
mainly vesico-vaginal (34.4%) or complex
(10.8%) fistulae that were managed conserva-
tively (21.6%) or with bladder repairs. About a
third was referred for further management due
to unsatisfactory outcome. 

Conclusions. This age-long obstetric morbid-
ity is common among young married women in
Ikot Ekpene, Akwa Ibom, mainly due to poor uti-
lization of modern obstetric care facilities.
Results of treatment are largely unsatisfactory
in a third of these patients; therefore resources
should be channeled towards effective and
comprehensive preventive programs especially
among this vulnerable group of women.

Introduction

Uro-genital fistula is one of the most seri-
ous and distressing maternal morbidities.1,2 In
developed countries of the world the problem is
so rare that most obstetricians may go through
their entire career without seeing an obstetric
fistula. When it occurs, it is usually a conse-
quence of complex surgical interventions at
delivery.3,4 It is therefore more likely to be
anticipated, easily recognized and promptly
treated. The patients do not often suffer long
term complications of this problem.5,6 In devel-
oping countries, however, this condition
occurs mostly in young, poor patients who suf-
fer from neglected prolonged obstructed labour
with limited access to modern obstetric care.
These patients, therefore, present in the hos-
pital for treatment with urinary incontinence
sometimes years after the injuries.1,2,7,8,9

Most of them are abandoned by relatives,
thus becoming victims of social outcast and
suffering other violent reactions from a hostile
society. They also fail to realize their dreams of
becoming mothers as most of their babies are
stillborn.7,10 These evoke intense physical and
psychological depressions.

Before the 17th century, this age-long prob-
lem was hopeless, with efforts at treatment
mainly directed at procuring receptacle for col-
lection of urine at the vulva and patients neg-
lected to their own plight.3 Since the first
attempt at repair of vesicovaginal fistula by H.
Van Roonhuyse in 1693, great advances and
innovations have been introduced by various
workers such as George Hayward (1839),
Marion Sims (1852), Trendelenburg (1890),
Kelly (1893), Ltzko (1942) and Martins to the
management of this problem.3,8,11 Huge suc-
cesses have been recorded in the treatment of
this condition in recent times, such that most
patients are made to regain continence even in
most complicated and complex fistulae.4,8,12-15

The success of treatment in modern times
depends on a number of factors including prop-
er patient selection, experience of the surgical
team, dedicated nursing care and proper inte-
grating of the patients to the general socie-
ty.1,2,15 These factors require regionalization of
treatment for optimal specialized care and this
is not readily obtained in most poor developing
countries. Efforts should therefore be directed
toward effective, preventive programs target-
ing the most vulnerable group of women.

This study was carried out to review the
demographic and reproductive profiles as well
as management of patients with obstetric gen-
ito-urinary fistulae in a tertiary institution in a
developing country. It is hoped that the out-
come of this research will assist in the plan-
ning of effective preventive strategies and
maximizing care of those who sustained this
injuries during childbirth.

Design and Methods

This is a cross sectional observational study of
patients with obstetric fistulae in the General
Hospital Ikot Ekpene, Akwa Ibom State, Nigeria,
over a five-year period (1st January 2005 to 31st

December 2009) after obtaining appropriate
approval from the hospital ethical committee for
human research. The hospital is a government
secondary health care referral institution in the
state, which receives patients from surrounding
states and local government area. It has an annu-
al of 2569 gynecological consultations with 4 sub-
specialties of which uro-gynecology is newly
developed for about 2 years. The institution also
has annual delivery of 1150 maternities. The
state is located in the Niger delta region of
Nigeria, with about 2.5 million people, whose
main occupations include farming, petty trading,
civil service and housewife.      

All the patients with a diagnosis of genito-uri-
nary fistulas following delivery in the hospital
were included in the study. 

Those excluded from the study were:
1. Patients who had fistulae following termina-

tion of pregnancy before 28 weeks gestation.
2. Non-pregnant women with fistulae.
3. Pregnant women who had traumatic injuries

not related to pregnancy or its management.
4. Patients whose diagnosis was not clear or con-

firmed by appropriate procedure.
5. Those whose records were not complete for

analysis.
The demographic and reproductive data such

as age, occupation, marital status, parity and
booking characteristics of the patients were
obtained by a pre-tested semi-structured ques-
tionnaires administered by the authors after
informed consent was obtained on admission to
ward and 6th week follow-up at the gynecological
clinic. The case files of these patients were then
retrieved from medical records department for in
depth study. Information was also obtained from
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records in labour ward and operation theatre for
those who had previously been managed in the
hospital. Information abstract included, mode of
presentation, type of fistulae and mode of defini-
tive treatment given as well as the outcome and
complications were also noted. 

The diagnosis and type of fistulae were made
following the findings at:
1. Examination under anesthesia and tran -

surethral instillation of diluted methylene blue
dye into the urinary bladder.

2. Three swabs test using white cotton wool ball
placed in the vaginal fornices, mid vagina and
at the introitus respectively with methylene
blue dye study.

3. Intravenous urogram or micturating urethro-
gram.

4. Cystoscopic examination.
5. Surgical evaluation.

For the purpose of this study the following def-
initions were applied.

Classification, as per the Waaldijk’s ranking of
1995: i) complex fistula described patients with
multiple urogenital fistulae which do not fit into
routine descriptions; ii) combined fistulae are
genito-urinary fistulae with associated recto-
vaginal fistulae with or without fecal inconti-
nence.

Assessment of management outcome: i) satis-
factory, meaning the woman regained complete
continence; ii) unsatisfactory, meaning the
women did not regain complete continence.
Patients were allocated to various form of treat-
ment modalities based on type and duration of
fistulas and availability of experienced surgeons. 

Booking status: i) booked patients were those
who had satisfactory antenatal care and skilled
attendance in labor during the index pregnancy;
ii) unbooked patients were those seen for the first
time in labor without prior antenatal care; iii)
defaulters were patients who registered but failed
to continue with follow-up antenatal care only to
be seen in the late active stage of labor; iv) inter-
fered patients were those who had good antenatal
care but did not have skilled care in labor.

Social class classifications based on Modified
Registrar General’s 5-point occupational scale16

Social class Description

I Professional
(Lawyers, medical doctors)
Business
(Large employers)

II Lesser profession
(Teachers)
Trading
(Big traders)

III Skilled non-manual
(Clerical officers)
Skilled manual
(Electricians)

IV Semi-skilled manual
(Farmers, petty traders)

V Unskilled manual
(Laborers) 

Results

A total of 4520 deliveries were conducted
during the period and 49 genito-urinary fistu-
lae were managed, of which 37 (75.5%) were
due to obstetric related complications. Thus,
the incidence of 8.2 in 1000 or 1 in 122 deliver-
ies was obtained. 

Table 1 shows the socio-demographic and
reproductive characteristics of patients with
obstetric fistulae in Ikot Ekpene. Most of them
(51.4%) were between 20 and 30 years of age
and 11 (29.7%) were teenagers. Twenty-seven
patients (72.9%) were from low socioeconomic
class (IV and V), while 20 (54.1%) were mar-
ried. Twenty-two (59.4%) were primiparous;
fourteen (37.8%) were unbooked, while 48.6%
attempted delivery outside orthodox medical
facilities even though they had good antenatal
care.

Table 2 shows predisposing factors and clin-
ical presentation of patients with fistulas.
Ninteen (54.4%) fistulae were related to a
complication of prolonged obstructed labour.
Some of them (3) followed operative vaginal
(8.1%) and five (13.5%) followed abdominal
deliveries. Majority 26 (70.2%) presented with
total urinary incontinence. Intermittent leak-
age of urine and copious vaginal discharge
were seen in 21.6% and 24.3% respectively.
Eighteen patients (48.7%) presented within 3
months of delivery in the hospital and only 7
(18.9%) were seen after one year of sustaining
the injury.

Table 3 shows the types and modes of treat-
ment of fistulae in Ikot Ekpene hospital.

Twelve patients (34.4%) had vesicovaginal
fistulae and were mainly midvaginal (8) and
juxtra urethra (3). Others types encountered
were uretero-vaginal, combined and complex
types in 4 (0.8%), 8 (21.6%) and 4 (10.8%)
patients respectively. Most patients (8) were
managed conservatively (21.6%), 6 (16.2%)
had bladder and vaginal repair while 11
(29.7%) were referred. 

Table 4 shows mode of treatment and out-
come. Most of the patients(56.8%) had satis-
factory outcome, but this was mainly from
patients with conservative treatment and
ureteric surgical interventions. The majority
(61.5%) of those with unsatisfactory results
were referred for further treatments.

Discussion

The incidence of genitourinary fistula of 8.2
per 1000 in this study seems high when com-
pared to findings from developed countries.17 It
is however in accord with most reports from
developing countries of the world, where 65-
83% of all fistulae are due to obstetric compli-
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Table 1. Socio-demographic and reproduc-
tive characteristics of patients with fistulae.

Patients %

Age in years
Less than 20 11 (29.7)
20-30 19 (51.4)
31-40 5 (13.5)
Above 40 2 (5.4)

Social class
I 2 (2.7)
II 3 (8.1)
III 6 (16.2)
IV 9 (24.3)
V 17 (45.9)

Marital status
Married 20 (54.1)
Unmarried 13 (35.1)
Others 4 (10.8)

Parity
1 22 (59.4)
2-4 10 (27.0)
5 and more 5 (13.5)

Booking status
Booked 5 (13.5)
Unbooked 14 (37.8)
Interfered 10 (27.0)
Defaulters 8 (21.6)

Table 2. Predisposing factors and mode of
clinical presentation of patients with fistula.

Patients %

Predisposing factors
Prolonged obstructed labour 19 (54.4)
Instrumental vaginal deliveries 3 (8.1)
Operative abdominal delivery 5 (13.5)
Ruptured uterus 4 (10.8)
Others 6 (16.2)

Clinical presentation
Total incontinence of urine 26 (70.2)
Intermittent leakage of urine 8 (21.6)
Copious vaginal discharge 9 (24.3)
Abdominal pains/swelling 3 (8.1)
Vulvae dermatitis/vaginal stenosis 6 (16.2)
Other 4 (10.8) 

Table 3. Types and treatment outcome of
urogenital fistula.

No. %

Type of fistulae
Vesico-vaginal 12 (34.4)
Uretero-vaginal 4 (10.8)
Urethro-vaginal 3 (8.1)
Utero-vesical 2 (5.4)
Combined 8 (21.6)
Complex 4 (10.8)
Others 3 (8.1)

Mode of treatment
Conservative 8 (21.6)
Bladder & vaginal repairs only 6 (16.2)
Ureteric excision/repairs/ 4 (10.8)
implantation
Urethroplasty 3 (8.1)
Other 5 (13.5)
Referrals 11 (29.7)
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cations.2,7,9 In Katsina state of Nigeria obstetric
fistula occurs in 3.5 per 1000 deliveries.18

The incidence in this study would probably
be higher, considering the fact that there are
150,000 estimated unrepaired cases of fistulae
in Northern Nigeria alone.7 Also, most patients
are reluctant to present themselves for treat-
ment in this specialist centre, due to financial
constraints or fear of social embarrassment
from unpleasant odor from constant leakage of
urine. Moreover, many of these patients seems
to prefer a nearby Missionary Hospital where
they are treated at a much-reduced cost, cou-
pled with proper rehabilitation programs.
However, this study shows  that the problems
of obstetric fistulae are not uncommon in con-
temporary obstetric practice in developing
countries, where this is a problem for young,
poor primiparous patients.1,2,7,9

Similar pattern was also observed in this
study. Unlike some of these studies however,
our patients were mostly aged 20-30 years
(51.4%) and the majority were married
(54.1%). The age incidence in this study may
be due to the fact that women of this age
bracket dominate our obstetric population.
Socio-cultural practice of early marriage and
childbearing seen in other societies are not
encouraged in Ikot Ekpene. Indeed, this was of
great advantage during the care of these
patients as their husbands and other family
members supported most of them compared to
other reports of total rejection and abandon-
ment in other studies.10,18 This boosted their
morale and made reintegration and rehabilita-
tion easier and successful in our patients.

The majority of the patients in this study did
not utilize the available modern obstetric care
facilities effectively. This has also been report-
ed by others from developing countries.7,8,9,19 Of
particular note were those who registered for
antenatal care but attempted to delivery out-
side hospital. These patients were kept for
days with obstructed labour only to be referred
to the hospital after spontaneous delivery of
dead babies with subsequent urinary inconti-
nence. Obstetric mortality and morbidities
have generally been reported to be common
among unbooked patients.2,16,20 The role of this
alternative care for women during pregnancy
and childbirth is not well specified in our
health care system, yet they attend to about 60-
75% of parturient in these area.16

As reported by others in developing coun-
tries,2,9,10 most cases in this study resulted from
neglected prolonged obstructed labour and
commonly presented with total incontinence of
urine. However, 13.5% of the fistulae followed
abdominal operative delivery including cae-
sarean operations and hysterectomy for
uncontrolled primary postpartum haemor-
rhage. Also some patients were having repeat
caesarean deliveries carried out by inexperi-
enced surgeons in other institutions.

Unlike reports from other developing coun-
tries,3,7 where average duration of symptoms
was about 7 years, 48.7% of patients in our
hospital reported for treatment within 6
months of delivery. This is not surprising as
most of the patients were referred to this terti-
ary institution during labour and puerperium
because of other complications. Also patients
with long standing complications are usually
poor, who may not afford the cost of a General
Hospital treatment and would prefer to go to
nearby Missionary Hospital where treatment
are free or at minimal cost.

Vesicovaginal fistula was the commonest
type followed by combined fistula and the com-
plex type. Others have reported similar find-
ings from developing countries.2,7,12,21 Two
patients who had repeated caesarean sections
developed uterovesical fistula and subsequent-
ly presented with menouria and infertility.
Some of the patients in this study had com-
plete destruction of the bladder neck and ure-
thra following obstructed labour. Associated
complications such as nerve injury, significant
vaginal scarring and stenosis, were also
encountered in a large number of patients.
Others also experienced these in Northern
Nigeria and other developing countries.8,9,18,20

Therefore, apart from attending to the urinary
fistula, these associated problems were also
treated for proper rehabilitation of the
patients.

Most patients (21.6%) in this study were
managed conservatively or prophylactically
with prolonged continuous bladder drainage
with good results. This was particularly useful
in patients whose labour and deliveries were
managed in the hospital and those with small
fistula of less than 1 cm. The majority (29.7%)
were either referred to a nearby Missionary
Hospital or absconded without treatment.
Unlike the report from other centres,2,6,9,14,21,22

the results of bladder repairs were largely
unsatisfactory. This was very disappointing
considering the fact that most of these
patients presented early for treatment.
However, most of the bladder defects were
large (average size of 4 cm) and a complex
type with significant scaring, which made
access to the defect difficult. The management

of this type of injuries requires advanced tech-
niques and technology such as tissue grafting,
insertion of devices,4,5,12,13 which were limited in
our center. It is hoped that as the uro-gynecol-
ogy unit in our institution is fully developed,
equipped and staffed by highly skilled person-
nel most of these patients will achieve conti-
nence and the number of  unsatisfactory care
reduced thereby enhancing patients’ confi-
dence in the hospital. 

As reported by others,3,12,13,23,24 the ureteric
and urethral repairs were very successful. Very
experienced urologists in this center usually
performed these operation.24,26 Some of these
patients were referred to the hospital after sev-
eral attempts have failed to secure continence
in other centres. Cases done included ureteric
anastomosis, re-implantation of ureters,
uretero-neocystostomy and urethroplesty.
There was no case of urinary diversion per-
formed, as no patient required this important
procedure. 

The study suffers the shortcoming of being
hospital based and with small sample size. A
prospective community based multi-center
study is being planned to assess management
outcome of complex and complicated obstetric
fistulas.

This age long obstetric morbidity is still
prevalent among underprivileged women who
have socio-cultural and religious restrictions
to access modern obstetric care in the 21st cen-
tury in Akwa Ibom State. The result of surgical
management of the commonest type is poor
due to lack of appropriate technology and the
requisite expertise to handle them.

It is recommended that preventive strate-
gies to obstructed labour such as comprehen-
sive application of partogram in labour man-
agement. Well equipped Regional centers with
trained personnel in urogynecology should be
established in each zonal area in the country
to take care of the complex fistulas and also
retrain other health providers to acquire skill
in repairing Waaldijk26,27 type I and II cases.
Training of Traditional birth Attendants and
other alternative obstetric caregivers by the
government may be considered until such a
time when enough trained midwives are avail-
able to take over from them.
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Table 4. Type and outcome of treatment in patients with fistula.

Treatment No.  (%) Satisfactory Unsatisfactory Follow up
No. (%) No. (%) No. (%)

Conservative  (bladder drainage) 8 (21.6) 7 (33.3) 1 (7.7) -
Bladder and vaginal repairs only 6 (16.2) 2 (9.5) 3 (23.1) 1
Ureteric excisions, repairs, 4 (10.8) 4 (19.1) - -
implantations
Urethroplasty 3 (8.1) 2 (9.5) - 1
Others 5 (13.5) 3 (14.3) 1 (7.7) 1
Referrals 11 (29.7) 3 (14.) 8 (61.5) -
Total 37 (100) 21 (56.8) 13 (35.1) 3 (8.1)
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