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Abstract 

Background. Obstetric fistula is a devastat-
ing medical condition associated with adverse
social, psychological and reproductive health
consequences. This study was carried out to
review the pattern of presentation and out-
come of patients with obstetric fistulas in a
rural health facility in South-South Nigeria.

Materials and Method. A retrospective
review of case notes of 51 patients with obstet-
ric fistula that were managed at the Family
Life Center, Mbribit Itam, in Itu, Local
Government Area of Akwa Ibom State.

Results. During the study period, 51 obstet-
ric fistulas were repaired in the hospital. The
ages of the patients ranged from 15 to 50 years
with median age of 25.8 years and modal age
group of 21-30 years (45.1%). The majority of
the patients were of low parity (72.5%), 56.9%
had no formal education and 27.5% were
traders. Thirty four  patients (66.7%) had their
fistulas for between 1 and 6 years,  19.6% of
the patients had juxta-cervical fistulas, while
eight (15.7%)  had circumferential loss of the
urethra. Thirty-seven (72.5%) of them where
unbooked and thus had no antenatal care,
while 4 (7.8%) booked and had antenatal care
in conventional health facilities. Thirty-four
patients (66.7%) remained dry twenty-one
days after surgery, thirteen (23.5%) were still
wet, while 4 patients (7.8%) had stress incon-
tinence despite repair.

Conclusion. Obstetric fistulas are found most
commonly among young, poorly educated women
of low parity who do not avail themselves of ortho-
dox ANC in our environment. Government, com-
munity and religious leaders must make concert-
ed efforts to ensure women obtain formal educa-
tion and when pregnant, have access to emer-
gency obstetric care even if resident in the rural
areas. Government, relevant non-Governmental
organisations, community leaders and health
workers should through relevant health messages
enlighten women in the community about obstet-
ric fistulas and the dangers of delivering in
unorthodox health facilities. More medical per-
sonnel should be trained as the first attempt at
repair is the one that is most likely to succeed.  

Introduction

An obstetric fistula is an abnormal opening
between the lower urinary tract and genital
tract or between the rectum and vagina which
results in continuous dribbling of urine, faeces
or both and virtually follows neglected or pro-
longed obstructed labour.1 It is a devastating
medical condition which is associated with
adverse social, psychological and reproductive
health consequences. Due to access to excel-
lent emergency obstetric care, obstetric fistu-
las have virtually been eradicated from the
industrialized countries, and if they occur at
all are usually injuries that are sustained dur-
ing surgery, which are repaired without
delay.2,3 However, poverty, scarcity of health
facilities, lack of good quality emergency
obstetric care services, ignorance, adverse
religious beliefs and cultural practices are
responsible for the high prevalence of obstetric
fistulas in Sub-Saharan Africa.2

Though the actual prevalence of fistulas is
not known, the World Health Organisation
(WHO) estimates that over 2 million women
are still living with untreated fistulas while
50,000 to 100,000 develop fistulas annually.4 In
West Africa, 3 to 4 out of every 1000 deliveries
results in obstetric fistula and in Nigeria
where the prevalence of obstetric fistulas is
one of the highest in the world, about 800,000
women are currently reported to be living with
fistulas with as many as 20,000 being afflicted
each year.5 In northern Nigeria, where some of
the largest number of cases have been report-
ed in literature, there are currently an estimat-
ed 150,000 unrepaired cases of fistulas.6

Obstetric fistulae are always accompanied
with social and cultural stigma, along with the
persistent offensive odour of urine and dis-
comfort due to continuous leakage of urine
from the vagina with excoriation of the adja-
cent genital areas and the painful rashes these
produces.7 The victims are often rejected by
their husbands, ostracized by their families
and communities, and hence suffer severe psy-
chological damage and are often forced to live
as destitutes.1,7

Despite its high prevalence, there are few
studies on obstetric fistulas in Nigeria and
most of them were conducted in tertiary health
centers in the Northern part of the country.
Data from the southern part of Nigeria are
scare and to the best of the knowledge of the
authors, none has been published from a sec-
ondary health facility. 

The Family Life Center, Mbribit Itam, is
located in Itu Local Government Area of Akwa
Ibom State in the south-south geopolitical
zone of Nigeria. It was founded in 1990 by the
Medical Missionaries of Mary and is primarily
dedicated to the repair of obstetric fistulas. It
has 45 beds and approximately 100-150 fistula

surgeries are performed annually. Once a year,
a specialist fistula surgeon visits the hospital
to perform fistula surgeries for a period of
about a month. This preliminary prospective
study was conducted at the center; a rural
health facility with the aim of reviewing the
pattern of presentation and outcome of
patients with obstetric fistulas that were
repaired in the hospital.

Materials and Methods

Every year, cases of vesico-vaginal fistula
that fail following primary repair and those
deemed to be complex (over a twelve month
period) are reserved for the visiting fistula sur-
geon. Fifty-one consecutive patients who had
obstetric fistulas and underwent repair
between 1st and 28th February 2009 were retro-
spectively studied. Data collected included
socio-demographic characteristics of the
patients, place of delivery, duration of fistula,
number of attempts at repair, state of resi-
dence, anatomical type and outcome of repair.
The classification of fistulas used in this study
is that proposed by Lawson.8

Results

During the study period, 51 obstetric fistulas
(which all followed prolonged obstructed
labour) were repaired in the hospital. The ages
of the patients ranged from 15 to 50 years with
median age of 25.8 years and modal age group
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of 21-30 years (45.1%). Majority of the patients
were of low parity (para1-2- 72.5%), 56.9% had
no formal education and 27.5% were traders
(Table 1).

Twelve patients (23.5%) had had their fistu-
las for less than a year while 34 patients
(66.7%) had their fistulas for between 1 and 6
years. Fifteen (29.4%) of the patients had large
fistulas, eight (15.7%) of the patients had cir-
cumferential loss of the urethra while 1(2.0%)
had complete urethral loss (Table 2). Forty-
four patients (86.3%) had previous attempts at
repair. Twenty eight (54.9%) patients had had
their fistulas repaired once, seven patients
(13.7%) had had their fistulas repaired four
times, 5 (9.8%) had had theirs repaired thrice,
three patients (5.9%) had undergone repair
twice while one had had hers repaired nine
times. Thirty-seven (72.5%) of them where
unbooked and thus had no antenatal care, 10
(19.6%) were antenatal clinic defaulters, while
4 (7.8%) booked and had antenatal care in con-
ventional health facilities. Fifteen patients
(29.4%) came from neighbouring states, 8
(15.7%) patients came from South-Eastern
Nigeria and 2 (3.9%) travelled from South
Western Nigeria. All the fistulas were repaired
through the vagina. Duration of surgery
ranged between 30 min and 3 h. Three patients
(5.9%) had postoperative febrile morbidity
while two patients (3.9%) had urethral
catheter blockage which were successfully
flushed. Blood loss ranged between 100-300
mL. Thirty-four patients (66.7%) remained dry
twenty-one days after surgery, thirteen
(23.5%) were still wet, while 4 patients (7.8%)
had stress incontinence despite repair.

Discussion

Obstetric fistula is considered to be one of
the most dehumanising conditions that affect
women. As shown in this study and document-
ed by several other authors,2,3,9,10 over 90% of
genital tract fistulas follow prolonged obstruct-
ed labour. Prolonged impaction of the foetal
presenting part results in ischaemic necrosis
of the intervening anterior vaginal and bladder
walls and the posterior vaginal wall and rectum
with resultant sloughing of these soft tissues
and the formation of vesicovaginal and recto-
vaginal fistulas.11

Majority of the patients were in their twen-
ties which represents the peak period of their
reproductive life. This is similar to what occurs
in other sub-Saharan countries,12,13 but is in
contrast to what obtains in the northern part of
Nigeria6,9,10 where teenage pregnancy follow-
ing early marriage is culturally acceptable and
still very much practiced. Hence, in these
areas, girl-children begin childbearing before
pelvic growth is complete leading to a very

high prevalence of obstetric fistula. 
Majority of the patients were of low parity.

This is what obtains in most other stud-
ies.2,7,9,10,14 The poor socio-economic back-
ground of the patients is also reflected in this
study by their low educational level and their
poor health seeking behaviour typified by poor
utilization of orthodox health care facilities for
antenatal care (ANC) and delivery. Only 5.9%
of the patients had secondary level education
while 72.5% of the patients did not receive for-
mal ANC and attempted to deliver in uncon-
ventional health facilities where they were
kept for several days with obstructed labour.
They subsequently developed fistulas after the
obstruction was relieved in hospital where
they were taken as a last resort. This is also
the observation by most other Nigerian
authors and indeed authors from other coun-
tries in sub-Saharan Africa.2,9,13 In Nigeria,
only 35.0% of women are reported to deliver in
health institutions (2008 Nigeria Demograph-
ic and Health Survey) and majority of pregnant
women in south-south Nigeria still prefer to
obtain ANC and deliver in unorthodox health
facilities.16,17

In this study, more than 76% of the patients
had been living with their fistulas for over one
year, and 9.8% had been living with theirs for
over six years. This is similar to a study in
Niger Republic13 where 71% of the patients
with vesicovaginal fistulas presented for treat-
ment after one year. This further highlights
the plight of women with fistulas in our envi-
ronment and the suffering they undergo. A
combination of factors including inadequate
information about fistula repair, traditional
restrictions on women, cultural taboos, illiter-
acy, scarcity of health centers and competent
staff have been documented to hinder women
with fistulas from seeking appropriate health
care.11

Almost half of the patients came from other
states, 29.4% of them came from neighbouring
states while 19.6% came from other distant
states. These highlights the suffering women
with fistulas undergo in order to access care. A
similar study conducted in Kano, Nigeria10

showed that 82.7% of their patients had to trav-
el long distances by lorries, vans or donkeys
inorder to access repair after residing for sev-
eral weeks in waiting homes. In addition over
50% of them had to travel various distances on
foot to market places/stations where they could
board the lorries or vans. 

A success rate of 66.7% was recorded in this
study. Available evidence indicates that accord-
ing to the severity of the injury, between 60
and 98% of fistulas are repaired successfully.11

Success rates of 75.0%,14 87.9%,9 and 73.0%12

have been reported from other centers in
Nigeria and sub-Saharan Africa. Results of fis-
tula surgery are also influenced by the fistula
site and size, degree of scarring, number of

previous repair attempts, the overall health of
the patient, the availability of health facilities
and experience and expertise of the surgeon.
The fistulas in this review were mostly compli-
cated and complex ones which were reserved
for the expert surgeon. These may explain the
relatively low success rate despite the experi-
ence of the surgeon.  

Though this study reviewed fistula surger-
ies reserved for an expert fistula surgeon and
the sample size was relatively small, this is the
first study from this fistula center and brings
to light the burden of fistulas in our environ-
ment and what our women go through to
access care. 

In conclusion, obstetric fistula, a devastat-
ing obstetric complication is still prevalent in
our environment. In addition, it is found most
commonly among young, poorly educated
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Table 1. Demographic characteristics of
the patients.

Parameter No. (%)

Age
≤20 15 (29.4)
21-30 23 (45.1)
31-40 9 (17.6)
>40 1 (2.0)
Unknown 3 (5.9)

Parity
P 1-2 39 (76.5)
P 3-4 8 (15.7)
≥ P 5 4 (7.8)

Occupation
Trader 14 (27.5)
Student 12 (23.5)
Housewife 11 (21.6)
Famer 6 (11.8)
Caterer 3 (5.9)
Teacher 1 (2.0)
Civil servant 1 (2.0)
Preacher 1 (2.0)
Unemployed 2 (3.9)

Educational status
No formal education 29 (56.9)
Primary level education 19 (37.2)
Secondary level education 3 (5.9) 

Table 2. Duration and type of fistula.

Parameter No. (%)

Duration of fistula (years)
<1 12 (23.5)
1-3 26 (51.0)
4-6 8 (15.7)
>6 5 (9.8) 

Type of fistula
Large fistula 15 (29.4)
Juxta-cervical 10 (19.6)
Juxta-urethral 7 (13.7)
Combined (VVF+ RVF) 7 (13.7)
Mid vaginal 6 (11.8)
Vesico-cervical 4 (7.8)
Urethro-vaginal 2 (3.9)

VVF, vesico-vaginal fistula; RVF, recto-vaginal fistula.
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women of low parity who do not avail them-
selves of orthodox ANC.  To stem this tide, con-
certed efforts must be made by Government,
community and religious leaders to ensure
women obtain formal education and when
pregnant have access to emergency obstetric
care even if resident in the rural areas.

Government, relevant non-Governmental
organisations, community leaders and health
workers should through relevant health mes-
sages enlighten women in the community
about obstetric fistulas and the dangers of
delivering in unorthodox health facilities.
More medical personnel should be trained as
the first attempt at repair is the one that is
most likely to succeed.  
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