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Preface
The proceedings in this publication emanate from the International Reproductive Health Conference
under the theme: “Ending Obstetric Fistula in a Generation”. The conference took place between 22nd
and 24th May 2017. The purpose of the conference was to exchange and document information on how
to end obstetric fistula in contemporary society. The conference was meant to provide a forum for
sharing information and networking among people involved in fistula prevention, management and to
facilitate establishment of viable recommendations for future policy action programs.
One of the reasons for the conference was that obstetric fistula is one of the major concerns for public
health and medical practitioners. Obstetric fistula has been associated with social stigma and shame.
This reduces the number of patients seeking care. The stigma also aﬀects the economic status of the
patients because of poor interaction with the rest of the population. In addition, current report
indicate that Kenya has a challenge in dealing with the fistula problem. The number of health facilities
that handle fistula repair are too few and no fistula care centres in the country. Therefore, the cases are
usually managed in a few hospitals. There is, therefore, a persisting need to identify alternative
strategies to assist in the prevention and management of the fistula problem.
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The conference was necessitated by the fact that Obstetric fistula has been on the increase due to
limited access to Comprehensive Emergency Obstetric and Newborn Care facilities. This is in addition
to lack of access to quality maternity care and also the role of social cultural factors which include early
marriages.
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The main objectives of the conference were to exchange and document information on how to end
obstetric fistula in contemporary society, to provide a forum for sharing and networking among people
involved in fistula prevention and management, and to facilitate drawing of recommendations future
policy action programs. Papers were presented in four thematic areas first, risk factors and
complications associated with obstetric fistula quality of care and management of obstetric fistula
cases. Second, partnership synergy in prevention and management of obstetric fistula. Third,
community empowerment in prevention of fistula and fourth access to information and advocacy.
Health practitioners and health promoters, and other stakeholders were invited to chart the way
forward in ending obstetric fistula. Enlightening and stimulating presentations were made from the
academia, clinical practitioners, international organizations such as Fistula Foundation, Freedom from
Fistula Foundation Flying doctors, AMREF and United Nations Population Fund, among others.
Deliberations from the conference were expected to enhance a healthy networking that can be used
to scale up the fight against fistula.
The papers presented in this conference covered many topic including fistula care training, service
delivery supervision and monitoring, counseling the obstetric and traumatic fistula patient, clinical
management of fistula cases, client centered reproductive health counseling during fistula repair,
fistula care informed consent, restoring women's dignity, post fistula treatment, best practices and
models in training fistula health care providers, tracking fistula survivors, research and advocacy,
vii

community engagement in prevention and management of fistula, policy and legal framework for
prevention and management of obstetric fistula.
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According to UNFPA ending obstetric fistula is its first priority and key step in achieving SDGs. Together
with partners, UNFPA has made progress towards eliminating Obstetric Fistula through prevention,
and re-integration. It has managed to gain public awareness and political support. In addition, UNFPA
is involved in sharing of best practices, providing comprehensive support for treatment of Obstetric
Fistula and underlying causes e.g. improving reproductive health and rights, ASRH, early marriage,
childbearing, equity and access to RH services especially EMONC services. UNFPA's eﬀorts also include
improving coordination and management mechanisms at global, regional and country level,
increasing integration of fistula prevention, and treatment of Fistula into UNFPA country program and
into national Reproductive health programmes (includes training of surgeons and other health care
workers at a scale, provision of equipment like obstetric kits, funding of services in some counties e.g.
performing surgery in a camp). Other eﬀorts include supporting national level plan of action to end
obstetric fistula, training health workers at a scale and innovation of e-Learning module with support
from JHPIEGO and WHO.
Some of the interventions that have been implemented to end obstetric fistula include service
provision through outreaches, organising special medical camps and regular outreach visits. Other
interventions include knowledge development, skills transfer on prevention e.g. use quality
improvement, for example, after fistula service there is usually a two weeks follow up to assess
outcome of operation, development of learning materials and operational research that links FGM
and Fistula. Some organizations have focused on advocacy activities, external partnerships and
fundraising to support fistula programmes
Eﬀorts made to tackle the problem of obstetric fistula include the establishment of a number of fistula
treatment sites. There are those that oﬀer routine fistula services such as KNH, Gynocare, St Mary's,
Jamaa, Kisii, Kisumu, Cherangany. There are also regular fistula Outreaches/camps that are held in
diﬀerent parts of the country. Some of the county hospitals where the camps have been held on a
regular basis include Kisii, CPGH, Kilifi, Marsabit, Garissa, Moyale, Bomu and Kakuma.
With regard to the fistula data capture, the first inclusion of fistula module was done in the KDHS 2014.
Other sources where fistula data has been captured include Kenya Health Facility. Assessment/Service
availability and Readiness Assessment Mapping (KHFA 2017) which has been done since June 2017
and also the DHIS2(MOH 711, 705) which has been done since May 2016
Some of the challenges in Kenya campaign to end fistula include: shortage of staﬀ trained on
management and care of obstetric fistula patients, lack of guidelines on education and practice of
obstetric fistula treatment, inadequate equipped health facilities and infrastructure, lack of respectful
maternity care and broader socio-economic and political challenges. Moreover, there is low male
participation in the fistula campaign largely due to the cultural belief that reproductive issues are
largely a female issue. Stigma was observed to largely aﬀect fistula survivor reintegration. Early child
bearing was also noted to be a significant challenge against eﬀorts aimed at stopping fistula
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occurrence.
Implementation of ending of fistula interventions has been faced by a number of challenges that are
both internal and external. Internal challenges include lack of in integration of obstetric fistula
prevention projects into RMNCH/Nutrition programmes. The other challenge is in form of insufficient
medium to long-term funding for project implementation and development.
External challenges that were reported included remoteness of areas targeted. This implied that the
coverage was not adequate. There was also the problem of high levels of poverty and cultural practices
posing challenges in re-integration of fistula patients. Severe shortages of qualified and motivated
health workers due to high staﬀ turnover. This means that some medical camps lack required health
workers. There is also the problem of limited infrastructure of partnering health facilities lack of
theatres, equipment etc. Policy related challenges were also reported. These included political
classification of facilities to higher levels which pose infrastructural challenges. Also noted was the fact
that Fistula surgery is not lucrative and many doctors shun training in it.
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Several lessons were learned from the fistula projects that have been implemented. These included
prevention, treatment and social reintegration, in the safe motherhood context with emphasis on
prevention. This will help safe on resources that are used to implement various programs.
Needs assessments is important for both planning and advocacy by use of CHVs to identify mothers,
ensure availability of all resources prior to sensitization of patients. This will help plan the
interventions relevantly.
All systems need to work in order to avoid mistrust. Treatment services should be available before
public awareness activities are undertaken.
Support services should include psychosocial, social and economic components. Migori County, Kenya
is a good example. Diverse, multi-sectoral partnerships at all levels ensure a comprehensive and
coordinated response. This will help reach out to areas where services have not been provided.
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The conference recommended that screening and treatment of fistula should be integrated into the
primary health care programs. Fistula treatment should not be done through holding of fistula repair
camps only. As the fistula camps are held the government should support these activities by providing
payment of the providers on regular salary at the facilities where the camps are held. There is need for
a needs assessment to establish gaps that advocacy interventions should focus on. Communities
should be sensitised to change their attitude and reintegrate the fistula survivors into the community.
Health information systems for fistula prevention and management needs to be improved. The tool
that has been developed by division of family health for data collection should be standardised so as to
capture data from all partners working on prevention and management of fistula. This should be
developed to enable partners learn best practices that can be used for fistula prevention and
management.
There is need for a holistic approach to train more workers at all levels of care. Obstetric fistula
prevention and management strategies should be integrated into both Public health and MBCHB
iX

MESSAGE FROM CHIEF GUEST

Distinguished guests, Ladies and gentlemen. It gives me great pleasure to
join you, and all Kenyans, in commemorating the International Day to End
Obstetric Fistula. This day fits within the agenda of this conference on
Reproductive Health under the theme Ending Obstetric Fistula in a
generation.
I thank Kenyatta University for hosting this event, and acknowledge the
participants for coming together to raise awareness, and commit to
actions that will accelerate our united call to end obstetric fistula this
decade.
Improving maternal, new born and child health continues to be a concern close to my heart. It is also
the Government's top priority - as evidenced by the free maternal healthcare for all women.
Prevention is the key to ending fistula. UNFPA states that, “Ensuring skilled birth attendance at all
births and providing emergency obstetric care for all women who develop complications during
delivery would make fistula as rare in developing countries as it is in the industrialized world.” In
addition, access to health services and education – including gender equality and bringing an end to
child marriage must be addressed to reduce the marginalization of women and girls. Reducing
incidences in these areas could reduce maternal disability and death by at least 20%.
I applaud our health partners who continue to invest resources and research knowledge to help us fast
track our joint eﬀorts to address the urgent issues aﬀecting the most vulnerable groups in society, that
is, women and children.
In Ethiopia, the Addis Ababa Fistula Hospital is a teaching hospital to which we send our doctors in
order to gain specialist skills to successfully treat women with obstetric fistulae; it is the largest center
in the world and the only one dedicated exclusively to comprehensive fistula treatment.
Here in Kenya, Kenyatta National Hospital supports capacity building of health workers, community
mobilization, provision of hospital equipment, funding fistula repair and rehabilitation of fistula
survivors. An annual camp is held which is free of charge and I urge that more mothers who are hidden
away while suﬀering from this condition should be sought and encourage them to seek help as they
suﬀer numerous negative emotional and psychological eﬀects due to humiliation from their smell, and
inability to perform their family roles.
Although the campaign to end Fistula has enhanced the visibility and knowledge of obstetric Fistula
worldwide, it is still under-resourced and requires far more financial and human resources to achieve
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its goal; more needs to be done to prevent labour and delivery complications. Globally, an estimated 2
million women suﬀer the stigma of obstetric fistula and here in Kenya 3,000 new cases are reported
annually. This situation is unacceptable and should not be allowed to persist.

Department of Population and Reproductive Health
School of Public Health
Kenyatta University

Child birth all over the world is a time for celebration, yet unfortunately many times in Africa, and in
this country, childbirth ends with serious and tragic life- threatening complications that bring untold
suﬀering to women. That is why I am deeply grateful for this important forum, which presents us all
with an opportunity to seriously reﬂect on the challenges that continue to impede us from achieving
our national maternal and child health targets.
We have come together to refine our strategy, renew our commitment, and put all necessary
measures, within our capacities, to ensure that we are the generation that will end obstetric fistula.
I am encouraged that today's conversation commits to making our united pledge to - ‘End Obstetric
Fistula’ - a reality. It is also a reminder that we all have one common factor that binds us together – our
mothers – and for them we strive for hope, healing and dignity.
It is now my pleasure to declare this Conference officially open and I wish you all successful
deliberations.
THANK YOU
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MESSAGE FROM THE PS MINISTRY OF HEALTH

In Kenya, it is estimated that fistula occurrence stands at 3 to 4 women for
every 1,000 deliveries with an estimated 3,000 new cases of fistula each
year, with only 7.5% able to access medical care for the condition. For every
woman who dies from pregnancy-related complications, 30 women survive but experience terrible
morbidities such as injuries and disabilities.
Major causes of obstetric fistula include complications resulting from obstructed labor, sexual
violence, lack of access to maternity care (skilled care and availability of facilities), early marriage and
childbirth, harmful traditional practices like female genital mutilation (FGM) and poverty manifested
in malnutrition thus stunted growth.
Obstetric fistula can be prevented by removal of barriers to access of skilled deliveries in health
facilities, gender equality and equity, addressing persistent harmful traditional practices and
alleviation of poverty. In response to the health needs of women in Kenya, H.E the President, Uhuru
Kenyatta gave a directive to remove user fees for child delivery services in public facilities in 2013. This
has seen a significant increase in timely and efficient care of pregnant women and skilled deliveries in
public facilities.
The theme of this year's International Day to End Obstetric Fistula is “hope, healing, and dignity for all”
which is in keeping with our constitution that made health care a right for all Kenyans including
reproductive health.
By Julius Korir
Permanent Secretary
Ministry of Health

Ending obstetric fistula in a generation

Obstetric fistula is a devastating condition that aﬀects poor rural women and
girls across the continent. It manifests itself as an abnormal communication
between the urinary bladder and vagina. Obstetric fistula is the single most
dramatic aftermath of neglected childbirth with an estimate of more than 2
million women living with fistula worldwide.

Department of Population and Reproductive Health
School of Public Health
Kenyatta University

WELCOME ADDRESS FROM THE VICE CHANCELOR, KENYATTA UNIVERSITY
I would like to welcome you all to Kenyatta University and to the 1st
International conference on Reproductive health. It is my pleasure to
join you in this first reproductive health conference with a focus in
obstetric fistula. Maternal and child health are key indicators of the
general health of a population. The maternal mortality ratio in Kenya is
high with 362 deaths per 100 000 live births. The World Health
Organisation deems maternal deaths above 300 per 100 000 live birth
as high. It is also estimated that for every maternal death there about 30
others who suﬀer life threatening conditions. The chances of survival of
a newborn are very low when the mother dies. Obstetric fistula is one of
the complications that reduce the quality of life of the women. It is also
critical to note that the skilled birth attendance in Kenya is at 62%,
meaning that almost half of the women deliver without health skilled
assistance. This occurs at home or on the way to hospital under traditional birth attendants who have
little they can do in case of complications. Furthermore, the percentage of women who attend at least
four targeted visits (Focused ante natal care) is 58%. This implies a significant proportion miss out on
the essential services that would oﬀer among others counseling to prevent occurrence of obstetric
fistula. Postnatal check-up provide an opportunity for early detection of obstetric fistula but
unfortunately in Kenya, the level of targeted postnatal care is low. Only 51% attended postnatal care in
the last Kenya health and demographic survey.
Fistula is a complication that arises from obstructed labour/prolonged labour. This problem has
almost been eradicated from the developed countries but is still a great burden in developing
countries especially Sub- Saharan African ones. Statistics indicate that about three million women live
with fistula and the annual incidence in developing countries is 50,000. Estimates indicate that about
3000 women suﬀer from this condition in Kenya. It is more prevalent among the poor, illiterate and
those have low access to health care services, precisely caesarean section births and timely deliveries.
The purpose of this conference is to bring the stakeholders in reproductive health together to address
one of the morbidities that arise from child birth, fistula. The stakeholders are drawn from academia,
government (national and county), obstetric fistula surgeons, non-government actors and the
communities including the victims. This is part of the initiative to enhance the activity of beyond Zero
as led and championed by HE Margaret Kenyatta. This conference will draw lessons and make action
plans to improve maternal and to a big extent the child health of children in Kenya and the entire
continent.
Apart from holding such forum, the university is coming up with a teaching and referral hospital that
will give priority to maternal and reproductive health. This will encompass service provision, teaching
of health professions and research. The university currently is teaching a variety of courses that will
ultimately address the challenges faced by women during delivery including obstetric fistula. Kenyatta
University outreach programs are also touching the communities who are suﬀering. Our students also

participate in community outreach programmes in hard to reach environments where they identify
key health problems and refer them to relevant facilities.

As a university we have a responsibility to train health workers on fistula care. A brief review on the
focus on thesis in African universities shows that very few students are focusing in this area of
specialization. Fellowships and scholarships in this field are very rare. I urge relevant departments in
Kenyatta and other universities to sensitize and support post graduate students to study fistula with a
view of developing tangible solutions to this problem. The curricula experts should also include
obstetric fistula in training especially in health sciences, public health and social sciences. Finally,
fellowships and scholarships should be awarded with special focus on fistula care and prevention.
I thank you all and wish you fruitful deliberations
Prof Paul Wainaina
Vice Chancellor
Kenyatta University
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This conference brings experts, practitioners and scholars from Africa and beyond. This underscores
the significance of obstetric fistula in the heart of the continent. It is expected that this conference will
examine challenges and opportunities that can be used to reduce obstetric fistula. This involves
treatment options, community initiatives, technological advances and research. In addition, it will
generate knowledge on how obstetric fistula can be prevented. Information generated will be used to
develop and implement policies that will contribute towards reduction of the problem. The
publication of works presented in this conference will inform the global community on the significance
and interventions that are eﬀective in combating obstetric fistula.

Message from UNFPA

Department of Population and Reproductive Health
School of Public Health
Kenyatta University

Hope, healing, and dignity for all Statement of UNFPA Executive
Director Dr. Babatunde Osotimehin on the International Day to End
Obstetric Fistula, 23 May 2017.
Over the past year, I followed the total transformation of two
women’s lives. Alice, from Malawi, was successfully treated for
obstetric fistula at the age of 83, after living with this terrible and
treatable condition for 66 years. Jumwa, from Kenya, was treated at
the age of 77, after living with fistula for 50 years. I have no words to
describe the sense of hope, healing, and restored dignity that this
treatment provided, first and foremost to these two women, but also to their loved ones.
While these are stories of hope, they are also stories of a tragedy – the tragedy being that both women
ever suﬀered from fistula in the first place. They should never have endured the decades of discomfort
and shame that could have been so easily prevented.
The time has come to put an end to this suﬀering wherever it occurs. The theme of this year’s
International Day to End Obstetric Fistula, “Hope, healing, and dignity for all”, is, at its heart, a call to
realize the fundamental human rights of all women and girls everywhere, with a special focus on those
most left behind, excluded and shunned by society.
Ending fistula is a high priority for UNFPA. According to the United Nations Population Fund, and it is a
key step on the road to achieving the world's Sustainable Development Goals by 2030. Fistula has been
virtually eliminated in the world’s wealthier countries, so we know that it can be eliminated in every
country. Strong health systems and greater eﬀorts to address the underlying issues that perpetuate it,
including poverty, gender inequality, early marriage and childbearing, and lack of education, are
crucial.
Working with our partners in the Campaign to End Fistula, we have made progress towards eliminating
fistula through prevention, treatment and social reintegration. UNFPA has supported more than
85,000 fistula repair surgeries since 2003, and more than 15,000 cases in 2016 alone.
But much more needs to be done. More than two million women still live with the condition, and
50,000 to 100,000 develop fistula every year.
It doesn’t have to be this way. With strong political leadership, investment and action, we can end this
scourge in our lifetime.
Please join us in standing with the world's poorest, most marginalized women and girls. Together, I am
confident that we can mobilize the support and commitment needed to transform their lives into
stories of hope and healing and rid the world of fistula once and for all.

Welcome to Kenyatta University. The School of Public health is
delighted to host this 1st International conference on Reproductive
health at this University. The School is known for its excellence in
research and training of public health professionals who play a key role
in disease prevention and control. A major role in the training of these
public health professionals is inculcation of knowledge and application
of public health education to the community. It is known that the more
knowledgeable the community is, the less the prevalence of
preventable diseases and disease conditions. This 1st conference on
obstetric conference comes at a time when this condition is quietly
carried by many women in the Kenya. The hygienic conditions and the stigma associated with
condition contributes greatly to the low uptake of screening and consequently the management
To address the problem of obstetric fistula, eﬀorts should be focused on the three levels of disease
prevention viz: primary, secondary and tertiary. On the primary level, pregnant women should be
given appropriate quality care during the pre-natal period. This includes requisite investigations and
counseling. The main focus at level is birth preparedness. There should be emphasis on delivery by
skilled birth attendant. It is at this stage that women are also counseled on the complications of child
birth and the dangers of home delivery. The cultural myths and dangers of home deliveries are also
repulsed using clinical facts. There should be advocacy on the merits and de-merits of delivery by nonskilled midwives as this will increase the uptake of early screening and management of the condition.
On the secondary prevention, the healthcare providers should have capacity to oﬀer quality health
services during delivery. This includes emergency obstetric care where caesarean section deliveries
can be done for women with obstructed labour. This includes screening of postnatal mothers early
enough. It is recommended that postnatal mothers should be assessed after 2 days, 2 weeks and 6
weeks. This would lead to early detection of the problem.
Finally at the tertiary level, re-integration of the clients after fistula repair to the society is very critical.
This will involve leaders at the village level and support groups. Education to the public is also key with
an emphasis that fistula is treatable.
I wish you fruitful deliberations during this conference and I look forward to the dissemination of the
knowledge, skills and values that will be generated.
Prof. E. Kabiru, PhD
Dean, School of Public Health
Kenyatta University
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WELCOME ADDRESS FOR THE DEAN, SCHOOL OF PUBLIC HEALTH, KENYATTA UNIVERSITY

Department of Population and Reproductive Health
School of Public Health
Kenyatta University

MESSAGE FROM THE SECRETARY, REPRODUCTIVE HEALTH CONFERENCE COMMITTEE

I take this opportunity to welcome you to the 1st International
Reproductive Health Conference. The Conference is rich with
Enlightening Key Note Speeches and Oral Presentations from
Eminent RH Practitioners, Research Experts and Academicians on
the Prevention and Management of Obstetric Fistula. I hope that all
the delegates will take advantage of the forum to network, exchange
ideas, learn from one another and adapt best practices applied
elsewhere for the betterment of humanity. We will always be
available to assist you as need arises. I wish you all a memorable
Conference experience with fruitful deliberations and a happy stay at
Kenyatta University.
Dr. Judy W. Mugo

programmes. The community should be fully engaged in fistula prevention and management. This
should spouses (especially males) in planning and implementing fistula prevention and management
programmes. School health programmes should highlight fistula messages. Sensitization should be
done to the community regarding the myths surrounding occurrence of fistula since most of the
fistulas happen among the poor, there is need to come up with pragmatic strategies for poverty
eradication among the aﬀected communities.
There should be inter-sectoral collaboration in management of fistula prevention programmes. This
will assist to avoid duplication of activities by diﬀerent partners and achieve better results. In addition,
fistula prevention activities should be constantly monitored and evaluated.
Also key is the funding for fistula care. This should be enhanced by both the governmental and nongovernmental organizations.
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The Central government and the County governments of Kenya should support training and capacity
building on fistula besides giving a hand when the partners are implementing various programmes
toward eradication of obstetric fistula.

Executive summary
The Reproductive Health conference was organized by the Department of Population and
Reproductive Health, Kenyatta University in conjunction with the Ministry of Health, United Nations
Population Fund (UNFPA), Fistula Foundation, International Planned Parenthood and Family Health
Options of Kenya. The conference took place from 22nd to 24th May 2017. The participants who took
part included scientists from many organizations, Universities and government institutions as well as
local and international agencies, NGOs and practitioners from a wide range of disciplines and
geographical locations. The conference focused on the theme: “Ending, Obstetric Fistula in a
Generation”. The conference provided the scholars, researchers and health practitioners, policy
makers and other stakeholders a forum to examine the policy implications of Obstetric fistula
preventive interventions. The conference also examined the challenges and opportunities that can be
used to reduce obstetric fistula and generated knowledge on how obstetric fistula can be prevented.
Moreover, information that was generated during the conference can be used to develop and
implement policies that target reduction of the problem. Discussions were done under the following
thematic areas: Best Practices and Models for Training Health Workers on Fistula Management;
Tracking Fistula Survivors; Research and Advocacy, Legal and Policy Framework; and Community
Engagement.
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Various recommendations were made on how to improve prevention and management of obstetric
fistula. These included integration of obstetric Fistula with maternal and child health programmes.
There is also need to improve on institutional preparedness to reduce delay in oﬀering services to
fistula patients thus reducing the backlog.
Pre-service training on integration of fistula training should be strengthened given that most of the
staﬀ in the hospitals have not been trained on fistula management.
Current policies should increase access to lower levels such as Level 2. Most of the lower level
hospitals do not provide essential services like EMOC.
Based on the findings presented during the conference, it was clear that the use of obstetric fistula
champions as role models can enhance re-integration and case identification of fistula survivors.
However, the prevailing strong belief among communities that fistula was a curse was reported to
hinder many patients from pursuing treatment even after listening to the health talks.
A clear gap in systematic family-focused interventions underlines the need for treatment that not only
incorporates surgical repair but also an eﬀort to rebuild the relationships as well. For example,
screening and follow up should consist of an initial and post repair assessment of the functioning of
the family unit through counselling. Additionally, there is a need to provide links with community
resources that provide support for the family unit. Identification, development and adoption of
“fistula centres of excellence” was found to be one of the missing links that would enable
Xi

comprehensive models of care. Currently such centres are non-existent. Undertaking Hospital Needs
Assessments of all participating health facilities is key. This will help identify some of the supplies that
are missing and make arrangements to replenish.
Focusing on improving capacity in priority areas such as emergency obstetrics, anaesthesia and blood
transfusion services should be done. Existing data management systems should be revised to better
monitor the trends in fistula prevention and management activities. In addition, operational research
should be conducted to determine the eﬀectiveness of VVF models of care.
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Abstract
Abstract
Background: Skilled birth attendants (SBAs) can improve outcomes during delivery and postpartum by
detecting and managing early complications of pregnancy and labor. The objective of this study was to
determine factors associated with SBA utilization among women seeking antenatal care at rural
community health units in Makueni, Kenya where less than 37% of women deliver with SBAs.
Methods: Pregnant mothers were recruited at antenatal care clinics, enrolled and interviewed at
baseline, then followed until delivery and for six weeks post-partum. Socio demographic
characteristics, knowledge and attitudes were compared using chi square test and independent t-tests
among those who utilized SBA services and those who did not. Results: 172 (54%) of the interviewed
women reported delivery with a SBA. Women with secondary school education and above were 1.8
times more likely to choose skilled attendance at delivery compared to those with less education (Odds
ratio [OR] 1.8, 95% conﬁdence interval [CI]: 1.02 – 2.60), and women with previous pregnancies were
40% less likely to utilize skilled attendance during delivery compared to nulliparous women (OR 0.6, CI:
0.40 – 0.95). Women with male partners who had greater than a secondary school education were
more likely to delivery with an SBA present (OR), and there was a trend for pregnant mothers
accompanied by their spouses to the delivery to be more likely to deliver in a health facility compared to
those accompanied by other birth companions (OR 1.4, CI: 0.73 – 2.78). Access to a vehicle as a mode of
transport to the place of delivery was strongly associated with increased likelihood of delivery with an
SBA (OR 24.1, CI: 14.82 – 42.64). At the postpartum visit, women stated that the amount of money
they had spent for skilled delivery was $67 which was signiﬁcantly higher than the $30 USD reported
for unskilled delivery (p = 0.001). Conclusions: Several factors were identiﬁed as independently
associated with mothers not utilizing skilled care during delivery (education level, parity, transport
availability) and the cost of delivery with an SBA was found to be more than double the cost without an
SBA. Interventions targeting these factors could increase uptake of delivery by SBAs and improve
maternal and infant health in rural Kenya and other parts of sub-Saharan Africa.
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The World Health Organization (WHO) defines
skilled birth attendants (SBA) as health
workers trained to manage normal,
uncomplicated pregnancies, childbirth and the
immediate postnatal period, and to identify,
manage and refer women and newborns with
complications (Harvey, 2007). This cadre of
health workers is made up of nurses,
midwives, doctors and clinical officers found in
diﬀerent levels of the health care system. At
all levels, they should have access to an
enabling environment of equipment, supplies,
drugs and transportation for referrals (Graham
2001). WHO recommends that women be
attended by a skilled birth attendant (SBA)
during delivery to improve maternal and
newborn health. The rate of deliveries by
skilled birth attendance is considered a
measure of progress towards achieving the
millennium development goal of reducing
maternal and neonatal mortality. The current
target is that 80% of mothers receive skilled
birth care by 2015.
Various factors determine whether a pregnant
mother will seek services of a SBA, including
socio-cultural factors, access to health
services, cost of both transport and services,
mode of transport, friendliness of service
providers, and access to alternative traditional
attendants (Campbell, 2009). Interventions
such as referral to the facilities by opinion
leaders, community health workers (CHWs),
and traditional attendants, as well as oﬀering
a mode of transport, increase access to
SBAshave been associated with improved
maternal and neonatal health outcomes
(Bbalolos, 2009). Consequently, local eﬀorts
have increasingly addressed uptake of SBAs in
an eﬀort to reduce maternal mortality and
improve maternal and child outcomes.

Currently, Kenya has a maternal mortality ratio
of 488 per 100,000 live births and neonatal
mortality is 77 per 1000 (KDHS, 2009). It is
estimated that 37% of women deliver with a
SBA in rural areas compared to 75% in urban
areas. The purpose of this longitudinal study
among pregnant and postpartum women in
rural Kenya was to evaluate perceptions,
barriers and acceptance of delivery by SBAs.
The main objective of the study was to
identify the determinants of delivery by SBAs
among mothers in rural southeastern Kenya
where rates of delivery by SBAs has
historically been below the national average
(WHO, 2003).
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Introduction

Methodology
Study design and seEng
This longitudinal cohort study was conducted
between January 2012 and January 2013 in
Makueni County, Kenya. Pregnant women
were recruited during routine antenatal clinic
attendance in community health unitsand
provided their written informed consent to
study procedures being followed until 6 weeks
after delivery. The outcome of delivery by a
SBA was ascertained at the 6thweek of
postnatal visit.
Study population, recruitment and follow-up
procedures
Pregnant women were eligible for enrollment
if they were above 18 years, less than 36
weeks gestation, presenting for their first
antenatal visit, and planning to reside in the
study area. At enrolment participants were
interviewed and oﬀered focused antenatal
care (FANC). Routine care included education
on danger signs in pregnancy, childbirth and
the postnatal period; the need for delivery by
SBAs; birth preparedness; nutrition and
hygiene; and HIV prevention measures.
Makueni County was purposively sampled due
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to low utilization of SBAs for deliveries. Tawa,
Kisau and Kikima Divisions were purposively
sampled and equal numbers of mothers were
followed up at each of the three sites.
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Baseline socio-demographic and pregnancy
related characteristics were collected during
the first visit, and health promotion sessions
that the mother received were captured in
subsequent questionnaires along with the
number of ANC visits attended by each
mother. An exit questionnaire was
administered during the 6-week of postpartum clinic visit to determine knowledge
and attitudes concerning delivery by SBAs and
traditional attendants, danger signs in
pregnancy, child birth and the postnatal
period, and knowledge about HIV in
pregnancy. Delivery outcomes and place of
delivery were cross checked in the mothers'
records. Questions on the attitudes towards
SBAs and traditional attendants used a
validated method of measurement of
attitudes, that is, the Likerts scale.
Statistical methods
Data analyses were performed using SPSS
version 17 and STATA (StataCorp, College
Station). Characteristics of those delivered by
SBAs were compared to those who did not
using chi-square tests; independent t-tests
and logistic regression analyses were
performed to identify the likelihood of
delivery with skilled attendants for continuous
and categorical variables. The Kenya Medical
Research Institute (KEMRI) Ethical Review
Committee reviewed and approved the
research protocol.
Results
Socio-demographic characteristics of the
study population
A total of 324 pregnant women were enrolled
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to participate in the study, of which 245
(75.6%) were married. Median age of the
participants was 25 years (interquartile range
[IQR] 22 - 29). The majority of women were
peasant farmers [234 (72.2%)] and of
protestant religion [251 (77.5%)]. Parity
ranged from 0 to 5 with 144 (44.4%) women
pregnant for the first time and 94 (29%)
having at least 2 prior pregnancies. A quarter
of women [76 (23.5%)] were not married, and
most had primary school education [191
(59%)] or had secondary education [118
(36.4%)]. Few women had college or higher
education [15 (4.6%)]. Partners of female
participants were mostly casual workers [170
(52.5%)] with primary education [125
(38.6%)].
One hundred forty eight (46%) women
enrolled in the study delivered at home while
172 (54%) delivered at a health facility. Age,
marital status and occupation, as well as
religious affiliation, were not statistical
diﬀerent in terms of place of delivery (Table
1). Women who were more educated chose to
deliver in a health facility more often
compared to those who had primary
education. Those who had secondary
education were 1.8 times more likely to
deliver in health facility (odds ratio [OR] 1.8,
confidence interval [CI] 1.02 - 2.56, p < 0.01).
The education level of the spouse was also
significantly associated with place of delivery;
women whose spouses had greater than
primary level education were twice as likely to
deliver under skilled care (OR 2.04, CI: 1.23 3.38, p = 0.01). In addition, nulliparous
women were more likely to deliver with SBAs
compared to multiparous women (OR 0.6, CI:
0.40 – 0.95, p = 0.03).

Table 1: Eﬀects of socio - demographic characteristics on the place of delivery
H-facility

Home delivery

OR

95% CI

15 -19 yrs

8

10

1.00000

Ref

19 – 24 yrs

75

65

1.44231

0.53779 3.86815

>24 yrs

93

73

1.59247

Marital status

H-facility

Home delivery

OR

0.60060 4.22236
95% CI

Married

131

114

1.00000

Ref

Single

43

33

1.13393

Religi on

H-facility

Home delivery

OR

0.67477 1.90555
95% CI

Catholic

41

31

1.00000

Ref

Protestants

134

117

0.86596

Highest education level

H-facility

Home delivery

OR

0.51026 1.46960
95% CI

Primary

92

99

1.00

Ref

Secon dary

71

47

1.62558

1.02153 –
2.58682

College

13

2

Birth companions during delivery
The most common birth companions were
mothers-in-law [108 (33.3%)], husbands [84
(25.9%)], and fellow mothers [62 (19.1%)];
approximately 10% of women were
accompanied by friends, neighbors,
grandmothers, house help, brothers, and
brothers-in-law (Figure 1). There was a trend

35
30
25

6.99457

19.1

20
15

10.2
5.9

5.6

Sister in
law

Sister

5
0
Mother in Husband
law
Figure 1: Birth companions to the delivery

0.3781

0.5696

0.0044

for women accompanied by the mother-in-law
to be less likely to deliver with an SBA (OR
[0.84], 95% CI 0.45 - 1.58, p = 0.06). There
was also a trend for women accompanied by
their husbands. Such women more likely to
have a skilled delivery (OR [1.42], 95% CI 0.73
- 2.78, p = 0.06) (Table 2).

25.9

Mother

0.6280

1.84871 –
26.46386

33.3

10

p-value

Others
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Table 2: Eﬀect of birth companion on place of delivery
Birth Companion
H-facility
Home
deliveries
delivery

OR

95% CI

P-value

Mother

33

29

1.00000

Ref

Mother -in-law

53

55

0.84683

0.45233 1.58539

Husband

52

32

1.42803

0.73313 2.78158

Sister -in-law

6

13

0.40559

0.13813 1.19099

Sister

9

9

0.87879

0.30559 2.52711

Others

23

10

2.02121

0.82810 4.93333

Mode of transport used by the pregnant
women
During delivery, [170 (52.5%)] pregnant women
used a vehicle (car or truck) to go to the place of
delivery while [133 (41.0%)] travelled on foot
and [21 (6.5%)] on motorbike (Table 3). The type
of transport used to the place of delivery was

0.0651

associated with place of delivery. Access to a
vehicle for transport at the onset of labor was
associated with a 24-fold increase in utilization
of a health care facility for delivery compared to
other modes of transportation (OR 24.14, CI:
14.83 - 42.64, p=0.01).

Table 3: Eﬀect of mode of transport on choice of place of delivery
Mode of Transport

Home
Delivery

H/facility

Total

Motorbike

12 (8.1)

9 (5.1)

21 (6.5)

On Foot

112 (75.7)

21 (11.9)

133 (41.0)

Vehicle

24 (16.2)

146 ( 83.0)

170 (52.5)

Total

148

176

324

Statistic

X2 = 148.937

Knowledge and aEtude regarding HIV and
danger signs in pregnancy
A total of 322 (99.4%) of mothers knew their
HIV status and believed that mothers should
be tested for HIV during pregnancy. More than
90% of women knew that a mother can
transmit HIV to the fetus during labor, in utero
and through breast milk. Most women were
able to identify the following danger signs in
pregnancy, childbirth and postnatal period:
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Df = 2
P=0.000

vaginal bleeding [316 (97.5%)], arm
presentation [296 (91.4%)]; and cord
presentation [291 (89.8%).] The least
recognized danger signs were high fever for
the mother [200 (61.7%)], and maternal
convulsions [209 (64.5%)]. The level of
knowledge on danger signs in pregnancy, child
birth and the postnatal period was not
associated with the choice of place of delivery.

(31.1%) women did not want any more
children after the current pregnancy or
wanted to delay having another child.

Most mothers had a favorable opinion of
traditional birth attendants (TBAs) compared
to SBAs, irrespective of the place they
delivered [273 (84.3%) vs. 182 (56.2%)].
Knowledge of family planning (FP) was
widespread and a total of 316 (97.5%)
mothers knew of at least one family planning
method, and 246 (75.9%) participants had
used a FP method in the past. The most
recognized FP method was oral contraceptive
pills and Depo-provera® at 95.7% and 95.4,
respectively.
Knowledge on contraceptives and their use
had no association with the place of delivery.
Whether the pregnancy was wanted or not
had no statistical significant association with
the place of delivery and whether a mother
knew somebody who died due to pregnancy
complications or not had no association with
choice of place of delivery. In total, 101

Table 4: Health promotion during antenatal period
Topic
Number

Percent

Danger -signs in pregnancy

294

90.7

Individual Birth Plan (IBP)

215

66.4

Skilled Birth Attendance (SBA)

226

69.8

Postnatal Care (PNC)

151

46.6

HIV

175

54.0

Nutrition

232

71.6

Cost and payment for delivery
There was statistically significant diﬀerence
between the mean amount of money spent
on home deliveries and health facility
deliveries ($30 USD vs. $67 USD, respectively,
p < 0.01). The husband met costs of delivery
for 236 (72.8%) participants, while the
woman's mother or the woman herself paid
for the delivery in other cases [38 (11.7%) and
40 (12.3%), respectively].

Ending obstetric fistula in a generation

Health promotion topics taught during
antenatal period were reported as 1) danger
signs in pregnancy [294 (90.7%)], 2) nutrition
[232 (71.6%)], 3) skilled birth attendant [226
(69.8%)], 4) individual birth plan [215
(66.4%)], 5) HIV [175 (54.0%)] and 6) postnatal
care [151 (46.6%)] (Table 4). A total of 58
(17.9%) women had heard of a mother who
died due to pregnancy complications. The
reasons for home deliveries for 148 mothers
ranged from expense [138 (93.2%)] to onset of
labor being too fast [134 (90.5%)]. A very high
proportion of mothers [314 (96.9%)] strongly
agreed that it is essential to deliver in a health
facility. A total of 304 (93.8%) recommended
making delivery cheaper and 288 (88.8%)
recommended improved referral.

Discussion
In this study, delivery by SBAs was higher than
expected at 54%, which is above the national
average which is 46% (KDHS, 2009). These
results diﬀer from those reported in other
studies, which found SBA delivery rates of 37%
in another rural part of Kenya and 7.4% in
coastal Kenya (Kristine and Marleen, 2006).
Many logistical barriers were identified in
these two studies, including availability and
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cost of transportation. One explanation for
higher rates in our study is that an unrelated
program had been implemented shortly
before the study started. This program was
testing the “community referral model” and
provided referral of expectant women by
community midwives. An important finding in
this study was that both the woman's and her
husband's education level were significantly
associated with choice of a SBA. It was noted
that there was nearly 2-foldincrease in use of
SBA when a woman had schooled beyond the
primary level, emphasizing the importance of
education in utilization of SBAs in rural areas
of Kenya. This finding was similar to that of
Mpembeni et al. (2007) who in a Tanzanian
study found that more years spent in school
was positively associated with utilizing an SBA
(Mpembeni, et al., 2007). The study also
found that male education above secondary
school level was associated with a two-fold
increase in the delivery by SBAs. This was
similar to the findings of Nekesa et al . (2013).
in a study on male involvement in maternal
health in Bungoma in Western Kenya, where
there was two-fold increase in delivery by
SBAs when males were involved in antenatal
care; the spouses level of education and
employment were also significantly associated
with SBA uptake (Nekesa et al., 2013). This
suggests that men play an important role in
improving maternal and reproductive health
outcomes and that promoting male
involvement may be an important
intervention.
In this study it was also found that nulliparous
women were more likely to utilize SBAs which
was comparable to what Manuela et al. found
in Burkina Faso (Manuela, et al., 2009). There
were also trends suggesting that the choice of
birth companion was associated with
utilization of SBA. Women accompanied by
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their mother-in-law were less likely to deliver
at a health facility compared to women
accompanied by their spouse. This finding is
similar to that of Nekesaet al who also showed
that male involvement was associated with
delivery by skilled attendants (Nekesa, et al.,
2013).
Reasons for these associations are not known,
however, it is possible that men control the
resources and their involvement results in the
financial support necessary for facility
delivery. These results also support the
recommendation that potential birth
companions be involved in the individual birth
plan during the antenatal period and be
educated about the benefits of skilled care at
delivery. Furthermore, women should be
encouraged to invite their spouse to be the
birth companion based on what has been
shown about the importance of male
involvement.
In addition, the study found that access to a
means of transportation determined delivery
by skilled attendants: those who had access to
a vehicle were 25 times more likely to deliver
in health facilities compared to the other
modes of transport. The magnitude of the
eﬀect size was surprising as was the finding
that 93% of those who delivered at home
cited transport and expense as the cause. This
was similar to findings by Ngigi who did a
study in Western Kenya and found that 72.8%
considered transport as the major problem.
In that study only 29.3% of deliveries had
skilled attendants (Ngigi, 2009). Preparing
before delivery to cover costs of transport to a
health facility has the potential to make a
major diﬀerence to improve access to skilled
care, as would a community ambulance.
In this study, knowledge about some of the

There were various potentially modifiable
determinants for delivery by a skilled birth
attendant in rural Makueni, Kenya, including
education. Raising the status of women
through provision of education beyond
primary school level may enable them to
make better choices and deliver under skilled
care. Additionally, intensifying counseling on
the need for hospital delivery and making

individual birth plans may enable more
pregnant mothers to utilize skilled care at
delivery. In addition, women of higher parity
should be specifically targeted for counseling
on the need for delivery in health facilities
because they are less likely to deliver in a
facility, perhaps because they believe the risk
of delivery after already undergoing childbirth
is reduced. Health workers should emphasize
to the women of higher parity that every
pregnancy has risks despite previous
pregnancies having been uneventful.
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warning signs in pregnancy, child-birth and
neonatal period was low. For example, only
61.7% knew fever and only 64.5% knew that
convulsions were a warning sign. However,
bleeding which is the main cause of maternal
death was recognized by the majority of
women (97.5%) as a danger sign. While most
women knew the conditions that resulted in
the demise of babies and women, knowledge
was not significantly associated with delivery
by SBAs. This is unlike findings by Mpembeni
et al. in Tanzania where the knowledge of
pregnancy risk factors was associated with an
increased use of SBAs (Mpembeni et al.,
2007). The diﬀerence may be due to the fact
that danger signs in pregnancy were taught to
greater than 90% of pregnant women during
antenatal care in the current study. Possibly
this education contributed to the more than
50% uptake of SBAs in this study, although, it
was not designed to assess this.

Conclusions
In conclusion focused antenatal care (FANC)
should be intensified with emphasis on
preparing a comprehensive birth plan that
involves pregnant mothers, their spouse and
other relevant family members, including
mothers-in-law. For women to deliver in the
presence of a skilled birth attendant, they may
need support with transport and cost of
services.Modifying health systems and
training health workers on the importance of
these determinants may increase the uptake
of SBAs and hasten progress towards
achieving millennium development goal
number 5 and reducing maternal mortality.
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Integration of Orem’s theory of the nursing process in the care of
patients recovering from post-obstetric ﬁstula surgery to enhance
patient participation

Abstract
Background: Health care quality continues to be a subject of intense criticism and debate. Although
quality nursing care is vital to patients' outcome, meaningful improvements have been disturbingly
slow. This can be attributed to non-involvement of patients in the delivery of their own care. Patient
participation in health care is regarded as a primary condition for quality care.
Study design: This was a quasi-experimental study that involved pre-test, intervention and post-test
aimed at establishing whether patient participation in care would have an impact on the quality of
nursing care provided to patients. The experimental group included the nurses working in Kiambu
hospital medical, surgical, gynecology and pediatric wards while the control group was nurses working
in similar wards in Thika hospital. Nurses in Kiambu District Hospital were trained on the application of
Orem's theory (which emphasizes patient participation in their own care) to the nursing process while
those in Thika hospital were only trained on the application of nursing process without the component
of the nursing theory. Re- evaluation of quality of care was carried out after a period of eight months to
determine whether patient participation in care caused any signiﬁcant improvement in quality of
nursing care.
Data Analysis: Analysis was performed by use of statistical package for social scientists (SPSS version
22). Descriptive statistics was used to summarize the quantitative data which was presented in
frequency tables, pie charts, histograms and bar graphs. Chi square test of signiﬁcance was used to
relate the various variables and in hypothesis testing while logistic regression analysis was used to
predict the determinants of satisfaction at post-test.
Study Findings: The ﬁndings showed that there was a signiﬁcant diﬀerence (p<0.05) in Kiambu on
whether nurses enquired about patient perspectives in care and their perspectives on patient
involvement in decision making while there was no signiﬁcant diﬀerence (P>0.05) in Thika. The ﬁndings
revealed a signiﬁcant change (p<0.05) in Kiambu on nurses' perspective about patient involvement in
the care. There was also a signiﬁcant diﬀerence (p<0.05) in Kiambu on the nurses' level of satisfaction
with the patients' participation in care. Logistic regression modelling was used to determine predictors
of patient satisfaction at post-test. The ﬁndings from the study showed that females were more likely
to be satisﬁed with the introduction they received in the ward (OR 1.82, 95% CI 1.074 -3.3098)
compared to their male counterparts. Also, patients with a primary level education were less likely to
be satisﬁed with the information received on introduction (OR 0.568, 95% CI 0.334 – 0.967).
Conclusion and recommendations: The study concluded that, patient participation in their own
care is key to the provision of quality nursing care. Therefore training health care workers on
involving patients in decisions pertaining their care would help in improving patient's health care
outcomes. The level of education was also a predictor of patients' satisfaction and hence the need
to ensure education of the community so that they are more aware of their health care needs and
participate in meeting them
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Introduction
Nurses play a critical role in the management
of patients post operatively. This care of the
hospitalized patient recovering from surgery
takes place in a compressed time frame, with
much of the healing and recovery occurring
after the patient is discharged. Therefore the
care provided after surgery is critical in the
recovery of the patient both psychologically
and physically. This care should be aimed at
ensuring that the patient moves from being
dependent on the nurse to being
independent. Hence the care provided should
be patient centered. This is not diﬀerent for
the patients recovering from the obstetric
fistula surgery where diﬀerent outcomes are
observed. For example, in a study carried out
in Eritrea, the findings showed that out of all
the patients who underwent the surgical
repair, the overall success rate was 64.5%
(n=31). This indicates that some did not have a
positive outcome and therefore experienced
psychological eﬀects like depression and posttraumatic stress syndrome (Wilson,et al.,
2016). This should be prevented from
occurring as the patient is recovering from the
surgery if they had been involved fully in the
care. Hence the need to ensure patient
participation in their own care to ensure they
are equipped with the right information from
the beginning.
Patient participation in health care is regarded
as a primary condition for quality care.
Participation would involve comprehending
information, one's own body, the disease and
treatment. However, lack of information and
lack of recognition have been found to be
significant aspects for patients' nonparticipation in healthcare(Ehnfors, 2004).
Orem’s model and nursing process
Nurses form the largest number of health care
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providers who interact with the patient from
the time the patient leaves theatre until they
are discharged and therefore they need a
framework that can be used to provide quality
nursing care. The nursing process is the
foundation and organizational framework that
guides professional nursing practice.
Professionally, the nursing process is
recognized as a model on which nursing
standards are based and remains the
universally accepted method of scientific
nursing practice (Craven and Hirnle, 2000).
Orem developed the self-care deficit
theoretical model for nursing. The self-care
deficit theory proposed by Orem is a
combination of three theories, i.e. theory of
self-care, theory of self-care deficit and the
theory of nursing systems. Its introduction was
radical shift from the prevailing notion of
nursing, where nursing care was considered to
be care for the patient, and when patients
made few decisions regarding nursing therapy.
The model emphasized individual
responsibility in provision of care (Meleis,
1991).
Orem (2001) states that “the condition that
validates the existence of a requirement for
nursing in an adult is the health associated
absence of the ability to maintain
continuously that amount and quality of selfcare that is therapeutic in sustaining life and
health, in recovering from disease or injury or
in coping with their eﬀects. With children, the
condition is the inability of the parent or
guardian associated with the child's health
status to maintain continuously for the child
the amount and quality care that is
therapeutic.” Integrating Orem's theory to the
nursing process would mean that the nurses
are able to provide patient centered care and
therefore improve the overall outcome of
patients post operatively. The Orem's theory

Orem’s theory and the nursing process
assessment
During the assessment stage, the nurse
should seek information from the patient
which will enable her to make decisions
about planning and implementation of care.
This will be through history taking and
physical examination. According to WHO

(2006), many women living with obstetric
fistula will have been traumatized by the
events surrounding the birth of their baby
and subsequent frequent ostracism by
husbands, other family members and their
community. Some may see themselves as
cursed. Therefore the nurse should provide
supportive and empathetic care since the
patient will undergo unfamiliar intimate and
uncomfortable examinations. They therefore
need the reassuring presence and a touch of
the nurse

Ending obstetric fistula in a generation

presents a method to determine the self-care
deficits and then to define the roles of the
patient or nurse to meet the self-care
demands.
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OREM’S THEORETICAL MODEL AND THE NURSING PROCESS
ASSESSMENT
The nurse to determine the deficit between
the patient’s abilities to care for self and the
demands for Self-care being made.

NURSING DIAGNOSIS
The Nurse formulates the nursing
diagnosis according to identified
needs in order of priority.
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The nurse should determine whether the
deficit is due to:
a.
b.
c.
d.

Lack of knowledge
Lack of Skill
Lack of motivation
Limited ability to carry activities

PLANNING FOR THE CARE
The nurse should set outcome goals with
patient to achieve Se-lf Care. Then plans for
intervention to be:
a. wholly compensatory
b. partly compensatory
c. supportive- education

FORMATIVE EVALUATION
Has the patient been able to maintain
or re-establish ability to carry out
activities without assistance from the
nurse in all the areas?

SUMMATIVE EVALUATION

NURSING INTERVENTIONS
These should be:
a.
b.
c.
d.
e.

Doing everything for the patient
guiding and directing
providing physical support
Providing psychological support.
Providing an environment which
supports development.
f. Teaching the patient

Improved quality of care patients
satisfaction
Reduced patients’ length of stay

The nurse then needs to determine the
person's self- care and dependent care
agency. Finally she needs to calculate
whether or not there is a self-care or
dependent-care deficit including its
magnitude and the primary reason for it.
These may include identifying whether an
individual possess the knowledge necessary
to respond to self-care demands and
assessing his or her motivation, development
and past experience (Aggleton,
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2000).Following this a decision can be made
about the need for nursing intervention. The
nurse must also assess whether the
individuals present state allows for safe
involvement in self-care. Finally the nurse
assesses the patient potential for reestablishing self-care in the future.
Nursing diagnosis
The next step of formulating the nursing
diagnosis in the nursing process will be critical

Planning
During the planning and goal setting phase all
goals will be patient centered. The long term
goal is the restoration of balance between
self-care abilities and self-care needs. In the
immediate post-operative period the nurse
plans to meet the needs of the patient in
order of priority. Also during this phase the
care measures that will be used in order to
meet the therapeutic self-care demand and
the means that will be used to meet particular
self-care needs are specified. The nurse
discusses with the patient whether nursing
intervention is to be wholly compensatory,
partly compensatory or Supportive –
educative. This will vary depending on the
improvement of the patient post- surgery.
Intervention
During intervention phase, Orem's model
assumes that patients are willing and able to
adopt certain roles and that they desire to
achieve self-care. Orem identifies 5 methods
of helping that a nurse may use; Acting for
and doing for others, Guiding others,
Supporting another, Providing an environment
promoting personal development in relation
to meeting future demands or teaching
another. Therefore, the aim of intervention
will be to maintain or re-establish self-care.
In the immediate post-operative phase, the
nurse provides wholly compensatory care
since the patient has not re-established self-

care abilities. As the patient improves, the
care becomes partly compensatory where the
nurse involves the patient in the care
depending on the ability. The patient should
be involved in ensuring that she maintains
personal hygiene, involvement in the ensuring
that the catheter does not kink and drains
freely. The need to take a lot of ﬂuids is also
another area that the patient can be involved.
As the patient improves and develops self-care
ability the role of the nurse becomes mainly
supportive and educative. The nurse remains
available to respond to the patients concerns
and also prepares the patient as she nears
discharge.

Ending obstetric fistula in a generation

before a plan of care can be arrived at. The
nursing diagnosis will be derived from data
gathered during the assessment. The main
outcome of care is to establish the patient
self-care ability. Depending on the nursing
diagnosis the nurse should establish the
nursing outcome and also the expected
patients’ outcome.

Evaluation
Formative evaluation, focus on the extent to
which the balance between self-care abilities
and self-care demands has been maintained
or re-established.By setting goals that are
patient centered nurses put themselves in a
position to evaluate what patients have
achieved at the end of specified periods of
time, rather than whether or not nursing
intervention has been carried out. Hence
moving from nursing interventions that are
wholly or partly compensatory to those that
are broadly supportive-educative would also
indicate eﬀective nursing care.
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Occurrence and management of puerperal sepsis amongst women
of reproductive age atending the selected hospitals in Nandi
County, Kenya.
Maritim Violet C, Jackim M Nyamari, and Margaret Keraka
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Abstract
Background: Studies have shown that puerperal sepsis is a major cause of maternal morbidity and the
second cause of maternal mortality in developing world. Objective: To determine the occurrence of
puerperal sepsis, and its management amongst women of reproductive age attending the selected
hospitals, Nandi County. Methodology: The study employed descriptive, cross-sectional study design.
Fischer's formula (n= (Z2pq)/d2) was used to obtain a sample size of 215. Purposive sampling was used
to select study participants from two Hospitals in Nandi County. The women who participated in the
study were those who had been diagnosed with puerperal sepsis and had given consent to be included
in the study. Data analysis was done using SPSS v.20. Results: There was a high signiﬁcant relation
between antenatal care attendance and labour duration, (OR=0.35, 95% CI, 0.15-0.80). Mothers who
had short duration of labour were 0.35 times more likely to have attended antenatal care compared to
those with long labour durations. Availability of food also showed signiﬁcant relationship with
duration of labour (OR=5, 95% CI, 1.8 -14.28).Mothers with adequate food were 5 times more likely to
experience short duration of labour compared to those with food shortage. Further, results indicated
that there was lack of knowledge on the etiology of infection in the area. Facilities lacked adequate
prerequisites to perform Puerperal Sepsis awareness both in the facility and in the community.
Conclusion: These factors underscore the need for the Ministry of health to provide funds that will
develop an enabling environment for awareness creation and hygiene education in this area.
Integration of Hygiene education and Puerperal sepsis awareness into antenatal care services should
be done as a strategy to prevent and control the infection.
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Introduction
According to WHO, puerperal sepsis is a
genital tract infection occurring at any time
between the rupture of extra placental
membranes or labour, and the 42nd day
postpartum in which 2 or more of the
following symptoms are present: pelvic pain,
fever, that is, oral temperature 38.5°C or
higher on any occasion, abnormal vaginal
discharge, for example, presence of pus and
abnormal smell/foul odour of discharge.
Eighty percent of maternal deaths resulting
from pregnancy complications are brought
about by preventable causes as they depend
strongly on quality of care provided. Puerperal
Sepsis is among the preventable causes of
maternal death. The most significant longterm complication is infertility resulting from
tubal occlusion, estimated to aﬀect some
450,000 women each year (Ziraba et al., 2009;
Dillen et al 2010). In Kenya, puerperal sepsis
accounts for approximately 15% of maternal
deaths. According to Kenya Demographic
Health Survey, Kenya is one of the countries in
sub-Saharan Africa that still experience high
maternal mortality. For instance, in 2008/09
maternal mortality ratio was estimated to be
488/100,000 live births.
Studies have shown that predisposing factors
to puerperal sepsis includes; anemia in
pregnancy, prolonged labour, frequent vaginal
examination, premature rupture of
membranes and use of un
sterilized/unwashed instruments during
delivery (Momoh, 2010). In Nandi county,
hospital deliveries are on the rise but still
postpartum infections are still occurring which
made it necessary to carry out this study.
Several studies have been on causes of
Puerperal Sepsis but few have focused on the
association that exists between the risk
factors. The aim of this study was therefore to
determine the occurrence of Puerperal Sepsis,
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and its management amongst women of
reproductive age (15-49) attending selected
hospitals in Nandi County, Kenya.
Methodology
The study was conducted in Nandi district
hospital and Kapsabet District in hospital,
Nandi County. The study utilized a cross
sectional descriptive study design. The study
was carried out from January to April 2014.
The study targeted all women of reproductive
age (15-49 years) who visited the hospital for
health care services during the time of study.
The study targeted all women who had been
diagnosed with puerperal sepsis. The health
care providers in charge of these patients
were also included in the study. Puerperal
sepsis rate being at 15%, a sample size of 215
was used in the study. The study sample was
divided among the two hospitals
proportionately where 111 respondents were
from the Kapsabet District hospital while 104
respondents were from Nandi hills district
hospital. They serve as the only major county
referral hospitals. Purposive sampling
technique was used to select the study
population. Patients who had been diagnosed
with puerperal sepsis and willing to
participate in the study were interviewed at
the point of exit. Data collection instruments
that were used in the study included
questionnaire and key informant schedule.
Permission to carry out the study was
obtained from Kenyatta University board of
graduate studies and National Council for
Science Technology and Innovation. Pre-test
was done in Uasin-Gishu District hospital after
which, appropriate corrective measures were
addressed on the research tool so as to ensure
validity of the research tools. Research
assistants were passed through
comprehensive training and were involved in
the pretest so as to bring the element of

Results
Two hundred and fifteen participants were
enrolled in the study, 57.2% of the
respondents were between the ages of 20-29.
Seventy-two per cent of the participants had
delivered while 28% had carried out unsafe
abortions. The mean age was 25.2 years (SD
6.5) .On their socio-economic characteristic
62.8% of the respondents were married, 60%
had low education levels, 64% of the
respondents were of low socio-economic

status (unemployed) and 56.2% were of lower
parity level.
Occurrence of puerperal sepsis
Among the women who had delivered and
had the disease, 38.1% of them had deliveries
in healthcare facility, while 33.5% had
delivered at home. There was a high
proportion of respondents (66.5%) who had
delivered through spontaneous vaginal
delivery. This was compared to only 4.7% who
had Caesarian-section delivery and about
0.5% who had instrumental assisted delivery.
The rest, 28.3% had performed abortion. It
was evident that a good number (46%) of the
puerperal sepsis cases had experienced
several vaginal examinations before delivery.

Table 1. Socio Demographic Factors of the Respondents
VARIABLE
FREQUENCY
AGE RANGE (Years)
15-25
26-35
36-46
PARITY STATUS
Primipara
Multipara
Grand multipara
None
EDUCATIONAL LEVEL
Nil
Primary
Secondary
Terti ary/College
OCCUPATION
Self employed
Employed
Not employed

PERCENTAGE (%)

127
69
19

59.1
32.1
8.8

45
115
25
30

20.9
53.5
11.6
14.0

21
108
61
25

9.8
50.2
28.4
11.6

45
33
137

20.9
15.4
63.7

Those who had been examined twice were
12.6% while those with a single examination
formed 7.4% of the study sampled population.

Ending obstetric fistula in a generation

consistency in data collection. Data collection
was done daily on working day, that's from
Monday to Friday for three months. Analysis
was done using SPSS V.20. Chi-square test was
done to test the association between the
variables. Logistic regression was done further
to test the strength of associations between
variables that showed statistical significance.

Those who had not been examined
completely were 4.7% while those who did
not know if they were examined contributed
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0.9% of the sample. Upon assessment of
abortions as an associated risk factor, it was
observed that about 28% of the respondents
had procured unsafe abortions at home while
71.6% were delivery cases. The study revealed
that there was a high proportion (56.7%) who
had poor or no antenatal care attendance.
About 15% of respondents had their antenatal
visits before delivery while 60% did not have

adequate food during their pregnancy period.
Assessment of factors associated with
puerperal sepsis
A cross tabulation of risk factors was done
after which chi-square values were used to
show the level of significance as shown in the
table 1

Table: 2 Associated factors of puerperal sepsis among the respondents
Variable
Antenatal Care Atendance (N=154)
Category
Yes
No
Df
Level of
To School
116 (75%)
29 (19%)
Education
Never
7 (5%)
2 (1%)
1
Occupation
Employed
62 (40%)
61 (40%)
Not employed
23 (15%)
8 (5%)
1
Marital status
Married
92 (60%)
20 (13%)
Not married
31 (20%)
11 (7%)
1
Mode of delivery
Spontaneous vaginal
113 (73%)
30 (20%)

Knowledge on
Puerperal Sepsis

P- Value
0.87
0.17
0.25

Others
Yes

9 (6%)
37 (24%)

2 (1%)
2 (1%)

1

0.83

No

86 (56%)

28 (19%)

1

0.08

Short
56 (36%)
19 (12%)
70 (12%)

Extended
74 (48%)
5 (3%)
73 (47%)

5 (4%)
19 (12%)
56 (36%)
53 (34%)
22 (14%)

6 (4%)
23 (15%)
56 (36%)
69 (45%)
10 (7%)

0-1
16 (10%)
12 (8%)
8 (5%)
20 (13%)
25 (16%)
3 (2%)
20 (13%)
8 (5%)

2 &above
69 (45%)
57 (37%)
31 (20%)
95 (62%)
120 (78%)
6 (4%)
92 (58%)
34 (22%)

Duration of Labour (N=154)
Availability of
food
Mode of delivery

Yes
No
Spontaneous vaginal

Others
Distance to
<10 km
hospital
>10km
Antenatal Care
YES
visits
NO
Vaginal Examinations (N=154)
Occupation
Knowledge on
Puerperal Sepsis
Education level
Marital status
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Employed
None
Yes
No
To school
Never
Yes
No

1

0.001

1

0.82

1

0.59

1

0.01

1

0.82

1

0.66

1

0.23

1

0.87

Antenatal Care
visits
Education
Marital status
Knowledge

Attended

Health facility
129 (84%)
6 (4%)
72 (47%)
63 (41%)
100 (65%)
35 (23%)
109 (71%)
26 (17%)
32 (21%)
103 (67%)
N=154
Spontaneous
vaginal
113 (73%)

Never
To school
Never
Married
Single
Yes
No

30 (20%)
135 (88%)
8 (5%)
105 (68)
38 (25%)
37 (24%)
106 (69%)

Subsequently, odds ratios were used to
estimate the strength of association between
the investigated combinations that showed

OUT
16 (10%)
3 (2%)
13 (8%)
6 (4%)
12 (8%)
7 (4%)
14 (9%)
5 (3%)
7 (5%)
12 (7%)

1

0.05

1

0.21

1

0.32

1

0.47

1

0.21

1

0.34

1

0.63

1

0.48

1

0.57
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Place of Delivery (N=154)
Variable
Education
To school
Never
Occupation
Employed
None
Marital status
Married
Single
Antenatal Care
Attended
None
Knowledge
Yes
No
Mode of delivery

Others
10 (6%)
1 (1%)
10 (6%)
1 (1%)
7 (5%)
4 (2%)
2 (1%)
9 (6%)

statistical significance as shown in table 3
below.

Table 3: Showing combinations of variables that showed statistical signiﬁcance.
Variables

Odds Ratio

95% Conﬁdence Intervals

ANC attendance &Duration of labour

0.35

0.15 -0.80

Duration of labour & Availability of food

5

1.8-14.28

The findings showed that duration of labour
and antenatal care attendance had significant
statistical associations. Mothers who had
short duration of labour were 0.35 times more
likely to have attended antenatal care visits
compared to those with long labour durations
(OR=0.35, 95% CI, 0.15-0.80). It was also
found that there was a statistical significance
between duration of labour and availability of

food during the pregnancy period of the
respondent.Mothers with adequate food were
5 times more likely to experience short
duration of labour compared to those with
food shortage (OR=5, 95% CI, 1.814.28).There were no statistically significant
associations between other variable
combinations.
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Management strategies and challenges of
puerperal sepsis
To establish the management strategies
observed by respondents during delivery, it
was established that 113 of the respondents
suggested that their delivery assistant used
gloves, 22 of the respondent noted that they
observed their assistants washing their hands

Frequency,
None, 11, 7%

before the procedure, Eleven of the
respondent did not observe any hygienic
method while 4 of the respondents did not
have an idea on such matters. From the study
findings, it was evident that use of gloves was
a common practice. The figure below exhibits
these findings.

Frequency, don’t
know, 4, 3%

[CATEGORY NAME],
[VALUE],
[PERCENTAGE]

[CATEGORY
NAME], [VALUE],
[PERCENTAGE]

Fig 1: Hygiene practices observed by respondent from the person assisting during delivery
During the Key informant session, it was
established that the hospitals used
disinfectants and administered antibiotics
after delivery as a way of preventing and
managing occurrence of infections. On
investigation of challenges faced in prevention
and management of puerperal sepsis, it was
reported that most women who developed
the infection after hospital deliveries may
have failed to maintain their hygiene at their
homes. It was also reported that most women
who developed the infection had poor health
seeking behaviors.
Reports from the Key informant also indicated
that the health care facilities did not have
adequate staﬀ and had poor infrastructure in
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the area which made it difficult for the health
care providers to access the area. Low socio
economic status and low male involvement in
reproductive health issues added to the
challenges faced in the area in prevention and
management of the disease.
Discussion
Occurrence of puerperal sepsis
From the study, it was evident that most
mothers, who developed puerperal sepsis,
were aged 20-29 (57.2%) and of lower parity
(primipara) (56.2%). Perhaps, this may have
resulted from the fact that young
inexperienced mothers tend to seek services
of traditional birth attendants. They mostly

They also have poor child spacing tendency.
With the coming of the second child (poorly
spaced) they are overwhelmed with duties
hence forgetting about their health (Penelop
et al (2013).These findings tally with a study
done by Sheeba et al. (2013), which concluded
that, this is the group of women who suﬀer a
lot with infective morbidities caused by
poverty, illiteracy and malnutrition. These
women are usually ignorant in seeking ante
natal checkup or contraceptive advice.
Young mothers are unfamiliar with the process
of labour, its length and complications. Mostly
primigravida mothers take a long course of
labour and trials in various hands before
reaching the health facility. Other studies by
Sham Shad et al (2010) also showed that age,
and parity tends to be younger, 70% less than
30 years age and 77% having parity of 2 or
less. Most women (64%) in this study were of
low Socio-economic status. There is higher
occurrence of sepsis in poor females
delivering in unhygienic conditions. This might
have compromised their health seeking
behavior. Most (50.2%) of them had only
attained primary school education rendering
them jobless .They lack adequate resources to
aﬀord the cost of health facility. To many
women, poverty combines with cultural
constraints that construct a social barrier
around them which health services do not
penetrate (Hussein and Walker (2011)]. Poor
socio-economic status among women hinders
them from acquiring adequate food during
antenatal period. Other studies have reported
high rate (65.2%) of sepsis in low
socioeconomic group. Poor social set up is

associated with illiteracy, poor hygiene, ill
health, poor antenatal care, prolonged labour,
delayed referrals and pre-labour rupture of
membranes all setting the scene for sepsis to
settle in (Sham et al., 2010) While
investigating places of delivery among the
respondents, this study found that a good
number (38.1%) had delivered in the health
facilities. Previous research, however, suggests
that most (73.8%) of the study participants
had delivered at home (Khaskeli et al., 2013).
In addition, Puerperal Sepsis has been strongly
associated with nosocomial infections and
increasing antibiotics resistance posing a
significant challenge to overburdened health
care systems (UON, 2015).
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deliver outside health facility due to lack of
knowledge regarding health care, antenatal
visits and delivery in adequately equipped
medical facilities.

Mothers together with their new born being
released from the hospital after six hours,
symptoms of Puerperal Sepsis take up to 42
days to manifest. Hospital delivery by itself
cannot reduce chances of one getting the
infection if there are no proper antiseptic
techniques put in place in the health care
facility. Perhaps, the new mother acquired the
contamination before leaving the healthcare
facility and thereafter developing the disease.
The study found that sepsis was higher
(38.1%) among hospital deliveries compared
to 33.5% of home deliveries. These results
were in contrast with study done by Sham et
al. (2010) where home deliveries were high at
37.9% compared to 26.1% of hospital
deliveries. The reason for persistent high
maternal morbidity due to sepsis, is brought
about by multiple factors, like deliveries
assisted by unskilled personnel in unhygienic
conditions, late referral to hospital, poor
socioeconomic status, prolong labour, induced
miscarriage(abortion) and other chronic
illnesses like anemia (Chandra et al. 2011).
Women of the lower parity status seem to be
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more aﬀected. Most (62.8%) of the
respondents in the current study were
married. Theoretically, they seem to lack
adequate time to uphold proper hygiene
practices due to responsibilities that awaits
them. Possible risk factors among these
women include; lack knowledge on Puerperal
sepsis, lack of adequate experience in
motherhood and poor child spacing (Tuladhar
et al 2009).
Lack of knowledge, among women on
Puerperal Sepsis play a major problem in
Nandi County. Abortions/induced
miscarriages, that accounted for 28.1% of the
study cases, were conducted in unsafe setting
and in unhygienic conditions by untrained
personnel. This trend was distributed evenly
throughout the age group. The ultimate
consequence of this behaviour other than
death resulting from hemorrhage was
Puerperal Sepsis. Without knowledge of
Puerperal Sepsis, these women fell victims of
the infection which may endanger their lives.
In developed countries concept of
unsupervised deliveries without aseptic
measures is minimal and the incidence of
induced miscarriage are very low because of
legalization of miscarriage (Chisembele, 2004).
Whereas in developed countries single most
contributing factor for puerperal sepsis is
caesarean section (Chandra et al., 2011), in
this study, only 4.7% had puerperal sepsis
after undergoing a caesarian delivery.
Assessment of factors associated with
puerperal sepsis
This was done to confirm if one variable
inﬂuenced other(s). Results from
establishment of availability of food
demonstrated that nutrition could determine
the duration of labour that a mother will
experience. There was a strong association of
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availability of food and duration of labour.
Those with adequate food experienced short
labour duration unlike those with inadequate
food. The study agrees with that of Singata et
al. (2013) who concluded that poor nutritional
balance may be associated with longer and
more painful labors. In addition, prolonged
labor attracts several vaginal examinations.
This directly leads to sepsis. Prolonged state of
an open cervix, often with ruptured
membranes during prolonged labors, allows
infections to ascend from the vagina.
According to Momohet al. (2010) Puerperal
Sepsis can be prevented through consumption
of adequate nutritive food or supplements,
especially those rich in proteins and vitamins
during pregnancy. Availability of proper food
helps the boosts the body immune system to
fight infections when they occur (Seal et al.
2012). This will help reduce cases of puerperal
sepsis resulting from prolonged labour.
The study showed that patients who had a
poor obstetric history during pregnancy were
at a higher risk of experiencing long periods of
labour. Those with poor obstetric profile were
mothers who did not attend antenatal clinic in
the health care facility; they either patronize
quacks or did not visit health facilities at all
(Key informant). This finding concurs with that
of Utooet al (2012), a study that reported that
the incidence of puerperal sepsis was more
rampant among un-booked mothers (8.7%)
than the booked ones (1.9%). There was no
association between the knowledge of
Puerperal Sepsis and parity status among the
mothers. Mothers lacking knowledge on the
importance of hygiene and its consequences
are all at a high risk regardless of their parity
level. This finding is supported by a study
done by Rinku(2013) which reported that
there was no significant association found

This study also revealed that the mode of
delivery could not be a product of antenatal
care attendance. Puerperal sepsis is principally
the consequence of poor hygiene. Therefore,
if antenatal clinic visits are made during
pregnancy but not during the process of
delivery or postpartum period, the mother
may encounter microbial contamination and
she is likely to be infected.
Management of puerperal sepsis
Currently, increasing concerns of hospital and
health care associated with infection control.
This has been recorded in many medical
disciplines even in developed countries. This
experience has led to increasing trends of
utilization of health facilities for prevention
and control of infection; hence there is strong
need for eﬀective implementation of
established infection control programs at all
health facilities in Kenya. Proper education,
improvements of guidelines, various
technologies and introduction of new clinical
guide-lines is required for infection control
measures (Khaskeli et al., 2013).
As indicated from the result, it's quite evident
that most of the deliveries were done using
gloves. Use of gloves was expected to reduce
cases of infection but this was not the case in
this study. The gloves used might not have
been sterile enough to put out contamination
by microorganism. Perhaps there might have
been cases of glove recycling for economic
reasons. The study found that mothers who
come to deliver were requested to purchase
gloves to be used in the procedure. Those

with prolonged labour are likely to be
subjected to glove recycling due to frequent
check-up. This might have been the same case
to Khaskheli et al, (2013) findings which
indicated that there was no link established
between use of hand hygiene products and
reduction in nosocomial infections based on
the current systemic reviews.
Management of puerperal sepsis by the
health care facility.
Understaffing in the healthcare facilities was
found to be a major problem. All the Key
informants, who participated in the study,
strongly agreed that the facilities did not have
adequate staﬀ .With the problem of understaffing, management of patients becomes
tedious leading to development of infections.
There will be a poor attendance to mothers
during labour. This exposes mothers to long
periods of labour which puts them at high risk
of puerperal sepsis (Ziraba et al., 2009).
Education of mothers on personal hygiene and
puerperal sepsis awareness in the community
could be eﬀective in eradication of the
menace. Even with the few available
community health workers, access of these
women was a problem because of the terrain
of the area which has steep hills and valleys.
Poor infrastructure made it difficult for the
community health workers to access deep into
the community to create awareness on the
condition. Facilities lacked adequate funds to
carry out initiatives that could help reduce
chances of Puerperal Sepsis in the area. Such
initiatives include education of the community
on Puerperal Sepsis, male involvement on
family planning issues, and awareness
creation on consequences of unsafe
abortions.
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between the knowledge of primi postnatal
mothers on puerperal sepsis with selected
demographic variables such as age,
educational status, occupation, family
income, type of family, place of residence
and source of information.

Management of puerperal sepsis by patients
It was reported that women in Nandi County
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lacked adequate information on Puerperal
Sepsis and delayed in seeking health care
services. Poor health seeking behavior among
women is brought about by high levels of
poverty and ignorance. Some of these women
lacked funds to seek early treatment on the
onset of symptoms. Lack of funds prompts a
person to try cheap forms of treatment
including herbs while others do not reveal
their health status to their partners for fear of
stigmatization. Reports indicate that these
women reported to have tried other possible
treatment on their own and failed. This puts
them at risk of developing other complications
which endanger their health.
Study strengths and limitation
The study was able to test the relationship
between several factors associated with
puerperal sepsis and also identify the
challenges faced in management of the
infection in the selected hospitals in Nandi
County. However, the results were limited to
the two referral hospitals in the county and
hence cannot be a used to generalize for
whole population in the county.
Conclusion
Education and knowledge plays major role in
prevention of puerperal sepsis. Young mothers
and women of lower parity status need to be
informed of puerperal sepsis and how to
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prevent it. Women need to be encouraged
more to utilize antenatal care services and
during which hygiene and nutrition lessons
are rolled out. Male involvement in family
planning issues should be encouraged. This is
to boost decision making and improve health
seeking behavior in the community. Hospitals
need to improve their infection control
practices. Adequate resources should be
provided for better service provision and
prevention of Puerperal Sepsis.
Health care providers should develop
programs on hygiene education, Puerperal
Sepsis awareness creation and consequences
of unsafe abortions. The county Ministry of
health should support such initiatives by
providing the necessary financial support and
improving the infrastructure. This is to enable
the health care staﬀ to access the region when
carrying out the awareness. Subsequently,
Family planning programs should strengthen
the level of male involvement to help in
proper decision making among couples, The
results of the present study are limited to
hospital environment, the nature. A
community based study on the same is
recommended for further studies.
Conﬂict of interest
There were no conﬂicts of interest for this
research.
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Abstract
Background: Good birth outcomes are the fundamental overall objective to every pregnant woman,
however, complications related to pregnancy and childbirth cannot be reliably and accurately
predicted. Despite high ANC attendance among women of reproductive age (WRA), there remains a
huge discrepancy in maternal mortalities between developed and developing countries. In Kenya,
WRA face a 1:36; life-time risk of maternal death contrasting sharply with 1:4900 WRA in developed
countries. The study aimed at assessing utilization of Individual Birth Plan among women aged 18-49
years. The speciﬁc objectives were to establish the level of IBP utilization and the factors hindering and
those promoting its utilization. Methods: This was a facility based cross-sectional study at Kisau
Division, Makueni County. Purposive sampling with a proportionate sampling approach was used. The
research instruments were pretested and included structured interviewer administered
questionnaires and focused group discussions. Quantitative data analysis was conducted using SPSS
and involved univariate and bivariate analysis. Chi-square values were used to test signiﬁcance of
association between dependent and independent variables (p<0.05). Qualitative data was analyzed
by thematic content analysis. Results: Overall, proportion of users of IBP in the study population was
48.2% (95% CI (42.7%-53.6%). Age of the respondent, marital status, educational status, antenatal
clinic attendance of at least 4 visits, having a birth partner and positive perception that healthcare
providers are well versed with provision of MCH care were identiﬁed as facilitators and barriers to IBP
utilization. Conclusion: Utilization of IBP among WRA is low despite high ANC attendance. MOH should
encourage utilization of IBP among WRA by use of satisﬁed clients and ANC programs should focus
more on young WRA. Further research is recommended to help establish interventions that seek to
improve this deﬁciency and attain positive outcomes for both mother, unborn baby and prevent
morbidities like obstetric ﬁstula.
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The levels of maternal mortality in
developing countries is a complete contrast
of the low and ever decreasing levels of
maternal mortality in developed countries
(WHO, UNICEF, UNFPA, 2014). In Kenya, WRA
face a 1:36; life-time risk of maternal death
contrasting sharply with 1:4900 WRA in
developed countries. The study aimed at
assessing utilization of Individual Birth Plan
among women aged 18-49 years. The
specific objectives were to establish the level
of IBP utilization and the factors hindering

and those promoting its utilization. Therefore,
to address this inequity, then individualized
birth plan presents an opportunity to tackle the
3 delays (Thaddeus and Maine, 1994) that are
core contributory factors to maternal and infant
mortality in developing countries.
Trends in use
Previous studies (Hodnet et al., 2005) have
established that birth plans have been utilized
by a good number of women in developed
countries, though due to varied reasons and
thus conﬂicting results. It is often hypothesized
that if women plan on the health facility to go
during delivery, make financial arrangements to
cater for delivery and transport costs, prepare a
mother-baby package, identify a birth partner
and a compatible blood donor, then she will be
able to get through childbirth with much ease.
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Introduction
The birth of a child is a normal physiological
process. However, it is an event that is
viewed or “taken” with mixed feelings of
anticipation, anxiety and happiness and
especially to the mothers and their spouses.
The anticipatory feelings are more so evident
in first-time mothers who do not have the
idea of the complexity or simplicity of
childbirth (Magoma et al., 2010). Previous
researches conducted in developed countries
have demonstrated positive results on
outcomes of birth when a pregnant woman
feels and exercises control over the process
of pregnancy and childbirth (Magoma et al.,
2010). This therefore makes an individualized
birth plan an essential tool to facilitate the
feeling of autonomy and self-control to the
pregnant woman. The individual birth plan
concept is based on the assumption that
knowledge of danger signs in pregnancy,
during delivery and in the post-partum
period, preparation of birth leads to an
improved anticipation and preparation to
mitigate eﬀects of pregnancy and childbirth
complications thereby reducing the first two
delays and the third delay if health care
facilities and health care providers are
prepared to attend to obstetric emergencies
(Mbalinda et al., 2014).

Factors inﬂuencing individual birth plan
utilization
Client related factors
Demographic characteristics such as education
level, age, marital status and location of
residence tend to inﬂuence utilization of birth
plan. In Kenya, women in rural areas are less
educated (22%) and have lower health status
(31%) compared to their counterparts in urban
areas (KDHS, 2014). In Eastern province, where
Kisau Division is located, of the women aged
15-49 years, only 29.8% and 11.6% of the
women had completed primary school and
secondary school respectively (KDHS, 2008). In
addition, Merchant (2010) asserts that women
with low household assets, those who reside in
rural areas, are less likely to be assisted by
skilled birth attendants compared to their
urban counterparts. Women’s level of
education has a positive relation to the age at
first birth and also inﬂuences the woman's
position in decision making (KDHS, 2014).
According to KDHS (2008) the median age at
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first birth in eastern province is 19.9 years.
Furthermore, a mother's education can have
a positive impact on infant's health and
survival (KDHS, 2008) as women with more
education are more likely to be informed of
danger signs of childbirth and thus take
precautionary measures before actual birth.
Similarly, women with high income are more
likely to have information on birth plan and
receive most of the components of antenatal
care and thus prepare for any pregnancy and
childbirth related complications.
Cultural beliefs and lack of awareness about
birth plan inhibit advance planning for and
preparation for childbirth (Kyomuhendo,
2003). This may be directly related to the
woman's level of education as well as the
inﬂuence of men in reproduction.
Identification of place of delivery; a factor in
individual birth, is an important step in
halting health risks to both mother and baby.
A study in Uganda established that only 36%
of the women by themselves had made the
final decision concerning place of birth
(Merchant, 2010). Therefore, since no action
is taken prior to the childbirth the family tries
to act when labor begins. This is further
complicated by the persons who will make
the decision to seek care and the ability of
the woman to recognize impending signs of
birth or birth complication. Thus, when labor
begins and complications set in, the family
tends to waste a lot of time in organizing,
getting transport, collecting money for birth
expenses and reaching an appropriate health
facility.
According to KDHS (2008) only 42.8% of the
births in eastern province took place in a
health facility, while 54.8% and 2.0% took
place at home and en-route to hospital
respectively. The same study elaborated that
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women who gave birth at home or en-route
cited long distance to health facility (42%),
delivery occurred too fast (18%), costly delivery
charges (17%) and that it was not necessary
(21%) as the reasons for not delivering at a
health facility.
Health care provider factors
In many rural settings in Kenya, there is lack of
adequate healthcare personnel or skilled birth
assistants. A study carried out in rural western
Kenya established that women attend ANC
clinics to check position, condition or growth of
the baby, to detect maternal problems and to
get an ANC card (Eijket al., 2006). The study
also established that women expressed belief
that medical staﬀ in health facilities treated
women better if they attended clinics with an
ANC card (Eijk et al., 2006). This thus meant
that, health care providers focused more on the
card rather than educating women on the need
of having an individualized birth plan.
In addition, in areas where healthcare
professionals are available, overwhelming
workload undermines their ability to oﬀer
quality care. This has resulted into many
women failing to attend antenatal clinics and
even deliver at home thus missing the
opportunity to be taught about planning for
birth. Consequently, majority of the home
deliveries result into adverse maternal and
neonatal outcomes (Eijk et al., 2006). However,
the incorporation of a healthcare professional
in the planning for birth can lead to a marked
reduction in maternal and neonatal mortality
and morbidity and thus aid in the progress
towards achieving Sustainable Development
Goals (SDGs).
Barriers to utilization of individual birth plan
Preparing for birth is not an easy task and
especially in developing countries like Kenya

Women awareness and knowledge of
individual birth plan is limited in most
developing countries. Thus prompt decisionmaking which is pre-requisite to early
seeking of care is compromised. In addition,
women's autonomy in making decisions on
childbirth is limited in most sub-Saharan
countries where men are generally the sole
decision-makers regarding the place of
delivery (Kakaire, et al, 2011). Planning for
birth faces several barriers and especially in
the socio-cultural perspective. Some of the
African communities have lived to believe
that planning for childbirth is associated with
a bad omen. Moreover, the benefits of
individualized birth plan in reducing maternal
and perinatal mortalities may be dependent
on a number of other interventions. For
example, though the woman may have
planned for the place of delivery, the natural
terrain may inﬂuence the accessibility of the
identified facility during childbirth. In
addition, the individualized birth plan may
not exhaustively eliminate the facility based
delays (Emilia et al., 2013). Nevertheless,
since no documented evidence of negative
eﬀect of planning for birth is available birth
planning is important as it allows women the

right to self-determination and recognizes the
eﬀort of women and their families towards
improving maternal and perinatal health.
The aim of this study is to gain an
understanding of the demographic, sociocultural and health provider factors inﬂuencing
women's decision to use an individual birth
plan in Kisau division, Makueni County. This
study was intended to provide an opportunity
to cross-examine the barriers and the
facilitating factors towards the utilization of
birth plan as an important intervention to
achieve sustainable development goals. It is
based on these factors that the researcher
seeks to carry out a descriptive cross-sectional
study to establish the utilization of individual
birth plan among post-natal women in Kisau
division, Makueni County.
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where majority of the rural population, for
example, in Kisau Division, live on less than
one dollar a day. Most of the women and
their families would prefer to look for money
for food or other basic needs which
therefore means setting aside money for the
possibility of an obstetric emergency is
unheard of. The problem is further
complicated in rural populations where even
if means of transport and the financial
means to cater for it were available in case of
obstetric emergency, distance and poor road
network may still cause delays that may
endanger the life of the woman.

Methodology
Research design
The study employed a descriptive crosssectional study design involving women aged
18 to 49 years in Kisau Division, Makueni
County. The dependent variable was utilization
of individual birth plan while the independent
variables that were considered were the factors
that the researcher deemed as critical in
inﬂuencing the use of birth plan as a preventive
intervention towards reducing maternal and
perinatal mortalities and morbidities.
Therefore, the independent variables that were
considered are demographic factors, sociocultural factors and healthcare provider factors.
Study location
The study was carried out in Kisau Division,
Makueni County, located in the south-eastern
part of Kenya. Kisau division is located in the
southern region of Makueni County.
Administratively, Kisau division has 3 locations
namely: Waia with a population of 8497, Kisau
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with a population of 18,760 and Kiteta with a
population of 23, 253 (CBS, 2004). Most of
the land terrain in the division is hilly with
very few and limited ﬂat areas. The division is
arid and semi-arid with an average annual
rainfall of 1200 mm. Majority of the
population is the Kamba tribe and mostly
practices subsistence farming for their
livelihood.
Study population
The target population was 2,134 women. The
study involved women aged 18-49 years who
gave an informed consent to participate in
the study and either currently pregnant or
were between 0 to 9 months after delivery
and excluded women from other locations
who visited or came to deliver in the study
area during the study period, women who
were unable to give information and those
who declined to participate in the study.
Sampling technique and sample size
determination
The three public health facilities were
purposively selected since they are the only
health facilities that oﬀer maternal and child
health services in the division. This was
followed by proportionate sampling of
respondents drawn from each of the three
facilities based on the mean monthly
attendance of pregnant and postnatal
mothers from the health records in the
respective health facilities in the 9 months
preceding the study. Fischer's formula was
used to determine the sample size. Since, the
annual number of deliveries is estimated to
be 4% of the total population (WHO et al.,
2006), thus the estimated number of
deliveries in Kisau Division would be 2,134
given that the estimated total population is
53,349 (KNBS, 2010). Thus, the study
involved a sample size of 326 respondents
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drawn across the 3 public health facilities that
oﬀer maternal and child health services in Kisau
Division, Makueni county Kenya.
Data collection instruments and methods
Data was collected using pretested and
structured interviewer administered
questionnaires with both open and closed
ended questions for pregnant women and postnatal women who had delivered 9 months
preceding the study and focused group
discussions (FGD) for healthcare providers. A
woman was considered to have a birth plan if
she was able to state that she took any four of
the seven important steps of an individualized
birth plan that is, identifying a health facility for
delivery, arranging for transport to the
identified health facility, planning for transport
in case of an obstetric emergency, preparing a
mother-baby package, saving money to cater
for delivery and other emergency expenses,
identifying a birth partner or companion and
identifying a compatible blood donor.
Pretesting of all the research instruments was
carried out in Kaiti Division which also forms a
part of the expansive Makueni County and has
similar characteristics to Kisau Division.
Data management and analysis
Quantitative data collected was cleaned, coded
and entered into a data base and validated
using Epi info. The researcher verified all the
data entered and made any corrections in the
data base. The data was then transferred into
Statistical Package for Social Sciences (SPSS)
program version 20 for data management and
statistical analysis. Means and standard
deviation were calculated for the continuous
variables while numerical frequencies and
simple percentages were presented for
categorical variables. Chi-square was used to
test the significance of the association between
the dependent and independent variables.

Ethical considerations
Approval for the study was sought from
Kenyatta University Graduate School and
ethical clearance for the study from Kenyatta
University Research and Ethics Committee. In
addition the researcher obtained research
permit from the National Commission for
Science, Technology and Innovation.
Permission to carry out the study was also
sought from the local leaders at the county,
division, location, sub-location and village
levels. The study participants were also
explained about the study before providing
their individual written informed consent.
Confidentiality of the data collected and
results was ensured throughout the study. The

study participants were not coerced to
participate in the study and were at will to
withdraw at any stage of the study. In
addition, any questions arising from the study
were addressed by the researcher.
Results
Demographic determinants of IBP utilization
Table 1 presents the findings on the inﬂuence
of various demographic variables on the
utilization of IBP by the study respondents.
Age was associated, at least in part, with
utilization of IBP with women in the age
bracket of 28 to 37 years being about two
times more likely to utilize the IBP compared
to those aged between 18 and 27 years (Odds
ratio (OR) 2.108 (95% CI 1.246-3.565),
p=0.005). On the contrary, being of older age
(38 to 49 years) was not associated with
significant utilization of IBP (p=0.446).
Moreover, religion and family size were not
significantly associated with utilization of
individual birth plan.

Table 1: Inﬂuence of demographic variables on utilization of IBP
Characteristic
Utilized IBP
Odds ratio (OR) (95% CI)
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Threshold for statistical significance was set at
p<0.05. Variables significant at bivariate
analysis were subjected to binary logistic
regression. In addition, odds ratio were used
to quantify the relationship between the
dependent and independent variables under
study. Data was presented in narratives,
tables, figures and charts.

P-value

Yes (n=157)

No (n=169)

38 – 49

36(38.3%)

58(61.7%)

0.808(0.467 -1.399)

0.446

28 – 37

68(61.8%)

42(38.2%)

2.108(1.246 -3.565)

0.005

18 – 27

53(43.4%)

69(56.6%)

Reference

Christianity

151(48.4%)

161(51.6%)

1.251(0.424 -3.688)

Other

6(42.9%)

8(57.1%)

Reference

1—3

50(47.2%)

56(52.8%)

0.943(0.593 -1.500)

>3

107(48.6%)

113(51.4%)

Reference

Age (years)

Religion
0.685

Family size
0.804
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Socio-cultural factors that inﬂuenced
utilization of individual birth plan
More participants who reported having
attended school were found to have utilized
the IBP when compared to those who
reported otherwise (51.7% versus 7.7%,
respectively, OR 12.828(95%CI 2.979-55.244),
p<0.001) as table 4.11 shows. Moreover, on
education, those who had tertiary
qualifications were approximately 5.2 times
more likely to utilize IBP compared to the
group that had no formal schooling or had
primary level of education as the highest
qualification (OR 5.245 (95%CI 2.803-9.814),
p<0.001).
Similarly, secondary level graduates had about
91% higher probability of utilizing IBP (OR

1.905 (95%CI 1.032-3.515), p=0.038). Marital
status was significantly associated with use of
IBP in the study participants (p=0.001).
Indeed, a married woman had a 2.2-fold
increment in the likelihood of utilizing the IBP
as opposed to her counterparts who were not
married (OR 2.201(95% CI 1.388-3.491)).
Other socio-cultural factors measured,
included family size, living with a partner at
the time of the study, failed to show a
significant inﬂuence on the utilization of IBP.
Having some income generating work in
addition to housework was not a significant
predictor of utilization of IBP (p=0.528).
Variations in the monthly income from the
income generating work also failed to show
any significant inﬂuence on IBP use in the
study population as Table 2 shows.

Table 2: Association between socio-cultural factors and utilization of IBP
Utilized IBP
Characteristic
Odds ratio (OR) (95% CI)
Yes (n=157)
No (n=169)

P-value

Currently living with a partner
Yes

119(49.8%)

120(50.2%)

1.279(0.780 -2.095)

0.329

No

38(43.7%)

49(56.3%)

Reference

Married

113(55.4%)

91(44.6%)

2.201(1.388 -3.491)

Other

44(36.1%)

78(63.9%)

Reference

22(30.6%)
57(45.6%)
90(69.8%)

5.245(2.803 -9.814)
1.905(1.032 -3.515)
Reference

<0.001
0.038

56(52.8%)
113(51.4%)

0.943(0.593 -1.500)
Reference

0.804

101(49.5%)

103(50.5%)

1.156(0 .737 -1.812)

0.528

56(45.9%)

66(54.1%)

Reference

23(46.0%)
78(50.6%)

27(54.0%)
76(49.4%)

0.830(0.438 -1.573)
Reference

101(49.5%)

103(50.5%)

Marital status

Education
Tertiary
50(69.4%)
Secondary
68(54.4%)
None/Primary
39(30.2%)
Family size
1—3
50(47.2%)
>3
107(48.6%)
(Paid) work apart from housework
Yes
No
Monthly income
<Sh.10,000
>=Sh. 10,000
Overall
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0.001

0.568

Attending ANC at least four times was
associated with a significant boost in
utilization of IBP (OR 30.942 (95% CI 4.128231.954), p<0.001). The decision maker in

seeking health care was not significantly
inﬂuential in birth plan utilization (p=0.701) as
shown in Table 3.

Table 3: Association of utilization of IBP and selected healthcare seeking factors
Variable
Total
Utilized IBP
OR (95% CI)
Yes (n=157)
No (n=169)

P-value

At least 4 ANC visits
30.942(4.128 277

156(56.3%)

121(43.7%)

231.954)

No

25

1(4.0%)

24(96.0%)

Reference

Total

302

157(52.0)

145(48.0)

&husband/partner

7

3(42.9%)

4(57.1%)

0.656(0.135 -3.188)

Others

60

32(53.3%)

28(46.7%)

Reference

Overall

67

35(52.2%)

32(47.8%)

<0.001

Decision maker
Respondent

The attitudes and perceptions towards IBP
were analyzed in relation to IBP utilization.
The outcomes are shown in Table 4. Those
who had a favorable attitude towards IBP use
were significantly more likely to use IBP as
illustrated by those who either agreed or
strongly agreed that an expectant woman
ought to plan on the venue of delivery (OR
2.165 (95% CI 1.174-3.990), p=0.012) and on
mode of transport (OR 4.933 (95% CI 2.30210.571), p<0.001). Having a perception that
services at the health facility are expensive
was significantly associated with about 65%

0.701

reduction in the possibility of utilizing the IBP
(OR 0.345(95% CI 0.202-0.592), p<0.001). The
perception that staﬀ did not treat pregnant
women with respect also lowered the
utilization of IBP by about 47% (OR 0.531(95%
CI 0.320-0.879), p=0.013). The respondents
who were of the opinion that it was difficult
to get to the health facility had a 80% lower
likelihood of utilizing IBP as compared to
those who had a contrary opinion. The
perception that birth is a woman's matter also
lowered IBP use significantly (OR 0.303 (95%
CI 0.173-0.531), p<0.001).
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Table 4: Attitudes and Perceptions towards IBP and its utilization
Variable
Utilized IBP
OR (95% CI)
Yes (n=157)
No (n=169)

P-value

One should plan on the delivery venue
(Strongly) agree

139(51.3%)

132(48.7%)

2.165(1.174 -3.990)

(Strongly) disagree

18(32.7%)

37(67.3%)

Reference

0.012
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One should plan on mode of transport
(Strongly) agree

148(53.2%)

130(46.8%)

4.933(2.302 -10.571)

(Strongly) disagree

9(18.8%)

39(81.3%)

Reference

<0.001

Husband/partner should accompany wife to ANC
(Strongly) agree

110(50.5%)

108(49.5%)

1.322(0.831 -2.102)

(Strongly) disagree

47(43.5%)

61(56.5%)

Reference

0.238

Services at the h/facility are expensive
(Strongly) agree

24(29.3%)

58(70.7%)

0.345(0.202 -0.592)

(Strongly) disagree

133(54.5%)

111(45.5%)

Reference

<0.001

It is difficult to get to the h/facility
(Strongly) agree

17(21.0%)

64(79.0%)

0.199(0.110 -0.360)

(Strongly) disagree

140(57.1%)

105(42.9%)

Reference

<0.001

Staﬀ do not treat women with respect
(Strongly) agree

32(36.8%)

55(63.2%)

0.531(0.320 -0.879)

(Strongly) disagree

125(52.3%)

114(47.7%)

Reference

(Strongly) agree

21(26.9%)

57(73.1%)

0.303(0.173 -0.531)

(Strongly) disagree

136(54.8%)

112(45.2%)

Reference

0.013

Birth is a woman’s mater

Healthcare provider factors that inﬂuenced
utilization of individual birth plan
Analysis on how selected health provider
related factors inﬂuenced IBP utilization
showed that those who were in agreement that
health providers treat women with respect and
that they are, at times, overwhelmed in
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<0.001

attending to women were more likely to utilize
IBP as presented in Table 5. Whether a
respondent regarded a health service provider
as one who knew how to handle complications
had no significant inﬂuence on IBP utilization.

Table 5: Health provider related factors and inﬂuence on IBP utilization
Utilized IBP
Variable
Total
OR (95% CI)
Yes (n=157)

P-value

No (n=169)

Know the kind of care needed
Yes

307

151(49.2%)

156(50.8%)

No/Don't know

19

6(31.6%)

13(68.4%)

2.097(0.777 -5.660)

0.136

2.210(1.243 -3.929)

0.006

3.052(1.705 -5.463)

<0.001

1.166(0.307 -4.423)

0.821

Yes

262

136(51.9%)

126(48.1%)

No/Don't know

64

21(32.8%)

43(67.2%)s

Ending obstetric fistula in a generation

Treat women with respect

Are overwhelmed in atending to women
Yes

257

138(53.7%)

119(46.3%)

No/Don't know

69

19(27.5%)

50(72.5%)

Know how to handle complications
Yes

317

153(48.3%)

164(51.7%)

No/Don't know

9

4(44.4%)

5(55.6%)

Focused group discussion with health care
providers
The information that all pregnancies have a
risk to the mother and the unborn child and
complications can easily arise in the course of
pregnancy is inconsistently communicated to
women during routine care antenatal. The
health care providers cited heavy workloads
as the main reason for insufficient
communication or for not having enough time
to share individual birth plan information with
the women.
“Indeed we put the health of the mother and
the child at risk by not sharing this information
with them. The issue is we hardly get enough
time to discuss the issues of IBP with the
women. Sometimes, we are few healthcare
providers at work and yet you have several
women to attend to. In addition, if you spent
so much time with one woman others start
leaving claiming they will be left behind by the
vehicle that takes them home-they claim it will

be late before they are attended to”
Moreover, the healthcare providers agreed
that the largest obstacle to utilizing an
individual birth plan was failure to plan in
advance for transport. Planning in advance for
a delivery is not a part of the norm or
traditional practice of the community where
home delivery is a norm, in addition, for most
of women in the rural areas access to health
units for delivery is unreliable and
unaﬀordable.
“Home delivery occurs because women do not
plan for pregnancy, or plan for transport to the
health units in advance. Transport costs are
also much and the roads are impassible and
especially during the rainy seasons. If we can
assist them to plan for birth early in advance I
believe we can reduce home deliveries”
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Discussion
Socio-demographic determinants of IBP
utilization
The study established that women of the age
bracket 28 to 37 years were two times more
likely to utilize IBP compared to those of the
older age. This is attributed to the fact that
most of these women are either having their
first or second births and are therefore either
worried of the outcomes of birth or fear
ending up with complications like they had in
their previous pregnancies. This relates to a
study carried out in Tanzania by Rose et al.
(2007) which established that some women of
this age group have just started child bearing
and they tend to fear home deliveries, others
feel more at risk especially if they have had a
complicated delivery previously.
In addition, having attended school was a
significant factor in the utilization of individual
birth plan. Having formal education is likely to
prompt the woman to prepare an individual
birth plan was established in a study by
Stekelenburget al. (2004) that revealed that
women who are more knowledgeable of risks
factors in pregnancy and child birth are more
likely to use health facilities as well plan for
birth compared to those who are not. It is
expected that a better informed person is at a
better position to make reasonable decisions.
Moreover, on education, those who had
tertiary qualifications were approximately 5.2
times more likely to utilize IBP compared to
the group that had no formal schooling or had
primary level of education as the highest
qualification.
Similarly, secondary level graduates had about
91% higher probability of utilizing IBP,
emphasizing the importance of education in
the utilization of IBP in rural areas of Kenya.
This finding was similar to that of Mpembeni
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et al., (2007) who in a Tanzanian study
established that more years spent in school
was positively associated with utilization of
the components of IBP. The more a woman is
exposed to formal education, the more they
are likely to be informed of their health and
the health of their unborn child, plan for it in
advance and visit a health care provider for
check-up or in case of an emergency.
Moreover, educated women possess better
ability and power to make their own decisions
in matters related to their health and the
expected expenses (Kaso and Addisse, 2014).
The study revealed that being married was a
significant determinant of birth plan
utilization. Marital status was significantly
associated with use of IBP in the study
participants (p=0.001). Indeed, a married
woman had a 2.2-fold increment in the
likelihood of utilizing the IBP as opposed to
her counterparts who were not married. The
study also established that husbands play an
important in birth planning. They are involved
in identifying a place of delivery and deciding
when the woman needed to go to the
hospital. In addition, they provided money for
transport and for catering delivery costs.
These findings are supported by a study
carried out by Magomaet al. (2010) which
found that husbands typically decide on place
of delivery among Maasai women and made
decisions when their women suﬀered from
birth complication.
Variations in monthly income from the income
generating work failed to show any significant
inﬂuence on IBP. Moreover, having some
income generating work in addition to
housework was not a significant predictor of
utilization of IBP (p=0.528). In addition
variations in income didn't predict inﬂuence of
ANC attendance contrary to studies from

Antenatal care and individual birth plan
utilization
The high (52%) ANC attendance in this rural
study area is encouraging and is similar to a
report of the whole country-Kenya which is at
88% (Central Bureau of Statistics Kenya, 2004).
The study established that attending at least 4
ANC visits was also high (56.3%) and was
associated with 30 times the likelihood of
utilization of individual birth plan. This
corresponds with a study carried out in
Cambodia that established that women who
had more than 4 ANC visits were more likely
to utilize individual birth plan than those who
had fewer visits (Yanagiswa, 2006). This may
be due to the fact that more contact with the
healthcare providers provides more time and
opportunities for discussion on issues related
to pregnancy and birth. This contact exposes
women to more health education and
counseling which contribute to birth plan
utilization (Mpembeni et al, 2007).
However, discussion with healthcare providers
showed that most of the women attend ANC
clinic for the “reassurance” that their
pregnancies are safe. This compares with a
study carried out in rural western Kenya
where women said that they attended ANC
clinics to check the position, condition or
growth of the baby and to get ANC card (Eijket
al., 2006). In addition the healthcare providers
reported that they inconsistently taught
women on utilization of individual birth plan
during routine antenatal care clinics, citing
heavy workloads as the main reason for the
gaps in provision of opportunities to discuss
about IBP with women.
Individual birth planning is not an integral part

in most of the maternal and child health
delivery points in the health facilities in the
study area. Thus, this also posed a missed
opportunity for women to learn about
individual birth plans from the healthcare
providers. A point of concern was episodes
where women interpreted expected date of
delivery as the date indicated on the ANC
books and thus they waited for that day or
time so as to make delivery plans. Therefore,
women whom labour pains started before
that day “written on their ANC book” ended
up delivering at home or on the way, even if
they wanted to deliver at the health facilities.
Women interpreted instances when
healthcare providers at the health centre and
dispensary failed to manage complications
during pregnancy as a proof that such units
are not safe or suitable for delivery or seek
maternal care. As a result some women said
that they would advise their colleagues to go
direct to the sub-district hospital by-passing
the health centre and dispensary.
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other developing countries (Magoma et al.,
2010).

Although the perceived expense of the ANC
attendance may hinder utilization of individual
birth plan, it is uncertain whether free
maternal services would increase IBP
utilization substantially because transport
costs, long travel distances and perceived poor
quality of care would remain barriers.
Distance to the health facilities was a
determinant of ANC utilization. The situation
was much worse for women who lived in
areas were transport was lacking or unreliable
and unaﬀordable. Of the 24 respondents who
never attended ANC in the course of their last
pregnancy elicited the following responses;
'Health facility was too far' (6, 25.0%). This
agrees with findings of a study carried out in
rural Cambodia by Yanagisawa et al. (2006)
which established that women who live far
from health facilities are less likely to go for
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antenatal care clinics. However, this is
contrary to findings by Eijk et al., (2006)
whereby some women never attended the
nearest ANC clinics citing “better perceived
care” in the distant facilities.
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The study established that nulliparous women
were more likely to utilize IBP which was
comparable to a study carried in Burkina Faso
(Manuela et al., 2009). There were also trends
suggesting that the choice of birth companion
and decision maker in pregnancy related
problems was associated with IBP utilization.
Women accompanied by their mother-in-laws
or other family members were less likely to
utilize IBP compared to women who had their
partners as decision makers and birth
companions.
This finding was similar to that of Nekesa et al.
(2013) who also demonstrated that male
involvement was associated with utilization of
individual birth plan. Reasons for this
association are not known, however, it is
possible that in most of the marriages men
control resources and their involvement
results in the financial support necessary for
meeting costs for hospital delivery and
transport. These results therefore support
that potential birth companions be involved in
the preparation of individual birth plan.
Moreover, women should be encouraged to
involve their spouses as birth companions
based on what has been shown about the
merits of male involvement. Most of the
respondents agreed to the fact women ought
to plan for a mode of transport early in
advance. Indeed planning in advance
encouraged utilization of individual birth plan.
In addition, the study established that access
to a means of transportation determined
utilization of individual birth plan: those who
had planned for transport in advance were 4
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times more likely to deliver in health facilities
compared to those who had not.
The magnitude of the eﬀect size was
surprising as was the finding that 93% of those
who delivered at home cited transport and
expense as the cause. This was similar to
findings by Ngigi et al. (2009) who did a study
in Western Kenya and found that 72.8%
considered transport as the major problem. In
that study only 29.3% of deliveries had skilled
attendants. Preparing before delivery to cover
costs of transport to a health facility has the
potential to make a major diﬀerence to
improve access to skilled care, as would a
community ambulance.
The study showed that most of the
community members were aware that
maternity services were free or subsidized and
thus financial status or the perceived costs of
services or having some other work outside
housework was a not a significant
determinant of utilization of individual birth
plan.
Most of the respondents (292, 96.7%) who
visited the ANC at least once during their last
pregnancy said they had been educated on
the danger signs during pregnancy, childbirth
or shortly after childbirth. Knowledge of
danger signs forms an important aspect in
promoting birth plan preparation. Good
awareness of women on danger signs forms
the initial and essential step for timely and
appropriate referral and consequently
promotes the utilization of individual birth
plan which would lead to good birth outcomes
(Kaso and Addisse, 2014).
Perceptions of quality of care
Most of the respondents agreed that the
quality of care provided at the health facilities

The perception that staﬀ did not treat
pregnant women with respect also lowered
the utilization of IBP by about 47%. The
respondents who were of the opinion that it
was difficult to get to the health facility had a
80% lower likelihood of utilizing IBP as
compared to those who had a contrary
opinion. The perception that birth is a
woman's matter also lowered IBP use

significantly.
Inclusion of men and family members is
crucial in the preparation of an individual birth
plan. This is because events around pregnancy
and child birth carry a social meaning and thus
husbands or partners involved in routine ANC
visits and planning for birth cannot be
overlooked. However a significant number of
the respondents felt that individual birth
planning was a woman's matter. This agrees
with a study carried out in Tanzania
established that husbands are not usually
involved in planning for birth and they only
play some roles like in deciding the place to go
in case of an emergency. In addition husbands
are not encouraged to participate in routine
ANC; they don't receive counseling on birth
planning however they play a principal role in
deciding where the women will deliver
(Magoma et al., 2010).
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was meeting their expectations. However
there were those who felt that the care was
not adequate similar to a study by Eijk et al,
(2006) in rural Western Kenya. In addition,
there are those who felt that the use of
medical languages during ANC care was
prohibitive to good services. Nevertheless, the
respondents described the healthcare
providers at the maternal and child health
clinics as well trained, competent, and
compassionate. Most of the women who had
previously delivered in the health units noted
that they would like to have the opportunity
to deliver at the health facilities in their future
pregnancies and would as well recommend
hospital delivery to others. Of the women
who had subsequent out-of-hospital
deliveries, all expressed disappointment for
failing to have the opportunity to reach the
hospitals in time for safe and clean deliveries.
Having a perception that services at the health
facility are expensive was significantly
associated with about 65% reduction in the
possibility of utilizing the IBP. The expenses
were mostly related to transport costs since
the only available means of transport were
expensive in addition to being unreliable. This
was similar to a study carried out in rural
Western Kenya where respondents cited
transport costs and inability to travel long
distances as an impediment to attending
health facilities where they could learn about
individualized birth plans (Eijk et al., 2006).

Healthcare providers
Discussions with the healthcare providers
revealed that healthcare providers were not
consistent in oﬀering individual birth plan care
for the women. Most of the healthcare
providers would discuss the need to have
mother and baby package but missed on
counseling women on the importance of
planning for transport, a blood donor, birth
partner and identifying a healthcare facility for
delivery as well as identifying a skilled birth
attendant. These findings depict missed
opportunities for health education during ANC
clinics. Such missed opportunities were due to
several factors including understaffing, poor
counseling techniques as was established in a
study by Mbalinda et al., (2014).
Healthcare providers' attitudes play a critical
role in determining the utilization of a birth
plan as it has been established in other African
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countries (Kyomuhendo, 2003). A study
conducted in western Tanzania noted that the
improving and changing providers’ attitudes
towards women during ANC, delivery or postnatally resulted into a two-fold increase (from
43 to 88%) in utilization of birth plan
components (Kruk et al, 2009).
Most of the healthcare providers agreed that
the care provided at the health facilities was
good. The health care providers noted that
the care provided at the health units had
saved the lives of many women who would
have died if not for the emergency obstetric
care that they were given at the health
facilities. Moreover, they were ready to
continue providing the same services and
even improve them for the benefit of the
women and the community at large.
Majority (53.7%) of the respondents were of
the opinion that the healthcare providers
were overwhelmed in attending to women.
This was a significant factor as was established
in the study that the opinion that healthcare
providers in health facilities were
overwhelmed in attending to women was
associated with a 3-fold decrease in the
utilization of IBP. These findings were
consistent with a study carried out in Tanzania
that established that time allocated for
counseling and discussion on birth plan
between a woman and a healthcare provider
was minimal, even with some women not
receiving any counseling at all throughout
their pregnancy up to delivery from the
healthcare providers (National Bureau of
Statistics, 2007).
Pembe et al. (2008) established that only 25%
and 40% of women who had attended ANC
clinics were informed of danger signs
prenatally and during delivery and danger
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signs post-delivery respectively. Inadequacy in
health education and counseling during
antenatal care visits represents a missed
opportunity for discussing the need to have a
birth plan.
Conclusion
Age as a demographic factor was associated
significantly with utilization of individual birth
plan. The study established that being of the
age group 28 to 37 years was significantly
associated with the utilization of individual
birth plan.
On socio-economic factors, the study findings
revealed that several factors significantly
inﬂuenced utilization of individual birth plan.
These included women's educational status,
women's marital status and antenatal clinic
attendance of at least 4 visits. Having had a
previous delivery at a health facility, having a
birth partner or birth companion as well as
being perceptive that healthcare providers are
well versed with provision of maternal and
child health care significantly inﬂuenced the
utilization of individual birth plan.
In addition, treating women with respect
during pregnancy and labour was significantly
associated with birth plan utilization.
However, due to work overload, healthcare
providers don’t get enough time to have a
comprehensive discussion with women on
individual birth plan which presents a missed
opportunity to improve individual birth plan
utilization. Lastly, most healthcare providers
are knowledgeable on the importance of
preparing individual birth plans for and with
women of reproductive age. However,
healthcare provider attitudes play an
important role in determining the utilization
of a birth plan. Thus, improving and changing
provider’s attitudes towards women during

Recommendations
To improve on the knowledge and utilization
of individual birth plan among women of
reproductive age and for future programming,
the researcher recommends the ﬂowing
measures:
To improve on the knowledge and utilization
of individual birth plan among women of
reproductive age and for future programming,
the researcher recommends the ﬂowing
measures:
i) Ministry of Health(MOH) should
encourage the use of individual birth
plan among women of reproductive
age by the use of satisfied clients
ii) Antenatal care programs should focus
more on young women of
reproductive age (<27 years) so as to
increase the utilization of individual
birth plan

iii) Healthcare providers should adopt
individual birth as a tool in Antenatal
care provision in addition to
discussing the utilization of the tool
with women of reproductive age to
allay fears and address the
perceptions on individual birth plan
use among the women of
reproductive age
Future research
Given the empirical evidence from the study,
utilization of individual birth plan in Kenya as
well as in other developing countries remains
low. The researcher recommends for future
action research to help the establishment of
interventions that seek to improve this
deficiency. In addition future research is
needed on how to bridge the gap between
knowledge of the birth plan components by
women of reproductive age and the utilization
of the individualized birth plan as a tool to
attain positive outcomes for both the mother
and the unborn baby.
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antenatal clinics, during delivery or postnatally will result into a ten-fold increase in
the utilization of individualized birth plans in
combating maternal and prenatal morbidities.
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Abstract
Background: High quality of maternal health services is a universal right for mothers during delivery
and a mandatory requirement for services oﬀered to clients. Reduction of maternal mortality rate due
to maternal care-related complications during delivery is a target milestone in Kenya. Compromising
quality of care leads to delivery related complications resulting into maternal disability, ﬁstula and
even death. Mothers will only utilize hospitals for delivery if quality care is provided. Objective: The
study aimed at assessing the quality of maternal health care services provided during delivery among
postnatal mothers in a rural hospital Kenya. Methodology: A cross sectional study design was
preferred. A sample of four hundred postnatal mothers in Kangundo hospital attending maternal child
health clinics were selected for the study. Eligibility was mothers who had delivered within one year
prior to the study. Focus group discussion guides were used to collect data. Data was analyzed by
correspondence and thematic analysis and presented in plots, tables and summary narratives. Results:
indicators of high quality maternal health care were identiﬁed as acceptability and timeliness of
interventions, availability of health care givers, procedures performed as per standards, and short
duration delivery admission period. Challenges of providing high quality maternal health were
identiﬁed as unwillingness to work, lateness of care providers, negligence, lack of informed consent
and rudeness towards clients. Conclusion: The quality of maternal health care in rural settings in Kenya
is experiencing positive and negative statuses. Vigorous campaigns are being organized to ensure high
quality maternal health care. Professions and personal challenges are hindering provision of high
quality maternal health care. Also mothers shy away from using health care services leading to
complications during delivery. Recommendation: There is need to involve mothers in their care during
delivery and also maintain professionalism as we attend to the mothers. This will motivate the mothers
to deliver in health facilities.
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Globally, more than quarter a million women
die each year because of complications
related to pregnancy and childbirth. Of the
estimated 287,000 maternal deaths
worldwide in 2010, developing countries
accounted for more than 99 per cent
(284,000). More than half of the maternal
deaths 162,000 occurred in sub-Saharan Africa
alone and around one third took place in
South Asia (83000,) (WHO et al., 2012). Thus,
sub-Saharan Africa and South Asia accounted
for 85 per cent of global maternal deaths, with
haemorrhage being the leading cause of death
in these regions. Sepsis, prolonged or
obstructed labour, hypertensive disorders of
pregnancy, especially eclampsia, and
complications of unsafe abortion, claim
further lives (WHO et al., 2012)

For every woman who dies, approximately 20
more suﬀer from injuries, infection and
disabilities in pregnancy and childbirth
(UNFPA, 2006). UNICEF reports that more girls
and women from developing countries die
from childbirth complications than from any
other cause. Of the 1,400 women and girls
who die each day from delivery complications,
99 percent of them are in less developed
countries (UNFPA, 2005). The adult lifetime
risk of maternal mortality in women from subSaharan Africa was the highest at 1 in 39, in
contrast to 1 in 130 in Oceania, 1 in 160 in
Southern Asia, 1 in 290 in South-eastern Asia
and 1 in 3800 among women in developed
countries (WHO et al., 2012)

Ending obstetric fistula in a generation

Introduction
Reducing maternal mortality requires a
sustained, long-term commitment and the
involvement of a range of partners. Ninety
eight per cent of maternal deaths occur in
developing countries, with the highest rates in
Africa and South Asia (UNFPA, 2005). The
most eﬀective interventions to prevent highrisk pregnancies include female education on
importance of hospital delivery, improved
nutrition and family planning (Singh et al.,
2004). Half of pregnant women in Africa
deliver without the presence of a trained
health worker (Ahuka et al., 2004). A total of
11-17% of maternal deaths occur during
childbirth itself, 50-71% occur in the postpartum period. The time spent in labour and
giving birth is a critical moment when a joyful
event can suddenly turn into an unforeseen
crisis. Therefore, there is need for more
attention during this time as well as during the
often-neglected post-partum period. These
periods account for the high burden of postpartum maternal deaths (WHO, 2007)

Several studies have been done in Kenya to
quantify the magnitude of maternal mortality,
its immediate cause and contributing factors.
The maternal mortality rate (MMR) was
estimated to be 590 maternal deaths per
100,000 live births (KNBS, 2010). This is an
increase from 414 maternal deaths per
100,000 live births in 2003 with 42% of the
mothers being attended to by a skilled health
worker during delivery (CBS, 2004). According
to the latest Kenya Demographic Health
Survey, maternal mortality rate stands at 488
mothers in 100,000 live birth, a deterioration
from the one recorded in 2003 (CBS, 2004).
The report further reveals that only 44
percent of mothers in Kenya receive
assistance from a health professional during
delivery and that only 37 percent receive
assistance from a heath professional in
Kangundo. This varies according to provinces
with Nairobi having the highest number of
deliveries conducted by a skilled person 89%
and North Eastern the least 17% (KNBS 2010).
The aim of this study was to determine the
quality of the health care services provided in
a rural hospital considering that mothers in
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rural area are likely to develop fistula if they
do not utilize hospitals during delivery.
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Methodology
Study design
The study was carried out at Kangundo District
Hospital. It used descriptive cross-sectional
study design. The study utilized both
qualitative and quantitative research
techniques. Structured questionnaire, Focus
Group Discussions Guide and Key Informants
Guide were used to collect qualitative and
quantitative data.
Study population and Sampling procedure
The study population included all postnatal
mothers attending MCH in Kangundo District
hospitals who delivered in the hospital less
than one year prior to the study. Key
informants were recruited from the hospital
staﬀ and the community leaders within
hospital catchment area who were natives of
the same community and lived within the
community. A sample of 400 respondents
were recruited and interviewed in Kangundo
in Machakos County representing a
community which conforms to tradition and
cultural beliefs. The hospital was chosen
purposively because it was the only District
referral hospitals in a rural area.
Data analysis
Data was analyzed by using of SPSS version 16
for windows. The qualitative data from the
focus group was transcribed, analyzed
thematically and a summary written. The
results from FGDS and Key informants were
collaborated with the results from structured
questionnaire. Similarities and disparities
were described.
Logistical and ethical consideration
Permission was sought from National Council
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for Science and Technology and Medical
officer of Health in Kangundo Districts
Hospital and District Commissioner of the
District. Clearance was sought from Kenyatta
University graduate school.
Results
Acceptability of the care
Acceptability of care was reported to be poor,
average or above average if the client
mentioned that the care was unacceptable,
average or good/excellent respectively. In
Kangundo, 39% of the mothers (n=156)
reported that the care was average and above,
and 23 (5.8%) reported it was poor.
Explanation of the procedure before they
were carried was done to 98 (34.9%) in
Kangundo while 183 (65.1%) received no
explanation. Whether the respondents agreed
with the statement that “they were respected
by the health worker” in Kangundo, 45.8%
(n=165) agreed with this statement while
12.5% (n=45) disagreed.
The mothers were asked to rate the attitude
of the health worker depending on how they
were treated either positively or negative
during delivery. In Kangundo 143 (39.6%)
reported they were treated in a positive way
and 36 (10%) reported they were treated
negatively.
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Figure 1: Acceptability of maternal health care during delivery in Kangundo
In FGDs mothers reported that the care was
compromised and that assessment of the
patient was not done on arrival and staﬀs
were rude and did not maintain privacy. The
staﬀs were said to be disrespectful to clients,
rude and used dirty language as a participant
put it that she was abused in front of other
mothers and told, “You are dirty! Why didn't
you shave down there or tell your husband to
shave you?”(FGD client Kangundo). This client
was too embarrassed and run away from the
hospital and was delivered by a TBA. During
the interview she said she cannot deliver in a
hospital.
Cruel attitude of the health care workers and
staﬀ feeling superior and not ready for any
question was also reported. Poor conduct no procedures explained clients are supposed
to comply with whatever is said and done
without questioning. Yet some of those
procedures are very sensitive. “Heath workers
are feared you cannot ask them questions they
feel they know better and when you ask you
are asked whether you want to teach them
their work so you keep quiet”(FGD client
Kangundo).
Accessibility assessed how easy it was to reach

the hospital and get the required services.
Distance of the health facility from the
mothers house was also assessed 400
respondents answered this question, In
Kangundo 207 (52.5%) lived more than 4 km
from the health facility and only 74 (18.4%) in
Kangundo lived within one kilometre from the
health facility. In Kangundo the main means of
transport used from home to healthy facility
was public means 216 (54.3%) followed by
walking 159 (39.9%) and bicycle /motor bike
23 (5.8%).
According to the respondents the services
oﬀered in the hospital in Kangundo are
curative 281 (70.5%), promotive 64 (16.1%)
and preventive 17 (4.3%). Majority of the
mothers knew they could access the services
in the hospital. According to FGDs and KII
access was said to be hindered by high cost of
transport since most of the time they have to
hire a taxi and the money is not always
available. It was further reported that the cost
of health care is high and that it is not within
the reach of the mothers considering the low
economic status especially in Kangundo “most
people here are extremely poor they cannot
even aﬀord food” (KII from Kangundo). Selfdelivery in the hospital was also reported. This
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could be associated with shortage of staﬀ
meaning that even in the hospital the care is
not always accessible. Lack of essentials such
as drugs, ambulance for transport from the
dispensaries which are nearer respondents
homes to the main hospital was also reported.
“Smaller hospitals are nearer but when you go

there you are referred to the main hospital
and if you do not have transport or money you
can end up delivering on the way since the
dispensaries do not have ambulances”
(Kangundo FGD client).

Table 1: Accessibility of the maternal health services by the mothers in Kangundo
Distance to healthy facility from the mothers home
Distribution
N
1km
74
2km
59
3km
55
>4km
209
Total
397
Means of transport to health facility
Walking
159
Bicycle/bike
25
Matatu
216
Total
400
Services oﬀered in the health facility
Curative
281
Promotive
64
Preventive
17
Transfer
16
Others
22
Total
400

Availability of health care services for
utilization of hospital delivery
Availability was assessed to check whether the
hospitals located within the area are adequate
and avail the required services without having
to wait for long. In Kangundo 118 (29.7%)
reported they had adequate health services
while 279 (70.3%) reported they did not have.
On time taken to be attended in the hospital
for any maternal service majority of the
mothers in Kangundo 208 (52%) mentioned
one to two hours. Whether they always get
the services they require in the healthy facility
majority of the mothers in Kangundo 346
(86.5%) reported negatively (Fig. 2).
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According to FGDs and KII, Kangundo was the
main hospital in the area which was oﬀering
emergency obstetric services unfortunately
the others small health centers and
dispensaries were said not to have transport
to the main hospital. Health workers were said
to be few, but enough to manage with
eﬀective time management. “Hospital is good
but sometimes you do not get drugs and you
are told to buy” Kangundo FGD Client.
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Figure 2: Availability of the health care services for hospital delivery

Quality of care during hospital delivery
Quality of care was assessed using six
questions. In Kangundo 177 (63.4%) of
mothers were happy with the whole labour
process compared 102 (36.1%) who were not.
Assistance during head delivery was given to
251 (90%) while 18 (10%) did not receive
assistance. Whether care was up to date in
terms of infection control and hospital
hygiene this was assessed by asking the
respondent whether the delivery beds,
instruments used and the ﬂoor were clean. In
Kangundo 271 (97.5 %) reported the care was
up to date in terms of infection control and 7
(2.5%) said that it was not. Whether workers
were overwhelmed by work thus not able to

give quality care 93 (33.5 %) in Kangundo
reported they were while 185 (66.5%) said
they were not. Whether the health care
worker looked motivated to give the care 229
(82.7%) reported they were and 48 (17.3%)
reported they were not.
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Figure 3: quality of care as per the respondents

Discussion
Acceptability
In terms of acceptability majority of the
mothers rated the care as average 49.8%. The
procedures were explained to one third of the
mothers 34.9%. In Kangundo this could be
attributed to the level of education where the
health workers were unlikely to explain to
someone they think is uneducated. About the
clients being respected by the health workers
slightly less than half of the client in the rural
area 45.8% felt they were respected. Lack of
respect towards the client was also reported
by APRC when the research was done in the
informal sector of Nairobi (APHRC, 2006).
Attitude of the health workers minority in
rural (10%) reported they were positive while
a good number (50.4%) were not sure.
Negative attitude towards mothers seeking
reproductive health care was also reported in
Ghana (Cammilo, 2004; D'Ambruso 2005;
APHRC, 2006). Positive attitude towards
mothers is associated with low utilization of
maternal health care. This was also reported
in focus group discussion where participants
felt mothers do not like going to the hospitals
because they are ignored and not assisted due
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to the attitude of the health care workers who
felt they were poor and dirty.
Accessibility
Accessibility was not a problem with almost all
mothers (97.2%) reporting there was a direct
road to the hospital. Considering means of
transport 54.3% used public means while
39.9% walked and a few (5.8%) used a
motorcycle or a bicycle which is not
recommended for mothers in labour.
This could be one of the major hindrance to
hospital delivery the fact that more than half
of all the clients lived more than four
kilometres from the hospital it was likely that
the mother went on foot to the hospitalduring
labour or even used a bike especially at night.
This compares favourably with a research
done in rural western Kenya where distance
was found to be major hindrance to hospital
delivery (Van Eijket al., 2006).
Majority of the respondents (70.5%) had
knowledge on the services being oﬀered in
the hospital. Only a few knew transfers of
patients can be done from a small health
facility to the main hospitals using ambulance
meaning that those facilities are not available.

Quality of care
A good proportion (44.3%) of the respondents
were happy with the quality of care given in
rural areas. Only 25.5 % were unhappy
because they were handled harshly and they
were not assisted. It was also reported that
the health workers who were rude, they
would not respond to the calls of their
mothers in labour. This concurs with what was
found out by KDHS among North-Eastern
respondents who cited poor quality of service
as reasons of not utilizing hospital delivery
(KNBS 2010)
Assistance during head delivery was reported
by 63%. This percentage is low because when
clients go to the hospital they all expect
assistance during head delivery again this is a
very crucial time during delivery and if the
mother is not assisted during this time then
she does not see the essence of hospital
delivery. It discourages the client so much as
observed during focus group as one client who
had delivered alone in the hospital lamented,
“if I knew I was going to the hospital to deliver
alone then I could have as well delivered at

home with a the assistance of the TBA who
would have been solely available for me”.
This is a clear indication that going to the
hospital is not a guarantee that one will be
assisted during delivery and it was not one of
the main advantages of hospital delivery. This
was also mentioned in a research done in the
Nairobi informal sector (APHRC, 2006)
About hospital being up to date in terms of
infection control and hospital hygiene majority
67.8% in the rural area said yes and one third
30.5% of them were not sure. Self-delivery in
the hospitals and poor hospital hygiene were
also reported by APHRC in urban informal
sector (APHRC, 2006)

Ending obstetric fistula in a generation

Availability
Asked whether they have adequate facilities
within their location most of them felt that
they did not have enough facilities (70.2%). On
the time it took to be attended to after
arriving in the hospital. In rural majority took
less than two hours for the clients to be
attended. This compares favourably within the
Nairobi informal sector (APHRC, 2006).This
could be attributed to the total number of
clients utilizing the hospital as witnessed
during research. In Kangundo clients arrived
around 9.a.m and by 2.30 pm all have been
attended to and left. About 12.5% mothers in
rural did not always get the services they
required.

In terms of quality care majority of
respondents 46.3% in rural felt that the health
workers were not overwhelmed by work and
thus unable to give quality care. However
30.5% of those in rural were not sure. This
shows that mothers do not feel the main
problem is pressure of work but the attitude
of the health care workers.
About motivation to give quality care 57% felt
that health care workers were motivated to
give good quality care. Health workers are
likely to be demotivated by lack of essential
facilities in the working areas especially when
the capacity of the mothers is more than what
is catered for.
Conclusion
The quality of health care services were rated
average in terms of acceptability due to the
fact that clients did not feel respected and
valued therefore procedures were not
explained and the health workers had
negative attitude towards them. Hospitals
were fairly accessibility in terms of services
oﬀered and distance. However, Use of public
transport was inappropriate in labor especially
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when it occurred at night and if the mother
has to walk to the stage in active labor. In
terms of availability, facilities were not enough
and some services were not always available
especially drugs and other hospital essentials.
Quality of care was rated average. Challenges
associated with Quality care were lack of
privacy and attitude of the care giver. Other
factors which featured prominently were cost
of services, time taken to be attended to and
quality of procedures performed. Others
included harshness/mistreatment by health
workers and the language used, lack of
assistance during delivery even when in the
hospital.
Recommendations
Health workers should improve during
delivery on the language they use when
addressing mothers, ensure privacy during
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procedures, respect the mothers, explain
procedures, have positive attitude towards
mothers irrespective of their socio-economic
status. They should also reduce time taken to
assess and admit mothers and should do
continuous assessment on the client to ensure
that the client does not deliver alone.
Preparation of the mother during antenatal
clinic on importance of hospital delivery and
what is expected of her during labour should
also be addressed. Time should also be
managed reasonably especially during breaks.
They should also handle complains
appropriately.
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Abstract
Background: Freedom from Fistula Foundation (FFFF) has been oﬀering free ﬁstula repairs to women
since 2009. In Kenya, it is diﬃcult to determine the prevalence of obstetric ﬁstula due to the level of
stigma that accompanies the condition and lack of a centralized database. FFFF has two models of
service provision namely; the routine surgeries carried out at Kenyatta National Hospital and St.
Mary's Mission Hospital in Langata as well as the camps model in Kenyatta National Hospital, Kisii
Teaching and Referral Hospital and Kiliﬁ Hospital. Obstetric ﬁstula is one of the most devastating
outcomes of delivery and the journey to getting repair is grim and tortuous due to high costs and the
associated stigma. While most of the patients who undergo the surgeries achieve full recovery or
continence, there are a few who are not so fortunate. This paper analyzes the outcomes of surgeries
performed in 2016 at sites funded by FFFF.
Methodology: Outcomes of obstetric ﬁstula repair among patients were reviewed and the variables
used to determine the outcomes included: age at development of the ﬁstula, years lived with ﬁstula
prior to repair, category (Obstetric, iatrogenic, traumatic), number of times the ﬁstula repair has been
attempted. The outcomes of surgery were determined as follows; dry and voiding, stress urinary
incontinence (SUI), wet (Failed). A cross-sectional approach was used to compare the surgery
outcomes of the two repair models while random sampling was used to achieve an appropriate
sample.
Results: The study found that most of the respondents developed ﬁstula between the ages of 16 to 25.
It was also noted that most of the women with ﬁstula had lived with the problem of ﬁstula between 1 to
5 years. For those who has ﬁstula and sought treatment 57% of the VVF repairs were successful and
that over 50% had been treated at the ﬁrst surgery attempt.
Conclusion: In conclusion, study results show that there still is a gap in awareness of availability of
treatment among women living with obstetric ﬁstula. Follow up of patients is still a challenge. This is
because some of the women have no phones and thus unreachable.
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The primary cause of fistula in women found
in developing countries is childbirth, which is
compounded by;
1. Young age at first birth where the girl is
physiologically and anatomically not ready
for labour and delivery.
2. Cephalo-pelvic disproportion due to; the
mother's pelvis being smaller than the
head of the foetus or the fetal head being
large for a normal pelvis
3. Fetal malpresentation and these factors
result in obstruction and delay of labour.

Obstetric fistula is preventable and it is
possible to eradicate it since it has been
achieved in North America and Europe. In a
joint curriculum for nurses and midwives,
Engender health and others, shows that
access to safe obstetric care and family
planning can reduce occurrence of obstetric
fistula among other interventions. The main
objective of this study was to determine the
outcomes of VVF surgeries performed in sites
supported by FFF in 2016, namely; Kenyatta
National Hospital (KNH), Kilifi Hospital, Kisii
Hospital and St Mary's Mission Hospital
Langata.

Ending obstetric fistula in a generation

Introduction
Obstetric fistula (OF) is an abnormal hole
between the birth canal and bladder (vesico
vaginal fistula) and /or rectum (rectal vaginal
fistula) usually following prolonged obstructed
labor (WHO 2000). Although Vesico- Vagina
Fistula (VVF) is not a life threatening medical
condition, women face major psychological
and physical disability, self and social
stigmatization. In Kenya about 3,000 cases of
obstetric fistula are estimated to occur
annually with an estimated incidence of
2/100,000 live births. In spite of significant
development and progress in the last few
years, maternal health indicators in Kenya
continue to make slow progress with regard to
OF. It is estimated that over 2 million young
women live with untreated obstetric fistula in
Asia and Sub-Saharan Africa. In Kenya, like the
rest of Africa, it is difficult to gauge the
prevalence of OF. The reason being women
living with fistulas rarely seek treatment
voluntarily (UNFPA 2013). This happened to
the FFFF in one of the locations (2016) where
the doctors reported no fistula. The reason
being that these patients do not voluntarily
seek help due to the foul smell. At the end of
a one week camp FFFF had operated on 30
patients.

Methodology
This was a retrospective study that involved a
review of the database of the VVF patients
who had undergone surgery between January
2016 and December 2016. All the patients
benefited from free surgeries through the
Freedom from Fistula Foundation for the
routine cases performed at KNH and St.
Mary's Mission Hospital Langata, in
partnership with Flying Doctors Society,
UNFPA and select hospitals for the camps.
These hospitals were Kenyatta National
Hospital, Kilifi Level Four Hospital and Kisii
Teaching and Referral Hospital. A total of 426
patients were admitted out of whom 151 had
VVF and the remaining had other in
continence related problems.
Results
Out of 151 Vesico-Vaginal Fistula repairs, the
age at development ranges from 10- >50
years, while duration with fistula ranges from
22 patients less than one year to 9 patients
who had lived for over 30 years with obstetric
fistula (Tale 1 and 2). 57% (85) patients were
dry while 7% (11) of the patients were wet
(failed). 2% (3) patents had successful repair
but remained with stress urinary incontinence
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(SUI). Data from 33% of the patients (n=51)
was not available because these patients
could not be reached.
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On analysis on the number of attempts of
repair, 63% (95) patients were healed on first
attempt while 22% (33) of the patients were
undergoing a second attempt in which they
got dry. For 6% (10) of the patients this was 3rd
attempt while information from 13 patients
was not available. Table ﬁve shows the
category of the ﬁstula. Out of 151 patients
87% (131) had obstetric fistula, 7% (11) had
Iatrogenic while 1 patient had traumatic
fistula (rape). Data from 5% (8) was
unavailable.
Results
Table 1 shows that most of the respondents
developed fistula between the age of 16 to 25.
This is possible because most of the women
who give birth at younger ages of their
reproductive health develop complications
that may contribute to occurrence of obstetric
fistula.
Results in table 2 shows that most of the
women with fistula had lived with the
problem of fistula between 1 to 5 years. This is
possible because some of the women
interviewed came from areas where there was
a problem with access to health services
making access to treatment difficult.
Results on table 3 shows that most (57%) of
the VVF repairs were successful. This
information should be given to the victims to
help them develop a positive attitude towards
seeking for treatment.
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Table 1: Age at development of ﬁstula
Age group
10-15
16-20
21-25
26-30
31-35
36-40
41-45
46-50
Above 50
Unreachable
Total

Frequency
13
29
21
15
9
9
13
5
5
32
151

Percentage
9
19
14
10
6
6
9
3
3
21
100

Table 2: Years lived with ﬁstula
Duration
Percentage
Frequency
with ﬁstula
< 1 year
22
14
1-5 year
51
33
6-10
13
9
11-15
18
12
16-20
10
7
20-25
9
6
26-30
10
7
>30
9
6
Not reached
9
6
Total

151

100

Table 3: Outcomes of surgery
VVF repair
Outcomes

Frequency

Percentage

Successful

85

57

Failed
SUI
Patients
not reached

11
3

7
2

51

33

Not repaired
Total

1
151

1
100

Table 4: Number of surgery attempts
No of Previous
atempts
1st
2nd
3rd
4th
5th
Not reached
Total

Frequency Percentage
95
33
5
3
2
13
151

63
22
3
2
1
9
100

Discussion
The study was carried out to find out the
surgical outcome of VVF repairs. In this study
all the patients were beneficiaries of funds
from the Freedom from Fistula Foundation
(routine sites) and Freedom from Fistula
Foundation and partners for camps. The data
shows that 87% of VVF is obstetric thus is
preventable with care and follow up from
antenatal, delivery rough to post-delivery. This
will require concerted eﬀort from
stakeholders in the health sector, policy
makers and education in order to overcome
the three delays (Gabrysch and Campbell,
2009).
From the data, it is apparent that many
women with fistula are not aware of available
treatment or free surgeries, 25% (38) of the
women who were reached had lived with
fistula for more than 20 years. Awareness of
obstetric fistula is low in many developing
countries. A study by Nassaret al (2013) in
Uganda revealed misconception about fistula;
a curse or infidelity while pregnant. Banke et
al. (2013) reports of an awareness level of
only 36% from a study done in Burkina Faso.

coverage in treating the victims so as to
prevent further complications. It was also
noted that the most common fistula that
aﬀect most of the women is obstetric
fistula (Table 5).
Table 5: Category of Fistula
Category of
Fistula
Obstetric Fistula
Iatrogenic
Traumatic
Unreached
Total

Frequency Percentage
131
11
1
8
151

87
7
1
5
100

Ending obstetric fistula in a generation

Results on table 4 shows that over 50%
had been treated at the first surgery
attempt. This is a lso an encouraging
message to the fistula victims. It is
important to ensure that there is increased

In Kenya, Habiba et al. (2015) reports low
awareness and training on fistula even
amongst qualified medical staﬀ.
Conclusion
From this research it was found that there is
still a gap in awareness of availability of
treatment among women living with obstetric
fistula. Follow up of patients is still a
challenge. This is because some of the women
have no phones and thus unreachable. There
are cases where the patients use temporary
phone lines so that they are not associated
with obstetric fistula. In addition, there are
patients who do not get dry by first repair.
Research needs to be carried out on the
factors that contribute to this.
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Socio-economic factors associated with patients with vesicovaginal
ﬁstula in Machakos County, Kenya
Munene F, Warutere,P.N, Wachira S. G. and Njogu J. W

Ending obstetric fistula in a generation

Abstract
Background: Vesico-Vaginal Fistula (VVF) is a traumatic ﬁstulous tract extending between the bladder
and the vagina that allows the continuous involuntary discharge of urine into the vaginal vault. The
patient has urine wetting and soaking of their innerwear, before dripping down her legs. The
accompanying smell is awful and most communities consider such women as outcasts. Methods: This
study was conducted among 34 patients with Vesico-vaginal ﬁstula purposively selected from 10 sub
counties of Machakos County, Kenya. To supplement the results from these patients, their case notes,
14 of the patients' husbands, 25 women group leaders from the County, 48 Community Health Workers
(CHWs), and 177 health care workers in the County were interviewed. Results: Their ages ranged
between 15 and 35 years with mean and median years of 22.3 years. A majority of the patients (62%,
n=21) were below 23 years, (29%, n=10) had no formal education and (82%, n=28) came from
households earning less than sh6, 000 a month. All of them developed the complication as they
delivered at home with either the assistance of a CHW or a relative. By the time the study was carried
out, they had sought treatment at a Referral Hospital and were awaiting appointments for surgical
repair. Out of the 14 with husbands, all had monogamous marriages with (71.4%, n=10) of the
husbands reporting that they tolerated their wives' conditions but could not sleep together due to the
stench. The women group leaders reported that these patients were shy to face the society and tended
to lead a secluded life of their own away from the glare of society. The healthcare workers attributed
the VVF condition mainly from obstructed labor due to Mal-presentation of the baby at delivery,
Cephalopelvic disproportion (CPD), maternal distress or Cervical dystocia. Conclusion: Vesico- vaginal
ﬁstula is a problem that occurs mainly amongst the young and poor mothers with prolonged
obstructed labor which is not supervised by skilled medical attendants. Its prevalence can be reduced
through enlightenment of the public and ensuring that mothers deliver their babies under safe hands
of skilled birth attendants.
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Introduction
Vesico vaginal fistula (VVF) is an anomalous
fistulous tract extending between the bladder
and the vagina that allows the continuous
involuntary discharge of urine into the vaginal
vault1. It is one of several vaginal fistulas such
as Ureterovaginal, urethrovaginal.
Rectovaginal, colovaginal and Enterovaginal
fistulae. The patient has uncontrolled urine
leakage that leads to wetting and soaking of
their innerwear causing unpleasant odor,
before dripping down her legs. This condition
has significant eﬀects on the patient's selfesteem and leads to social stigma and
oftenneglect from family and community. She
may become depressed as a result of loss of
her husband's aﬀection, divorce or
childlessness especially if it results from still
births.
Most communities considering such women
as outcasts and may blame them of witchcraft
and other wrongdoing. Prolonged obstructed
labor which is associated with pressure
necrosis, edema and tissue sloughing is
responsible for 97% of VVF cases in
developing countries. In the developed world,
90% of VVF cases are estimated to be
secondary to accidents during gynecological
surgeries such as pelvic operations and in
hysterectomies where the bladder or urethra
may be injured.
Cultural factors that may lead to obstruction
of their productive system include FGM,
making of incisions on the vaginal wall and
application of substances usually with an aim
of returning it to nulliparous state. Other less
frequent causes of VVF include pelvic
infections and trauma from insertion of
foreign objects. Confounders would be
anemia, malnutrition, unhygienic
environment, and drugs that may compromise
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healing process. High prevalence of early
marriage and subsequent childbearing, low
socioeconomic status of women, lack of
skilled birth attendance and lack of access to
emergency obstetric services are associated
risk factors.
Methodology
This descriptive cross sectional study was
carried out between January 15th to July 20th of
2015 in the 10 Sub Counties Machakos
County, Kenya (latitudes 00 45' South to 1031'
South and longitudes 360 45' East to 370 45'
East), a county that is mostly semi-arid and
covers about 6,300 square kilometers.
Clearance to conduct the study was provided
by Kenyatta University graduate school,
NACOSTI and the County Medical Officer of
Health (CMOH). Thirty four patients with
Vesico-vaginal fistula were purposively
selected from 10 sub counties of the county
and each individual's information was studied.
Further information was collected from 14 of
the patients’ husbands, 25 women group
leaders from the County, 48 Community
Health Workers (CHWs), and 177 healthcare
workers in the County. The data collected
included the patient’s age, marital status,
parity, education background, monthly income
and occupation. Further information sourced
was on perceived type, cause, duration and
adjustment practices in living with the
condition. Researcher facilitated
questionnaires were completed; interview
schedules with the respondents were
conducted and key informant interviews and
focus group discussions we carried out.
Collected data was coded and descriptive
statistics, cross-tabulation, and regression
analysis were analyzed using SPSS Version 20.
Results
The ages of the patients ranged between 15

Table 1 Age distribution of the VVF cases at
onset of VVF in Machakos County
Age in years Frequency Percentage (%)
15
178
23.5
18
206
17.6
21
237
20.6
24
266
17.6
27
293
8.8
30
322
5.9
33
352
5.9
Total
341
100

Table 2: Distribution of VVF cases by
education levels
Education level Frequency Percentage
Never been
to school
Primary school

10
18

29.4
52.9

Secondary school
Post-secondary
(college)

4

11.8

2

5.9

Total

34

100

Table 3: The period patients have lived with
the condition
Age in years
Frequency
Percentage
<2
10
29.4
2-4
11
32.3
4-6
9
26.5
6
4
11.8
Total
34
100
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and 35 years with mean and median years of
22.3 years. A majority of the patients (62%,
n=21) were below 23 years as presented in
(Table 1).There was a highly significant
negative correlation (r=-0.9339, p<0.01)
between the incidences of VVF and age of the
patient. Perusal of the patients' hospital
reports and report from the healthcare
workers attributed the VVF condition mainly
from obstructed labor due to Malpresentation of the baby at delivery,
Cephalopelvic disproportion (CPD), maternal
distress or Cervical dystocia. The study
observed that (29%, n=10) had no formal
education and even among the formally
educated, less than 20%, (17.6%,n=6) had post
primary education (Table 2). The mean length
of time the patients had lived with the
condition was 3 about 3.5 years with about
60% of them not exceeding 4 years (Table 3).

Table 4: Distribution of VVF patients by age
at the occurrence of the condition
Age in years Frequency Percentage (%)
12-15
8
23.5
15-18
9
26.5
18-21
7
20.6
21-24
5
14.8
24-27
3
8.8
27-30
2
5.9
Tota l
34
100

Table 5: The distribution of income levels of
patients with VVF cases
Gross income
per month
Frequency Percentage (%)
(Kshs)
Below 3,000
18
52.9
3,000 -6,000
10
29.4
6,001 -9,000
4
11.8
Over 9,000
2
5.9
Total
34
100
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There was a highly significant negative
correlation (r=-0.904, p<0.01) between the
incidences of VVF and monthly income. The
study established that the 34 cases were
reported from sub counties with low number
of maternity units (Table 6).There was a
significant negative correlation (r= -0.6415, df

(10), p<0.05); (t= 2.644) between number of
maternity units per sub county with the
number of the VVF cases studied. Almost half
of the patients (47%, n=16) perceived that the
general public sympathized with their fate
(Table 7)

Table 6: VVF cases in Machakos County and maternity facilities available by sub-counties
Sub-county
Number of health facilities with VVF Cases
maternity units
Frequency
Percentage (%)
Frequency
Percentage (%)
Central
8
19.0
0
0
Kalama
2
4.8
5
14.7
Yatta
4
9.5
5
14.7
Ndithini
2
4.8
5
8
Masinga
2
4.8
3
14.7
Yathui
2
4.8
5
17.6
Katangi
2
4.8
3
8.8
Mutungulu
4
9.5
1
2.9
Mwala
4
9.5
4
11.8
Athi River
4
9.5
0
0
Kagundo
4
9.5
2
5.9
Kathiani
4
9.5
0
0
Total
42
100
34
100

Table 7: Perception of VVF patients’ perception on societal reaction towards them
Societal reaction
Frequency
Shunned

9 (26.5%)

Sympathy

16 (47.1%)

Feared

6 (17.6%)

Isolated

3 (8.8%)

Total

34 (100%)

Discussion
This study showed that all the VVF incidents
were among women whose ages ranged
between 15 and 35 years with mean and
median years of 22.3 years. These were
women at their peak of fertility and fecundity
hence any condition aﬀecting their
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reproduction would adversely aﬀect their life.
The mean age of the patient at the time they
developed the condition was 18.8 years.
Though this mean age was within teenage, it
diﬀers from studies conducted in Kano and
Zaria (Northern Nigeria) whose results showed
that the disease was common among women

Among the factors that lead to development
of VVF in developing countries are marriage
and conception at a young age particularly
where the pelvic growth had not been
achieved. The healthcare workers attributed
the VVF condition mainly to obstructed labor
due to Mal-presentation of the baby at
delivery, Cephalopelvic disproportion (CPD),
maternal distress or Cervical dystocia. This
eventually leads to prolonged obstructed
labor which is associated with pressure
necrosis, edema and tissue sloughing and is
responsible for 97% of VVF cases in
developing countries. The study observed that
more than a quarter of the patients had no
formal education and even among the
formally educated, less than 20% had post
primary education. This observation is
consistent with Mohammad who reported a
strong correlation between lack of education
and VVF incidents illiteracy and incidents of
VVF
The study observed that the mean length of
time the patients had lived with the condition
was about 3.5 years. Hancock, citing results
from a survey done in Uganda explains the
reasons behind failure of local surgeons from
carrying out fistula repair as perceived view
that fistula surgery is difficult, its results are
poor, there was no opportunity to learn fistula
surgery, lack of special instrument and
equipment, and no specialist nursing care.
He stresses that though not all fistulae can be

repaired, fistula repair does not require
special equipment and post-operative nursing,
though important is not complicated.
Stamatakos et al., (2014) have explained that
the main complication of VVF surgery is
recurrent fistula formation but a typical fistula
repair would be accomplished through
accurate diagnostic evaluation and timely
repair using procedures that exploit basic
surgical principles and application.
Ending obstetric fistula in a generation

who were fifteen years or younger but very
rare after the age of twenty-five
years.However the observation that the
incidents decreased with age is consistent
with the highly significant negative correlation
between the age of the patient and number of
VVF cases.

The study showed that the mean monthly
earning of a majority of the patients was
slightly more than one dollar a day. It also
showed a highly significant negative
correlation between the incidents of VVF and
monthly income. This observation is
consistent with Daru et al., (2011) who
observed that VVF was problem occurring
mainly amongst the illiterate and poor farmers
who had prolonged obstructed labor. It is
observed that teenage pregnancies occur in
both developed and developing countries.
However 97% of obstetric fistulae are
observed in developing countries. Almost all
deliveries in developed world are supervised
by skilled healthcare givers unlike in the
developing world. Therefore, the risk of
obstetric fistula is low among the mothers
who deliver under supervised hands in spite
of their age, early marriage or early
pregnancy. Poor women are more likely to
deliver at home or under unskilled hands, and
risk of VVF complication increases if she is
underage. The study established a significant
negative correlation between the number of
maternity units per sub-county and the
number of VVF cases studied. Mawajdeh et
al.,(2013)identified five elements for assessing
the quality of prenatal care. They included
patient provider relationship, technical
management, information exchange,
continuity and management. The women
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reported to be satisfied with the quality of
prenatal care when these requirements were
adequately met.
The adequacy of health facilities motivates the
women to seek for prenatal healthcare.
Whenever the perceived needs are not
adequately met, the tendency is to search for
suitable alternatives. This is observed in the
study area where 70% of deliveries occur at
home, usually attended by a relative or a
Traditional Birth Attendant. This choice has
such consequences of severe adverse eﬀects
to both mother and child, among the
outcomes are VVF.

with their fate but others felt isolated or
shunned by their family and society. Besides
physical challenges, VVF is associated with
medical and psychosocial complications since
a mother at young age becomes a victim who
cannot bear children, which often times
determines her value in the society.
Abandonment, isolation and stigmatization
were observed by Nseno (2014) as the major
independent variables in determining coping
strategies. The more abandoned and
stigmatized the woman was, the less active
she was in coping, and for some patients they
never regain their societal value even after
surgical repair.

Almost half of the patients (47%, n=16)
perceived that the general public sympathized
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Youth and ﬁstula
Lucy Gathoni

Ending obstetric fistula in a generation

Abstract
Background: Obstetric ﬁstula is an abnormal connection between the vagina, rectum and/or bladder
which may develop after prolonged and obstructed labour and lead to continuous urinary or fecal
incontinence. Globally, Sub-Saharan Africa and south Asia has the highest prevalence of ﬁstula. It is
estimated that 1 to 2 women develop ﬁstula per 1000 women of reproductive age. According to the
Kenya Demographic Health Survey of 2014, 15% of teenagers aged 15-19 years are already mothers
and 3% pregnant with their ﬁrst child. The study was therefore conducted to determine the risk factors
associated with ﬁstula among youth girls' aged 12-23 in Mbeere, Embu County. Method: Qualitative
data from focus group discussions of 8 girls each was collected. To identify the FGD participants, only
girls within the age bracket of 15 to 23, with a ﬁstula or without and consented to the discussion were
selected. Youths within the age bracket but without children were excluded. The local Kimbeere
language was used to ensure that everyone understood and participated. A literature search was
conducted of all relevant articles and studies which focused on two aspects namely, obstetric ﬁstula
epidemiology, and risk factors associated with youth ﬁstula. A keener search was carried out on the
fertility rates of young girls' aged 1 to 23 years. Only peer reviewed papers and WHO papers were used.
To get the papers, google and google scholar search engines. Results: Seven risk factors were
commonly reported which included, the place of birth, duration of labour, level of income, level of
education, presence of skilled birth attendants, early marriage and young age of delivery. At the age of
16 years, seven of the youths that participated in the focus group discussion already had their ﬁrst child
children. Illiteracy was the main challenge that predisposed the youth to early marriages, poverty and
consequently early marriages and deliveries.
Conclusion: The study is very speciﬁc on the risk factors of ﬁstula among the youth. Therefore, the
study suggests that eﬀorts to end ﬁstula should target to end the risk factors so as to reduce
incidences as well as embark on treating the already aﬀected once. There is need to advocate for
girl child education which will help in curbing early marriages as well as teenage pregnancies.
Education is key in poverty eradication among the youth which will consequently reduce all the
other risk factors.
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Introduction
Fistula is defined as a hole or abnormal
opening occurring between the vagina and
the bladder or the rectum resulting in
constant leakage of urine or faeces or both
(Wall et al, 2005). A hole between the urinary
bladder and the vagina is regarded as vesicovaginal fistula whereas a hole between the
rectum and the vagina is known as rectovaginal fistula (Tunçalp, 2015). Obstructed
labour is one of the leading causes of
maternal mortality in developing countries
and with it, comes other morbidities, the most
devastating being obstetric fistula. It is
estimated that for every maternal death, 2030 women develop serious obstetric
complications including fistula. These women,
apart from surviving the ordeal of obstructed
labour, face the physical and psychosocial
challenges of living with obstetric fistula
(Ahmed 2015).
Globally it is estimated that 188 per 100,000
women of reproductive age (15 to 49 years)
suﬀer fistula annually. Regionally, sub Saharan
Africa and South Asia had a prevalence of
1.57. Sub Saharan Africa having 1.60 per 1000
women of reproductive age with fistula and
1.20 per 1000 in South Asia. The pooled
incidence was 0.09 per 1000 recently
pregnant women (Adler 2013). In Kenya, it is
estimated that 3to 4 women get fistula for
every 1000 deliveries. There is therefore an
estimated 3000 new cases every year with
only 7.5% able to access health care for the
condition. UNFPA report of 2004 estimated a
backlog of 300,000 untreated cases in the
country. Obstetric fistula is often a neglected
condition of the poor with majority cases
occurring in the developing countries.
Obstetric fistula is an indicator of the health
system failing to provide accessible, timely
and appropriate intrapartum care (Tunçalp et
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al., 2015).
According to WHO a youth is a person aged
between 13 years to 23 years. In Kenya, more
than half of the population comprises of the
teenagers below the age of 19 years.
According to the Kenya Demographic Health
survey (2014), 15% of girls between the ages
of 15 to 19 have already had at least one
birth. The study shows that slightly more than
3 in 10 women aged 15 to 19 with no
education have already begun child bearing as
compared to 12 % among those who have
secondary or higher education. Similarly,
teenagers from poor households are more
likely to have begun child bearing (26%) than
teenagers from wealthier households (10%).
In one systematic review, 8.9%-86% of fistula
patients were teenagers at time of
management (Tebeu 2012). Sub-Saharan
Africa has the highest level of adolescent
childbearing, with more than 50% of women
giving birth before the age of 20.
In Latin America and the Caribbean, the rates
typically range from 50 to 100 births per 1000
women. In South-East Asia, Bangladesh has
the highest level of fertility among
adolescents: 144 births per 1000 women
(WHO 2007). Factors such as poverty, lack of
education and cultural practices that
encourage child marriages lead to
childbearing before the pelvis is mature.
Malnutrition also leads to a short stature and
contracted pelvis (Miller 2005).
The study was therefore conducted to
establish the risk factors of fistula among the
youth in Mbeere Sub-County in Embu County.
Methodology
Qualitative data from focused group
discussions of 8 girls each was collected. Five
FGDs were conducted until there was

google scholar search engines. The reference
list of the articles also gave a guide to more
relevant materials.
Results
Five focused group discussions were carried
out, each comprising 8 participants. The
groups comprised of teenagers with fistula
both those who had been treated and those
still with the condition and teenagers who had
at least one child and did not develop the
fistula. The total number of the women
interviewed were 40 out of which 18 have or
had a fistula while 22 do not have a fistula.

Table 1. Characteristics girls who had suﬀered a ﬁstula whether with or repaired
Number of
Age at ﬁrst
Level of
Place of birth
Duration of
girls
birth
education
labour
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information saturation. To identify the FGD
participants, only girls within the age bracket
of 12 to 23 and consented to the discussion
were selected. Youths within the age bracket
but without children were excluded. The local
Kimbeere language was used to ensure that
everyone understood and participated. A
literature search was conducted of all relevant
articles and studies which focused on two
aspects namely, obstetric fistula epidemiology,
and risk factors associated with fistula. A
keener search was carried out on the fertility
rates of young girls' aged 12 to 23 years. Only
peer reviewed papers and WHO papers were
used. To get the papers, I used google and

Marital
status

6

14

Std 7

Home

>72 hours

Married

3

15

Std 8

Home

>72 hours

Married

3

19

Std 8

Home

72 hours

Separated

2
4

17
13

Std 6
Std 5

Dispensary
Home

48 hours
4 days

Separated
Single

Table 2. Characteristics of Teenage mothers who did not suﬀer a ﬁstula but were at risk
Number of Age at ﬁrst
Level of
Place of birth
Duration of
Marital status
girls
birth
education
labour
5
15
Std 6
Dispensary
48 hours
Marrie d
10

14

Std 8
Std 5

Sub county
hospital
Home

More than 72
hours
48 hours

2

13

3
2

Married
Separated

17

Std 7

Home

24 hours

Married

20

Form 2

Dispensary

Less than 48
hours

Single
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What is the major
cause of fistula
among the girls?

What is the impact
of the condition
in one’s life?

How can we help
the girls aﬀected in
the community to
cope and prevent
more cases?

Prolonged obstructed labour with no medical intervention.
Unattended home deliveries which are encouraged by the in laws as
going to the hospital is termed a weakness and waste of re sources.
Lack of information about safe deliveries due to low or no education.
In access to timely medical care due to poor transport means and also
lack of finances to facilitate transport.
Leads to div orce and separation since men are not able to withstand
their leaking women.
Stigmatization and isolation as it is hard to mingle with other people
due to the foul smell.
Leads to poverty as one is not able to fend for the family due to the
stigmatization so they end up in isolation.
Poor health as a result of the sores in the genital areas which come
about due to the wetness.
Shyness from seeking help as many believe it is a curse in the
community.
Encouraging the girls to complete school and seek employment to
end early marriages.
Creating awareness in the community about the condition and
assisting the aﬀected to get help.
Educating the community about the condition so as to end
stigmatization

Among the teenagers with fistula, the major
prevailing factors were prolonged labour and
home deliveries without help considering their
young age at first delivery. Traditions too played
a role in encouraging home deliveries where
the elder women forced them to deliver on
their own at home as going to hospital was
termed a waste of money and resources.
Inaccess to health care due to poverty and the
geographical location also highly contributed to
home deliveries. Most of the reported that they
could not aﬀord the transport cost to the
nearest sub-county hospital which is at least 15
kilometers away with the BodaBoda being the
only means of transport.
The level of education was generally very low
with 96% of the participants having only the
basic primary education. Due to poverty they
could not proceed to secondary schools and
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were therefore left with only marriage as the
option since the parents wanted dowry as a
source of wealth. About 55 % of the girls had
their first child at the age of 14 years. At that
age, the pelvic bone is still not mature so the
chances of obstructed labour are very high
considering that the girls deliver at home with
no help.
Among the teenage mothers without fistula,
they also confessed the risk they were at, had
they not gotten timely help. Many of them
suﬀered prolonged labour but got health care
intervention on time before the fistula
occurred. Approximately 45.45% of them
ended up delivering via caesarian section as
the pelvic could not open completely.
Discussion
Prolonged obstructed labour appeared to be

Conclusion
Considering the high rates of teenage
pregnancies in Kenya, treatment of fistula only
is not enough without solving the root causes.
This is therefore a wakeup call to all
stakeholders to come up with ways of how
teenage pregnancies can be stopped so as to
curb the high fistula prevalence. Advocating
for the girl child education and community
education on the importance of educating the
girls will go a long way in reducing the number
of girls who drop out of school and are
married at a tender age.

This is in line with the study on risk factors to
OF which indicates that fistula has both
cultural and social causes (Tebeu et al., 2009).
Girl child education is a great way of
preventing fistula. Community education and
sensitization will also go a long way on
improving people's knowledge on the same
and end stigmatization so many people can be
able to speak out and get help. The finding is
in line with the study on improving
community knowledge of and prevention of
fistula (Wenger et al., 2007). The study
explains the importance of community
education about OF and how an educated
community is an agent of fistula prevention as
it takes up prevention measures keenly.

Recommendation
There is need for more research in the area.
The information about the youth and fistula is
very scarce as most studies have only focused
of fistula in general.
Besides fistula treatment and repair there is
need to focus on risk factors associated with
fistula. Ending OB fistula in a generation
requires preventive measures to prevent any
more new incidences.

Ending obstetric fistula in a generation

the leading cause of fistula among the youth.
It can be attributed to premature pelvic bones
due to the early age at which the girls get
their first child. The finding concurs with the
findings of Miller (2005) which attributed
factors such as lack of education and early
marriages leading to childbearing before the
pelvis is mature. Malnutrition due to poverty
also contributed to short stature and
contracted pelvis. Additionally, cultural
practices such as early marriages, forced
home deliveries also contributed to the
occurrence of the fistula.
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Fistula prevention strategy: measures taken by County
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Abstract
Introduction
Obstetric ﬁstula is a hole that occurs between vagina and urinary bladder or rectum as a result of
prolonged obstructed labour. It commonly occurs in developing countries with highest prevalence in
Sub-Saharan Africa. Approximately 2 to 3.5 million women are living with ﬁstula globally, with annual
incidence of 50,000 to 100,000 cases. About 3000 new cases of ﬁstula occur in Kenya yearly with 700
clients treated annually. The objective of this study was to establish the obstetric ﬁstula prevention
strategies taken by County Governments in Kenya. Methods: Fifteen counties were randomly selected
for the study. Data collection involved review of county integrated development plans and county
health sector plans.
Results: Thirteen (87%) of county development plans were available online, and 2 (13%) were not. One
(8%) had developed county health strategic and investment plan and 92% had not. Eighty seven per
cent the counties had clearly speciﬁed how they will establish county health management teams. One
county (8%) had speciﬁed the number of medical staﬀ to be recruited and trained; number of local
health facilities to be build and upgraded to oﬀer maternity services, number of ambulances to be
bought, health education and information sharing, percentage of health products equipment to be
bought and distributed. Eighty ﬁve per cent of counties had speciﬁed amount of money allocated for
healthcare.
Conclusion: one county (8%) had developed health sector strategic and investment plan. One
county (8%) had clearly shown how it plans to improve health care system. Recommendation:
Counties need to develop, implement and evaluate health sector strategic and investment plan to
enable them prevent incidence of obstetric ﬁstula.
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In Kenya, young women between the ages of
14 and 35 years suﬀer from obstetric fistula [3,
4]. Women from Nairobi, Central and North
Eastern regions reported higher levels of
obstetric fistula [1, 4].Dangerous cultural
practices such as female genital mutilation
and early marriages make these young women
vulnerable to prolonged obstructed labour
that increases the risk of developing obstetric
fistula [4]. Approximately 3,000 women in
Kenya develop obstetric fistula during
childbirth every year and approximately 700
are treated per year [4].
This is because public health facilities lack
enough capacity in terms of equipment and
skills to manage fistula [2]. Stigma, lack of
knowledge that the condition is treatable, and
lack of awareness on where treatment can be
sought also prevents women from seeking
medical care [2, 4]. A significant weakness in

Kenya’s health system is the poor integration
of obstetric fistula management into the
routine service delivery in most facilities.
There is lack of harmony in DHIS and facility
based registers and there is no data on fistula
in the DHIS or facility level [1].In 2014, Kenya
Demographic Health Survey reported data on
obstetric fistula for the first time [1]. The
purpose of this review is therefore is to
explore the strategic measures taken by
county governments to prevent the
occurrence obstetric fistula.

Ending obstetric fistula in a generation

Introduction
Background
Obstetric fistula is a serious medical condition
in which a hole occurs between the vagina
and urinary bladder (vesico-vagina fistula) or
between vagina and rectum (recto-vagina
fistula). This caused by complicated delivery
when there is lack of sufficient medical care
[4]. Obstetric fistula is a neglected condition
since it mainly occurs among poor women in
countries with limited resources particularly in
South Asia and Sub-Saharan Africa [3, 5].
About 2 million young women are living with
untreated obstetric fistula in Sub-Saharan
Africa and Asia and between 50,000 and
100,000 women develop obstetric fistula
every year globally [5].Women suﬀering from
obstetric fistula are most of the time
embarrassed, disliked, and secluded. This
stigma makes the women poorer and
increases their suﬀering [4].

Methodology
The review used county integrated investment
plans and county health strategic and
investments plans from 15 randomly selected
counties to establish the strategic measures
taken by county governments to prevent
incidence of obstetric fistula. Data for the
review were searched using google internet
search engine. Supplementary data was
attained from UNFPA and WHO literature
review.

Results
In 13 (93%) Counties, the vision is to have an
efficient and high quality health care system
that is equitable, accessible and aﬀordable for
everyone. Out of 15 selected counties 13
(93%) had their county integrated developed
plans available online [7-18] and only one
county had its health strategic and investment
plan available [6].
Leadership and governance
Ninety three per cent of the counties
departments of health services are lead by
chief officer of health supported by directors
of health services and deputy director clinical
services, deputy director promotive and
preventive services and deputy director
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administration, planning, monitoring and
evaluation [6-18].One county (8%) plans to
conduct 30 annual stakeholders' forums, 120
coordination meetings, 360 management
meetings and develop 5 annual work plans [6].
Ninety two per cent of counties have not
clearly specified the leadership and
governance activities that they will under
within the five year period [7-18]
Human resource for health
One county (8%) plans to recruit 822 nurses,
122 clinical officers, 11 health records
information officers, 5 physiotherapists, 45
medical laboratory technicians, 4 radiology
technicians, 18 doctors and 25 public health
officers. The county plans to sponsor 40
health workers for in service training,
purchase 10 trophies for best performing
health facilities and certificates for best
performing health workers. Ninety two per
cent of the counties have not clearly specified
how they will address the issue of human
resource for health in terms of recruitment
and capacity building [7-18]
Healthcare ﬁnancing
Eight five per cent of the counties have
provided financial allocation for health care
system. The county government funding will
be enhanced to meet planned activities
through budgeting process. Development
partners will provide financial support based
on agreements with the county governments
[6,7,9,10,11,12,13,15,16,17,18].Nyamira
County plans to allocate approximately Kenya
shillings (KESH) 8.622 billion [6]; Turkana
County KES 16.361 billion [9]; Nyeri County
KES 31.594 billion [7]; Kisii County KES 3.45
billion [10]; Nakuru County KES 17.942 billion
[11]. Kajiado County plans to allocate
approximately KES 16.894 billion [12]; Kisumu
County KES 48.4618 billion [13]; Bungoma
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County KES 3.594 billion [15]; Nyandrua
County KES 1.1132 billion [18]; Kilifi County
KES 6.24285 billion [16] and Busia County KES
2.9794 billion [17].In two (15%) counties the
estimated budget allocation towards financing
health care system are not clearly stated in
county integrated development plan [8, 14].
Health infrastructure, products and
technologies
One county (8%) plans to develop 40 new
health facilities, construct 2 administration
blocks, 1 doctors plaza, expand 14 health
facilities, renovate 74 health facilities, procure
assorted medical equipment for 74 health
facilities, purchase 5 x-ray machines, 1 CT
scanner and 1 portable ultrasound machines,
repair 31 machines and equipment, purchase
two utility vehicles, repair and maintain 53
existing vehicles. Purchase 54 desk top
computers, 15 laptops and 17 printers, repair
and maintenance of ICT equipment [6]. The
county [6]plans to procure and distribute
100% of health products to all Government of
Kenya health facilities; construct 1 regional
cold room and store for health products;
training 300 health works on commodity
forecasting. Ninety two per cent of counties
have not clearly specified how they will
provide health infrastructure, products and
technologies [7-18]
Health management information system
One County (8%) plans to provide 100% of
print and supply registrar and summary tools
required, establish 25% of required IT based
system for collecting health information and
financial data in 20 government health
facilities every year [6].The county [6] plans to
train all health workers on data collection of
vital events, ensure 100% weekly collection
and submission of surveillance data, conduct
25 operational research, 20 quarterly reports

Health service delivery in all health facilities
One county (8%) plans to increase the number
of community units from 61 to 135, number of
health facilities from 60 to 110, number of
support supervision visits from 20 health
facilities to 40, number of health facilities
oﬀering on the job training, training of 250
health workers on emergency preparedness
[6]. The county [6] plans to hold 60 emergency
committee meetings in health facilities;
procure 13 ambulances and establish one
community based referral system. Ninety two
per cent of the counties have not clearly and
fully specified how they plan to improve
deliver health services in all health facilities [718].

iii. Recruit more health care providers
with skills of diagnosis and treatment
of obstetric fistula.
iv. Provide budgetary allocation
specifically for prevention of obstetric
fistula.
v. Procure and distribute 100% of all
necessary medical and
pharmaceutical products for
prevention, diagnosis and treatment
of obstetric fistula.
vi. Develop system for collection of data
on obstetric fistula, analysis and
dissemination of information to all
stake holders.

Ending obstetric fistula in a generation

and 20 health information reports
disseminated [6]. Ninety two per cent of
counties have not clearly specified how they
plan to collect and manage health information
[7-18].

Conclusion
One county (8%) had developed health sector
strategic and investment plan. One county
(8%) had clearly shown how it plans to
improve all the six health care system blocks
and therefore prevent incidence of obstetric
fistula.
Recommendation
To prevent incidence of obstetric fistula
counties need to develop, implement and
evaluate health sector strategic and
investment plan. Implementation need to:
i. Establish county health management
teams to provide leadership and
governance in health care towards
prevention of obstetric fistula.
ii. Build and or upgrade and equip more
health facilities to oﬀer maternal
health services.
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Abstract
Background: The World Health Organization has established that cesarean section (CS) when
medically justiﬁed, can eﬀectively prevent maternal and perinatal mortality and morbidity such as
obstetric ﬁstula, and hence recommended a rate of 10–15 % of all births. The purpose of this study was
to determine the trend and indications of CS in an urban tertiary hospital in The Gambia.
Methodology: The study employed a ﬁve-year retrospective study design from January 2012 to
December, 2016. The Operating Theatre Register and Labour Ward delivery record were reviewed
during this period. Data was analyzed using SPSS version 21. Bivariate analyses were done to select
variables for the multivariable analyses. Variables which showed signiﬁcant association with CS on
bivariate analysis were entered to multivariable logistic regression model to predict the outcome
variable (CS).Ethical approval was obtained from the Chief Executive Oﬃcer of the Hospital.
Results have indicated that the mean age of women was 27.38 years ranging from 13-47(SD±6.56).
The total number of deliveries registered during this period was 15,579 out of which 1,486
underwent CS representing an overall rate of 9.54%. The CS rate ranged from 2.61% to 14.55%.
Previous caesarean section was the most frequent indication for CS followed by cephalopelvic
disproportion. Majority of the operated cases were on emergency basis and conducted under spinal
anesthesia.
Conclusion: The rate of CS showed an upward trend during the 5years under study, although
slightly below the WHO recommended range. Therefore, there is a dare need to improve on
comprehensive emergency obstetric equipment and personnel in order to cope with the increasing
demand. Thus, contributing immensely towards the reduction of obstetric ﬁstula amongst high risk
pregnant women attending the hospital.
Keywords: Trend, Indications, Caesarian Section, Urban Hospital, The Gambia
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Introduction
Cesarean section (CS) is an essential maternal
healthcare service in reducing maternal death
and injury during parturition such as Obstetric
fistula (OF). CS is defined as the delivery of a
foetus through a surgical incision into the
uterine wall after 28 weeks of gestation
(Dickson, 1999). It is usually performed when
vaginal birth is deemed hazardous either to
the foetus or the mother. It is the most
commonly performed major obstetric
operation in the world (Hama & Johnson,
2002).CS is considered an appropriate
intervention for antepartum hemorrhage,
prolonged or obstructed labour, pre-eclampsia
or eclampsia, and intrapartum foetal distress
(Harrison &Goldenberg,2016).
The World Health Organization (WHO) sets
out to determine an optimal rate of 10-15
percent as ideal for all births (WHO, 2015).
Countries with cesarean section rate (CSR) <
10% are considered to show underuse, while
those with rates from 10% to 15% are
considered to have adequate use of CS. It
further suggests that caesarean section rates
above 15% are not associated with additional
reduction in maternal and neonatal mortality
and morbidity (Gibbons et al., 2010).
Caesarean section is a worldwide
phenomenon and there is a rise in the rates
globally. A recent WHO publication reports
that between 1990 and 2014 the global
average CS rate increased from 12.4 to 18.6 %
with rates ranging between 6 and 27.2 %
depending on region and rising at an average
rate of 4.4 % per year (Betran, et al., 2016).
The same study further revealed that the
lowest rates were found in Africa (7.3 %),
followed by Asia (19.2 %), Europe (25 %),
Oceania (31.1 %), and North America (32.3 %),
with Latin America and the Caribbean having
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the highest rates at 40.5 %. The National CS
rate of Great Britain and America have been
reported as 23.8% and 32.8% respectively
(Bragg, et al., 2010; Hamilton, et al., 2011).
The leading indications for CS in Sub-Saharan
Africa (SSA) is labour dystocia followed by
previous CS (Shah, et al., 2009). In Ethiopia, a
national CS rate of 0.6% was reported in
2011(Fesseha, & Getachew, 2011). Similarly, in
2011 the Ethiopia Demographic and Health
Survey estimated the CS rate in Addis Ababa
to be 22% (Bayou, et al., 2016). A study found
that the leading indications for cesarean birth
to becephalopelvic disproportion, previous CS,
foetal distress, mal-presentation and
malposition and antepartum hemorrhage in
Attah Hospital, Gurage Zone, Ethiopia (Moges,
et al., 2015). Hafeez, et al., (2014) found that
the prevalence of caesarean section was
21.40% in a Pakistani Teaching Hospital. The
most common indications of CS were previous
caesarean section, failed progress of labour,
foetal distress and breech presentation. In
Tanzania a nationalCSrateof5.0%was reported
in 2010 (National Bureau of Statistics
Tanzania, 2011).Similarly, Worjoloh, et al.
(2012) reported that between 2005 and 2010,
in a Tanzanian referral hospital, the cesarean
section rate ranged from 29.9% to 35.5%. The
leading indication was previous cesarean
section. In a teaching hospital in Nigeria, the
caesarean section rate was 11.3%, the most
common indications for emergency CS were
obstructed labour and previous CS for elective
cases (Daniel &Singh, 2016). In Mozambique,
CS rate of 4.7% was reported from 2009-2011
(Long, et al., 2015).
According to the Multiple Cluster Indicator
Survey (2010), the national prevalence of CS
was estimated to be 2.5 % in the Gambia. This
shows gross underutilization of this essential
services. Previous research has uncovered

While the number of comprehensive EmOC
facilities per 500,000 populations is within the
recommended level, the number of basic
EmOC facilities is far below the United Nations
recommended level (Jammeh, et al.,
2011).Consequently, prevalence of obstetric
fistula (OF) was reported to be 0.5/1000
women in reproductive age group totaling to
197 cases (Situational Analysis of Obstetric
Fistula, The Gambia, 2007). However, there
are no studies of time-trends in CS rates and
indications conducted at or published from
this hospital since its inception in 2010.
Secondly, because of the increasing use of CS
as a mode of delivery and the safety of the
procedure in recent times, it is a good practice
to perform periodic assessment of the surgery
in a tertiary health institution like this
hospital. Therefore, the purpose of this study
was to determine the trend and indications of
CS delivery in this hospital. The results of this
study are expected to provide an insight into
the rate and indications of CS performed as a
method of delivery. Equally, it will significantly
contribute to policy development, monitoring
of emergency obstetric care, resource use and
proper planning in the reduction of obstetric
fistula among high risk obstetric cases
attending this hospital in The Gambia.
Hypotheses
1. In this study, it is hypothesize that
total number of deliveries and age
will not be significantly related to CS
2. It is hypothesize that total number of
deliveries and age will not be able to
significantly predict CS

Methodology
Study Design and data Collection method:
The study employed a five-year retrospective
study design The Operating Theatre Register
and Labour ward delivery register were
reviewed from January 2012 to December,
2016.Patient data profile entered on the
Operating Theatre Register were age,
indication of CS, type of anesthesia provided
and nature of operation (emergency or
elective).
Ending obstetric fistula in a generation

substantial difficulties in access to quality
emergency obstetric care as well as
inadequate blood transfusion services (Cham,
et al., 2009).

Data Analysis: Data were collected in
December, 2016 and analyzed using SPSS
version 21.Both descriptive and inferential
statistics were used to analyze the data.
Descriptive statistics were carried out on all
demographic variables. Both bivariate and
multiple logistic regressions were done to
identify associated factors. Variables having p
value <0.05 in the bivariate analyses were
fitted into a multiple logistic regression model
to predict CS. Tables and line graph were used
to present the study results. Ap-value of <0.05
was considered statistically significant.
Ethical Approval was obtained from the Chief
Executive Officer on behalf of the research
ethic committee of the hospital.
Study SeEng
This hospital is one of the two public hospitals
located within the Kanifing Municipality Local
Government Area, in the Gambia, serving a
population of about 382, 096 people (GDHS,
2013) who are mostly Muslims. Majority of
the clients of the hospital belong to the
middle and low income status. The hospital is
about 8 Kilometers from the Capital City
Banjul. It has a bed capacity of 130, it opens
its doors to the public in 2010 but started CS
operations in May, 2012. It serves as a referral
center for high-risk obstetric cases from both
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The hospital has one operating theatre
consisting of two operating rooms and it is
used for both CS and other surgeries. The
operating theatre functions 24 hours a day
and 7 days a week. The hospital has 3 full-time
obstetrician-gynecologists (1 Cuban on
technical assistant), 6 nurse-anesthetists, 18
nurse-midwives and 15 scrub nurses.
Deliveries and CS cases are recorded
immediately by the nurse midwife/
anesthetist in charge of the patient.
Results
Socio-Demographic Characteristics of Women
that Underwent Caesarian Section
The total number of deliveries for the period
2012-2016 was 15,579 out of which 1,486
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underwent CS. However, the study ended up
analyzing 1,444due to 42with missing or
incomplete data. Results indicated that the
mean age was 27.38 years (SD± 6.56) ranging
from 13-47 years. Previous caesarean section
was the most frequent indication for CS
(n=292, 20.2%), followed by cephalopelvic
disproportion (CPD), (n=273, 18.9%). Most of
the CS cases were emergency which
accounted for (n=1,409, 97.6 %) and were
conducted under spinal anesthesia
representing (n= 1,291, 89.4%). Refer to Table
1 for further details.

Table 1. Socio-demographic character istics of participants (n=1,444)
n

Age
Indication for CS
Previous CS
CPD
Malpresentation
Others*
Pre/Eclampsia
Fetal distress
Prolong Labour
Abruption
Placenta Praevia

%

292

Range

Mean

SD±

13-47

27.58
07.2

6.56

292
20.2

07.1

273

273
18.9

04.5

226

226
15.7

03.6

187

187
12.6

147

Ending obstetric fistula in a generation

Variable

147
10.2

Nature of Operation
Emergency
Elective

Anesthesia type
Spinal
General

1409
0035

97.6
02.4

1291
0153

89.4
10.6

*IUFD, cord prolapse, oligo & polyhydramnios, poor obstetric history, retained second twin
Trend of Caesarean Section Rates amongst
Deliveries at the Hospital 2012-2016
The total number of deliveries registered
during the period 2012-2016 was 15,579 out
of which 1,486 underwent CS representing a
rate of 9.54%. The total number of deliveries
for 2012 was 2,220, out of which 58 women
had CS representing a CS rate of 2.61%. In
2013, 2,537 deliveries were conducted and 91
CS performed at a rate of 3.59%, while in

2014, a total of 3,100 deliveries were
performed, out of which 228 women were CS
accounting for 7.35%. Furthermore, in 2015,
3,618 deliveries were registered and out of
which 512 went for CS accounting for 14.15%
and in 2016, 4,104 deliveries were conducted
and 597 were CS cases representing a rate of
14.55%, the highest during this study period.
See table 2 for further information.

Table 2. Trend of caesare an section rates amongst deliveries at the hospital 2012 - 2016
Years
Total number of deliveries Caesarean Section
Rate of CS %
2012
2013
2014
2015
2016
Tot al
P<0.05

2,220
2,537
3,100
3,618
4,104
15,579

058
091
228
512
597
1,486

02.61
03.59
07.35
14.15
14.55
9.54

P-value

0.004**
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Deliveries

CS

Figure 1: Line graph showing the trend of CS rate from 2012 - 2016

Table 3: Correlation between variables
Variable
Total Deliveries

CS

Age

Total Deliveries
1
CS
.979**
1
Age
.876*
.921*
* Correlation is s ignificant at the 0.05 level (2 -tailed)

Table 3 shows that a significant positive
relationship exist between total number
of deliveries and CS (r=.979, p<0.05).

1

Similarly, age and CS (r=.921, p<0.05)
were also significantly and positively
related.

Table 4. Regression analysis of total number of deliveries predicting CS deliveries
R2change
Adjusted R 2
Variable Entered
N
Final β
R2
Deliveries

15, 579

.979

.959

.945

.979

.004

Deliveries
Age

15,579

.976

.952

.952

.272
.741

.024

Table 4 shows that the number of deliveries
was a strong predictive independent variable
for CS and accounted for about 94.5% of the
variance in CS (R2=97.9, p< 0.05). Similarly,
after controlling for age, it was a significant
predictor for CS and was able to explain about
95.2 % (R2=97.6, p< 0.05) in CS.
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Discussion
In this study, the mean age was 27. 58years
and the minimum was 13. Results are
congruent with Worjoloh, et al., (2012) study
which found that the median maternal age
ranged from 27.5 to 27.8 years and the
minimum age was13years. This teen age with

Furthermore, findings from the study revealed
that the CS rate increased gradually from 2.61
in 2012 to 14.55 in 2016, at a rate of 9.54% for
the total number of deliveries over the past
five years. This represented a 5.5 fold
increment during the same period. There was
a statistically significant trend in the frequency
of CS during this period (p<0.05). The reason
being that each year had higher CS than the
peak reference year of 2012. The present
study was in contrast to a study found that no
statistically significant trends in the frequency
of CS in a large eastern referral hospital in
Tanzania (Worjoloh, et al., 2012).Furthermore,
this increase in the number of CS cases is a
global phenomenon and is therefore
consistent with so many studies worldwide
(Harrison &Goldenberg,2016). Secondly, this
increase could be attributed to the fact that
the hospital is a new one and people have
started utilizing its services. As a tertiary
hospital, most of these patients are referred
to this hospital for being at risk and already
had a trial of labour somewhere else. Equally,
the increase could be due to improved safety
of the procedure as a result of skilled medical

personnel, use of antibiotics, blood
availability, and improved anesthetic
techniques. This contributes immensely
towards the reduction of maternal mortality
and morbidity especially OF. However, the
hospital as one of the providers of
comprehensive emergency obstetric care
services, it has its own challenges such as lack
of blood for transfusion, personnel land
operating materials. Thus, if such
circumstances arise cases are referred to the
Edward Francis Small Teaching Hospital for
further management.

Ending obstetric fistula in a generation

pregnancy could be attributed to either child
marriage or teenage pregnancy. Even though
child marriage is banned by law in the country,
it stills exist. Therefore, providing CS to this
category of patients can greatly prevent
obstetric fistula in the country due to
immaturity of the pelvic bone to carry the
pregnancy which can result to obstructed
labour and CPD. Secondly, it could be due to
lack of sexual and reproductive health
knowledge or access to family planning
services for teens. Similarly, implication for
child bearing at this tender age contributes to
the high fertility rate amongst women in the
country (5.8) (Gambia Demographic Health
Survey, 2013).

Results from the study revealed that previous
caesarean section was the most frequent
indication for CS (n=291, 20.2%). A possible
explanation is that, pregnant women with
previous CS are advised and referred to
deliver in hospital setting for safety reasons.
Due to its proximity most women would
prefer to report to this hospital instead of the
teaching hospital which is located in the
capital city and may not be easily accessible
due to transportation difficulties. This finding
is consistent with a study conducted by Hafeez
et al. (2014) in Pakistan that identified
previous caesarian section as the main
indication for CS.
In addition, a significant positive relationship
existed between the total number of
deliveries and CS (r=.979, p<0.05), meaning
the more women that were admitted for
deliveries at the hospital, the higher the rate
of CS. As a tertiary hospital most of the
patients who were referred to this hospital
had one or more risk factors and had already
received a trial of labour somewhere else.
Equally, age and CS (r=.921, p<0.05) were
found to be significantly related, meaning the
older the Mashalla, et al. (2016) and Toan et
al. (2013). Therefore, hypothesis number one
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is hereby rejected by the study results.
Moreover, the number of deliveries were
found to be a strong predictive independent
variable for CS and explained 94.5% of the
variance (p<0.05). Also, after controlling for
age, it still accounted for about 95.2% of the
variance for CS (p<0.05). This means that age
is a risk factor for CS. This should be
considered when giving health talks to
antenatal women at the ANC in the hospital.
Therefore, the second hypothesis is rejected
by the study results.
Similarly, most women underwent emergency
CS than elective CS. Reasons could be that in
this study, CS was only performed when it was
absolutely necessary. This finding was
consistent with the finding of Hafeez et al.
(2014) as well as Ugwu, et al. (2011) where
majority of the patients who underwent
caesarean section were not registered.
Spinal was the commonest method used to
administer anesthesia, which could be
attributed to the fact that it is easier to
administer with lesser complications and
quicker recovery from anesthesia. This is also
consistent with a study in Tanzania where CS
cases were performed under spinal
anaesthesia (Litor et al., 2015) and in Attah
Hospital, Gurage Zone, Ethiopia where most of
the CS were performed under spinal
anaesthesia (Moge et al., 2015).
Conclusion
The rate of cesarean section is used as an
indicator for availability and utilization of life
saving obstetric services. The rate of CS
showed an upward trend within the 5years
under study, although slightly below the
WHOs recommended range and higher than
the national CS rate. Therefore, there is a dare
need to improve on comprehensive
emergency obstetric equipment and
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personnel in order to cope with the increasing
demand. Thus, contributing immensely
towards the reduction of obstetric fistula
amongst high risk pregnant women attending
the hospital
Recommendations
Based on the study results, the following
recommendations are made:
1. To improve and strengthen the
recording system in the hospital, e.g.
computerize recording system
2. Resources need to be increased to
meet the health services demand at
the hospital
3. Primary caesarean section should be
avoided wherever possible.
4. Create more awareness on sexual and
reproductive health issues to the
youths
5. Provision of family planning methods
to sexually active teens
6. Law enforcement agencies to
strengthen the ban on child marriage
in the country.
Limitation
This study utilized secondary data and for that
been the case, other maternal and foetal
factors were not covered that would have
predicted CS.
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Obstetric ﬁstula in Kenya: evidence from Kenya demographic health
survey 2014
Gaudencia Mukolwe Okumbe

Ending obstetric fistula in a generation

Abstract
The United Nations Fund for Population Agency (UNFPA) and partners launched The Global
campaign to end ﬁstula in 2003, calling upon Countries to develop initiatives to end the menace.
Initiatives in Kenya include Provision of Free Maternity Services and Beyond Zero campaign.
Despite these eﬀorts, Obstetric Fistula continues to aﬄict many women of reproductive age in
diﬀerent parts of Kenya. Ending Obstetric Fistula requires an understanding of associated factors
for eﬀective strategic intervention. In addition, prevalence and knowledge of predictors in Kenya
are scanty, hence this study with objective of estimating prevalence, identifying associated factors
and assessment of predictors of Obstetric Fistula. The study is descriptive cross sectional. The
sample was drawn from a master sampling frame, the Fifth National Sample Survey and
Evaluation Programme (NASSEP V) for the Kenya Demographic and Health Survey (KDHS, 2014).
Results show Obstetric Fistula prevalence of 1.1% in Kenya, Knowledge of ﬁstula (50.3% percent)
and cause of ﬁstula is poor. Concerning associated factors, place of residence was statistically
2
2
2
signiﬁcant χ p < 0.003, Age signiﬁcant χ p < 0.006 and weight of woman signiﬁcant χ p < 0.008.
Regression analysis showed age 35+ signiﬁcant p =0.004 at 95%. An increase in level of education
and increase in wealth had negative eﬀect on Obstetric Fistula. The study recommends institution
of screening for Obstructed labour in ANC, Compulsory delivery in a health care facility, Increased
awareness creation, empowerment of women and referral mechanism to access EmOC when
need arises to end OF in a generation.

Keywords: Trend, Indications, Caesarian Section, Urban Hospital, The Gambia

91

Department of Population and Reproductive Health
School of Public Health
Kenyatta University

Background
Reducing obstetric fistula has been on the
World agenda since 2003 when United
Nations Fund for Population Agency (UNFPA)
and partners launched The Global campaign
to end Obstetric Fistula. The focus is mainly in
parts of sub-Saharan Africa and Asia where
more than 2 million cases of young women
are living with untreated obstetric fistulas and
between 50,000 and 100,000 new cases are
reported year mainly in Africa (WHO, 2006,
Tuncalp, et al., 2015; Wall, 2014).
Obstetric fistula is caused by long obstructed
labour lasting several hours, days, or weeks.
Obstructed labour accounts for 8 % of
maternal deaths (WHO, 2006). However, for
the women who survive obstructed labour,
the continued pressure exerted by the foetus
on the tissues of the vagina, bladder, and/or
rectum cuts oﬀ blood supply to the area
resulting in the formation of an opening
through which urine and/or faeces pass
uncontrollably into the vagina (Tebeu, et al.
2012). In some cases, when the woman does
not receive needed obstetric care, her foetus
dies (WHO: 2006).
Other causes not related to obstructed labour
are direct trauma caused by rape or other
sexual abuse, complications of unsafe
abortions and surgical trauma-most
commonly injury to the bladder at caesarean
section, hysterectomy, interventions like
cancer treatment and pelvic surgery (Wall,
2012; WHO, 2006). In Africa, certain cultural
birth practices such as “gishiri cutting,”
commonly practised in northern Nigeria to
relieve obstructed labour results in creating a
fistula with devastating consequences through
injury to the bladder or urethra (Hilton, 2003;
Tahzib 1983; Wall, 1998). Other cultural
practices such as female genital cutting (FGC)
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cause constriction of the birth canal and
vaginal outlet thus increasing the risk of
fistula.
Biological, economic and socio-cultural factors
are implicated in occurrence of Obstetric
Fistula (Wall, 2006). Biological theory links
occurrence of obstetric fistula to a narrow
pelvis in some African women, unlike the
European women with broader pelvis
(Kolawole et al, 1978). The theory further
explains the reason for narrow pelvis - small
stature or stunting due to malnutrition
suﬀered in childhood. It is therefore advanced
that fistula patients are usually malnourished
(averagely 44kg), small and short, with an
average height of 146.2cm. In many
developing countries many adolescent women
are undernourished, stunted, and
underweight; (factors that compound the risks
of developing obstetric fistula in early
pregnancy).
Economic theories link high incidence of
Obstetric Fistula to poverty and poor health
infrastructure: Poverty drives adolescent girls
into early marriage and early childbearing all
of which increase the risk of cephalopelvic
disproportion and prolonged labour which in
turn increases the risk of Obstetric fistula
(Rahimi, et al., 2013; Ukwoma, 2014; Wall,
2006). In parts of sub-Saharan Africa, for
example, many women become pregnant
soon after menarche occurs, before a
woman’s pelvis is fully developed for
childbearing.
On the inﬂuence of socio-cultural factors, an
interplay of complex inter-related factors are
operational. These factors include cultural
drivers of early marriage, constraints to
delivery in a health facility and skilled delivery
care as well as beliefs against caesarean

In addition , studies show that fistula patients
tend to live in remote areas and to be
impoverished factors typically associated with
inadequate health care during pregnancy and
delivery and thus with increased risk for
obstetric complications. With less access to
obstetric care, rural women are more likely to
suﬀer fistulas than urban women. Among
rural women those with lower social and
economic status are more likely than others to
suﬀer fistulas and other obstetric problems.
The prevalence of untreated obstetric fistula
appears closely associated with lack of skilled
assistance during delivery and lack of access
to emergency obstetric care, as well as the
shortage of capacity for fistula repair.
The physical consequences of a fistula
including the continuous leaking of urine,
faeces, or both usually make a normal life
difficult, if not impossible. Fistula patients are
often shunned, abandoned, or divorced. In
developing countries, however, many women
do not survive obstructed labor usually
because the complications are not recognized
in time or because emergency care is
unavailable, due either to great distance or
high cost. If a woman survives obstructed
labor, she often sustains multiple physical

problems; not only the fistula itself but also
recurring infections, paralysis of muscles in
the lower legs (termed “footdrop”),amenorrhea, infertility, and damage to
vaginal tissue that may make sexual
intercourse impossible. Not only does the
aﬄicted woman almost always lose her baby,
but also the lasting physical consequences—
including the constant leakage of urine,
faeces, or both and the resulting odour—
make it difficult, if not impossible, forher to
lead a normal life. Many fistula patientsare
abandoned or divorced by their husbands,
particularly when it becomes clear that the
fistula will not go away. Facing familial and
social rejection and unable to make a living by
themselves, many women with fistula live for
years without any financial or social support.
Many fall into extreme poverty. Some cannot
cope with the pain and suﬀering and resort to
suicide. Other women living with untreated
fistulas, however, show remarkable resilience
and strength. Despite the stigma, they find
ways to support themselves and their
children, and some set aside money for years
for fistula repair.
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section when necessary, low decision making
power for women, traditional beliefs about
pregnancy and child birth processes, certain
birth practices and political conditions that
perpetuate health inequities and injustices
(Umoiyoho and Inyang-Etoh, 2013). Individual
and family factors may increase the risk of
developing fistula. Delay in making decision to
receive care when labour duration is more
than 6 hours after labour onset, taking more
than 2 hours to reach a health facility and
delay in or receiving care at the health facility
increases risk of developing fistula (Maine,
1993).

Most obstetric fistulas could be avoided if
women could delay childbearing until after
adolescence, if skilled attendants could
monitor all labors, and if women could have
timely access to good emergency obstetric
care. Moreover, most women who develop
fistulas could be treated surgically to have the
damage repaired. Unless the fetus is delivered
surgically, prolonged obstructed labor often
ends only when the foetus dies, decomposes,
and is finally passed from the mother. While
most fistulas can be repaired with surgery,
limited access to repair facilities and trained
providers, as well as inadequate information
on fistula repair, keeps women from the help
they need (Miller et al., 2005).
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The problems of fistula, both medical and
social, are likely to persist until better health
care reaches the poorest and most vulnerable
members of society. In Kenya, prevalence rate
was estimated in KDHS (2014), but factors
associated are unknown. Few studies have
been undertaken to shed light on underlying
causes of Obstetric Fistula. This is likely to

Source: Obstetric Fistula Pathway Lancet (2006).
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contribute to the failure of the global
community to address the broader social
determinants of health related to the
Obstetric Fistula issue.

Specifically, the study had the following
objectives
1. To estimate prevalence of Obstetric
Fistula in Kenya
2. To establish factors associated with
occurrence of Obstetric Fistula
3. To establish factors that predict
occurrence of Obstetric Fistula
Materials and methods
Study site
The study on Obstetric Fistula was undertaken
in Kenya, covering entire 8 regions and 47
counties within these regions. This study is
based on secondary data from 2014 Kenya
Demographic and Health Survey (KDHS).
Study Design
The sample for the 2014 KDHS was drawn
from a master sampling frame, the Fifth
National
Sample Survey and Evaluation Programme
(NASSEP V). This is a frame that the KNBS
currently operates to conduct householdbased surveys throughout Kenya. The frame
contains a total of 5,360 clusters split into four
equal subsamples. The clusters were drawn
from 96,251 enumeration areas both in rural
and urban areas from the 2009 Kenya
Population and Housing Census.
A two stage random sampling design was used
to select 40,300 households from 1,612
clusters spread across the country, with 995
clusters in rural areas and 617 in urban areas.
In the first stage, the 1,612 EAs were selected
with equal probability from the NASSEP V

frame. The household lists were used in the
second stage to select households where 25
households were then selected from each
cluster. The interviewers visited only the
preselected households. The Woman's
Questionnaire was administered in all
preselected households. Because of the nonproportional allocation to the sampling strata
and the fixed sample size per cluster, the
survey was not self-weighting. The resulting
data was however weighted to be
representative at the national, regional, and
county levels.
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Objectives of the study
The main objective of the study was to review
progress and assess factors that are associated
with and those that can predict occurrence of
obstetric fistula in Kenya.

Data collection
The questionnaire for women age 15-49,were
based on the model questionnaires developed
for The DHS Program, the questionnaires used
in the previous KDHS surveys, and the current
information needs of Kenya. The Woman's
Questionnaires were used to collect
information from women age 15-49 on fistula.
The questions on fistula covered knowledge,
causes and experience of fistula symptoms.
The question was whether the women had
experienced leakage of urine or stool through
the vagina.
Results and Discussion
Prevalence of Obstetric Fistula in Kenya
Female questionnaire in KDHS 2014 had a
series of questions concerning fistula put to
women of reproductive age 15-49. They were
asked whether they had heard of fistula,
whether they had experienced fistula-like
symptoms and causes of fistula.
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Table 1 - Prevalence and Knowledge concerning Obstetric Fistula
Experience of ﬁstula
No
No
14582
Yes
155
Total
14737
Heard of Fistula
No
7243
Yes
7338
Total
14737
Cause of Fistula
Sexual assault
4
Other
7
Don’t know
8
Total
19

Percent
98.9%
1-1%
100
49.7
50.3
100
.0
.0
.0
.0

The results in Table 1 show that, of the total

Factors Associated with Obstetric Fistula

number of women of reproductive age 15-

This section addresses the second objective of

49(14737) interviewed in the KDHS sample,

the study. Factors assessed for association

only 1.1% (155) had experienced an obstetric

with occurrence of obstetric fistula were

fistula. The majority 98.9 % (14582) of these

based on theories linked to the condition.

women had not experienced the condition.

Cross tabulation and chi-square tests were
used to determine whether biological, socio-

The prevalence of 1.1% is too low in

economic, cultural or residence had any

comparison to other countries in Africa, in

association with the development of obstetric

Addis Ababa Hamlin Hospital which treats

fistula.

1,200 women who have obstetric fistulas
every year (UNFPA, 2012), in Tanzania,
approximately 2500-3000 new cases of fistula
are estimated to occur each year (Raassen,
2005) and Uganda where there are an
estimated 200,000 women suﬀering from
obstetric fistula, with 1,900 new cases
expected annually (Cheyney, 2012).It should
be noted however that because of the low
percentage of women who have experienced
symptoms indicative of fistula does not
necessarily imply that fistula is uncommon in
Kenya.
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15-19
20-24
25-29
30-34
35-39
40-44
45-49
Total
Marital Status
Never in union
Married
Living with partner
Widowed
Separated
Total
Children ever born
0
1
2
3
4
5
6
7
8+
Total
Height
≥ 150 cm
≤ 150 cm
Total
Wt Below 45kg
Wt Above 45kg
Total

X²

P value

18.1513

.006

11
29
30
32
22
18
13
155

.1
.2
.2
.2
.1
.1
.1
.1

2851
2507
2829
2075
1853
1352
1115
14852

19.3
17
19.2
14.1
12.6
9.2
7.6
98.9

32
97
6
9
10
155

.2
.7
0
.1
.1
1.1

4024
8308
603
571
337
14852

27.3
56.4
4.1
3.9
2.3
98.9

7.390

.193

22
24
33
21
12
13
9
9
12
155

.1
.2
.2
.1
.1
.1
.1
.1
0
1.1

3662
2073
2194
1922
1539
1059
771
564
798
14582

24.8
14.1
14.9
13
10.4
7.2
5.2
3.8
5.5
98.8

18.507

.237

12
143
155
4
151
155

.1
1
1.1
0
1
1.1

796
13786
14582
1244
3338
14582

5.4
93.5
98.9
8.4
90.5
98.9

The association between biological factors and
obstetric fistula as presented in Table 2
showed that age of the woman and weight
had association with obstetric fistula p values
0.006 and 0.008 respectively though this was
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Table 2 Obstetric Fistula and associated Biological and Demographic Factors
Age group
Yes
%
No
%

.008

not significant at 95% confidence interval.
Parity, marital status height did not have
significant association.
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Table 3 Obstetric ﬁstula and associated residential factors
Region of
Yes
%
No
%
residence
Coast
20
.1%
1820
12.3%
North Eastern
18
.1%
760
5.2%
Eastern
20
.1%
2475
16.8%
Central
25
.2%
1486
10.1%
Rift Valley
28
.2%
4225
28.7%
Western
13
.1%
1373
9.3%
Nyanza
25
.1%
1989
13.5%
Nairobi
6
.0%
424
3.1%
Total
155
1.1%
14737
98.9%
Type of residence
Urban
75
.5%
5393
36.6%
Rural
80
.5%
9189
62.4%
Total
155
1.1%
14582
98.8%
Association of obstetric fistula and residential
factors as presented in Table 3 displays
significant association for region of residence

Table 4 did not have significant association with

P-value

28.175

.000

8.546

.003

p value 0.000 and type of place of residence
–rural or urban p value .003.

Table 4 Association of obstetric ﬁstula and socio-cultural factors
Religion
Yes
%
No
%
Roman Catholic
30
.2
2896
19.7 %
Protestant
94
.6
9463
64.2 %
Muslim
31
.2
1910
13.0 %
No religion
0
.0
267
1.8 %
Other
0
.0
43
.3 %
Total
155
1.1
14579
Circumcision
Not circumcised
94 (.7%)
9817
(69.4%)
Circumcised
55 (.4%)
4320
(30.5%)
Total
149 (1.1%)
14137
(99.9%)

Religion and female circumcision as shown in

X²

X²

P-value

9.287

0.54

2.802

.094

occurrence obstetric fistula.
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Socio-economic factors as displayed in Table 5
were not significantly associated with
obstetric fistula
Determinants of Obstetric Fistula using
Multiple Logistic Regressions
This section addresses the third objective
which was to determine factors that predict
occurrence of obstetric fistula. The purpose

X²

P value

6.254

.100

2.561

.278

5.751

.219
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Table 5 Association of obstetric ﬁstula and socio-economic factors
Level of Education
Yes
%
No
%
No education
30
.2
1951
13.2
Primary
67
.5
7333
49.8
Secondary
42
.3
4061
27.6
Higher
16
.1
1235
8.4
Total
155
1.1
14582
98.9
Employment
All year
69
.8
5565
61.2
Seasonal
24
.3
2759
30.3
Occasional
6
.1
674
7.4
Total
155
1.1
14584
98.8
Wealth Index
Poorest
31
.2
3369
22.9
Poorer
31
.2
2835
19.2
Middle
26
.2
2817
19.1
Richer
41
.3
2799
19.0
Richest
26
.2
2762
18.7
Total
155
14582
98.7

was to explore further into the direction of
factors found to have association with
obstetric fistula from the chi-square tests.
Before entry in the model, some variables
were regrouped and others with frequencies
below 5 were merged, or collapsed. Table 4.6
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Education

Region

W. Index

Marriage

Parity

Residence

15-19-ref
20-24
25-29
30+
None ref
Primar y
Sec+
Nairobi ref
N.E
Eastern
Central
R valley
Western
Nyanza
Coast
Poor ref
Middle
Rich
Never ref
Married
Other
0 ref
1-2
3-4
5+
Urban
Rural ref

1.025
.940
1.227

.393
.427
.430

_.347
_.244

.282
.316

.659
_220
.486
-.451
.052
.280
.047

.526
.484
.468
.468
.515
.476
.482

_.070
_.081

.247
.230

_.437
_.452

.288
.333

.591
.216
.482
-443
_5.033

.341
.411
.436
.188
.609

The results presented in the regression model
in Table 6 shows age is significant in predicting
obstetric fistula. Those women who were 30
and above were three times likely to develop
obstetric fistula Odd Ratio=3.410, 95% CI:
1.468-7.920; p. Value=0.004, in comparison to
the younger women aged 15-19. The result is
contrary to theorized relationship where
obstetric fistula is perceived to be common in
younger women.
Perhaps the unexpected result could be
attributed to the fact that the question put to
the women had no specific reference period
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Wald

Df

8.899
6.811
4.852
8.183
1.610
1.159
.596
18.499
1.566
.206
1.080
.928
.010
.345
.009
-145
.080
.124
2.419
2.299
1.844
5.417
3.008
.278
1.227
5.571
68.279

3
1
1
1
2
1
1
7
1
1
1
1
1
1
1
2
1
1
2
1
1
3
1
1
1
1
1

P
value
.031
.009
.028
.004
.447
.218
440
.007
.211
.650
.299
.335
-919
.557
.923
.930
.777
.724
-298
.129
.174
.144
.083
.599
0.18
.000

Odd R Lower

Upper

2.788
2.561
3.410

1.291
1.109
1.468

6.023
5.913
7.920

.706
.784

.407
.422

1.228
1.455

1.932
.803
261.6
.637
1.054
1.323
1.048

.689
.311
.650
.254
.408
.520
.408

5.420
2.073
4.069
1.595
2.693
3.364
2.693

.922
.922

.587
.587

1.136
.1.448

.646
.636

.367
.331

1.136
1.222

1.806
1.241

.926
.554

3.523
2.780

.642
.007

.690
-

3.805
-

and hence we cannot tell the age at which the
women had experienced the fistula. The rest
of the variables in the model were
insignificant. However, education both
primary and secondary and wealth as
demonstrated in wealth index-both middle
and rich categories had negative impact on
obstetric fistula though not at statistically
significant level. However, it must be pointed
out that the skewed nature of the data;
155cases of women who experienced
obstetric fistula against 14582 who did not
experience the symptoms of fistula may have
had some eﬀect on the observed results.

square and logistic regression. Women aged
30 and above had increased likelihood of
developing fistula. Fistula is more common
among young women, whose pelvises have
not fully developed. The result in this study is
contrary to this trend. Perhaps this was a
consequence of lack of reference period on
the question during the survey. This
meansthat the older women had the
experience in younger ages, a fact not
captured in the data, or it could also mean
obstetric fistula can aﬀect women at any age
(John Hopkins, 2012).

These estimates are under-estimations as
most cases go unreported due to the
associated stigma (Banke, 2014) Addis Ababa
Hamlin Hospital treats 1,200 women who
have obstetric fistulas every year (UNFPA,
2012), while in Tanzania alone, approximately
2500-3000 new cases of fistula are estimated
to occur each year (Raassen, 2005) and
Uganda where there are an estimated 200,000
women suﬀering from obstetric fistula, with
1,900 new cases expected annually (Cheyney,
2012).

The impact of place of residence
Residence had a significant association with
fistula. Rural residence is often linked to
increased cases of fistula because women who
develop obstetric fistulas have given birth at
home, often without skilled attendants or
prompt access to emergency obstetric care
(John Hopkins, 2012). In this study however,
residence in rural areas had a negative eﬀect
on obstetric fistula though not statistically
significant. The result mean that improved
access to health care by the rural population
following devolved units and access to
maternity services as a consequence of free
maternity care has been realised.

The Knowledge of Fistula and its causes
On knowledge of obstetric fistula, 50.3 % of
women had heard about obstetric fistula and
most did not know the cause. There is scanty
information concerning knowledge. This
means therefore, that while focusing on
repairing the women who have had a fistula,
the rest of the women of reproductive age
need information concerning what a fistula is
and what causes it.
The impact of Biological factors
While a number of biological factors did not
have statistically significant association with
obstetric fistula, age had a consistent
association with obstetric fistula both in chi

Ending obstetric fistula in a generation

Discussion
The Prevalence of obstetric Fistula in Kenya
The prevalence of obstetric fistula was 1.1% in
the sample population. Comparison with
findings in studies else elsewhere is difficult
due to issues related to measurement. A
prospective study conducted in 6 sub-Saharan
African countries revealed an overall obstetric
fistula incidence rate of 10.3 per 100,000
deliveries. Another study suggested incidence
figures of 1-3 per 1000 births in West Africa,
with higher rates of 5-10 cases per 1000 births
reported in rural sub-Saharan Africa.

The impact of Socio-economic factors Socioeconomic factors did not portray significant
relationship with occurrence of obstetric
fistula in the chi square analysis. However,
results of logistic regression analysis
demonstrated that education and wealth had
some negative eﬀect on obstetric fistula
though not at a statistically significant level.
This result reinforces the observation that
obstetric fistula is associated with poverty, low
status in the community, low educational level
(Tsui et al., 2007; Miller et al., 2005; Wall et
al., 2001; Chong, 2004; Cook et al., 2004).
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The impact of socio-cultural variables
It is commonly postulated that religion and
female circumcision or female genital
mutilation (FGM) increases the risk for
obstetric fistula. The results of this study
however did not show any significant
association thus confirming the clinical
practitioners' view that female circumcision
has no relationship with occurrence of
obstetric fistula.
Conclusion and Recommendations
This paper focused on the important concerns
associated with obstetric fistula. The study has
generated essential information to aid policy
formulation and program design to prevent
fistula and end fistula in a generation. Some
of the important findings are:
The prevalence of obstetric fistula in Kenya is
low. Only (1.1%) of women respondents had
experienced symptoms of fistula in their life
time. The knowledge of women concerning
obstetric fistula is average but with very poor
knowledge of the cause of obstetric fistula.
Concerning factors associated with obstetric
fistula, place of residence was significantly
associated with obstetric fistula. Place of
residence mainly aﬀected access to health
care. Obstetric fistula in Kenya aﬀects women
in all regions, age groups and parity. There is
no single factor that predicts occurrence.
Education and wealth are significant role in
decreasing obstetric fistula. Wealth; both
moderate and more wealthy was found to
have negative impact on obstetric fistula.

The results of this study led to the following
recommendations to reduce incidences of
obstetric fistula;
There is need to raise awareness on causes of
obstetric fistula in the community. This could
be done in churches, in antenatal clinics and
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women groups and any other forum. Men
should be involved- they to need to know
more about such reproductive issues that
aﬄict women after delivery.
Based on the assumption that the 155 women
who experienced obstetric fistula did not
deliver in a health facility, this study
recommends that delivery in a health facility
should be mandatory. The free maternity
services operated by the government should
benefit all women of reproductive age and
thus the community members should take
quick action to ensure prevention of future
occurrence of obstetric fistula by encouraging
and giving financial support to enable women
deliver in a health facility.
Since delivery obstruction can be detected
well in advance, the Ministry of Health and
regional governments should institute
screening for obstructed labour by use of
partogram in all ANC facilities and refer
women found to be at risk of obstructed
labour to facilities with Emergency Obstetric
care. Such measures and surveillance in all
regions will eliminate obstetric fistula in a
generation.
Empowerment of women should be
prioritised by having all stakeholders, increase
knowledge and awareness of reproductive
health issues such as obstetric fistula and its
causes. In addition women need to be
empowered economically to take charge of
their health, to access and pay for quality
health care services especially Emergency
Obstetric care, to avoid development of
obstetric fistula. Surveillance system for
groups at risk, such as adolescent girls who
are pregnant should be instituted in regions
and arrangements made for their safe delivery
in a health facility.
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Abstract
Background: Obstetric ﬁstula disables millions of women and girls in developing countries, primarily in
Sub-Saharan Africa and South Asia. World Health Organization referred to ﬁstula as the single most
devastating morbidity of neglected child birth. In Kenya, it is estimated that annually there are 3,000
new ﬁstula cases but only 7.5% are reported and treated. The objectives of this study were: (i) to
identify the risk factors of obstetric ﬁstula among women living in Dadaab Sub-County and (ii) to assess
the level of awareness of obstetric ﬁstula and establish precautionary or prevention measures to the
obstetric ﬁstula among women attending Dadaab Sub-County Hospital.
Methods: This study adopted a cross-sectional survey using purposive sampling to select the study
participants, 6 in-depth interviews corroborated by 4 focus group discussions were conducted with a
sample of 27 clients. Two key informant interviews were also conducted with medical doctors and local
NGOs. Results: Most of the patients (53%) were young women who delivered for the ﬁrst time.
Marriage took place early in life mostly through family arrangements or abduction. Majority (75%)
believe obstetric ﬁstula results from obstructed labour. Most ﬁstulas occur among women living in
poverty in cultures where a woman's status and self-esteem may depend almost entirely on her
marriage and ability to bear children. Conclusion: The misery of ﬁstula is relentless, the pain and
loneliness is often compounded by a sense of shame and humiliation. For many women, the profound
social isolation is worse than the physical torment. Recommendations: Providing skilled birth
attendants and emergency obstetric care for women who may develop complications during delivery,
addressing social issues such as; early pregnancy, girls' illiteracy, poverty, cessation of harmful
traditional practices and timely access to quality obstetric care would reduce the rate of ﬁstula in
developing countries.
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Ahmed and Tuncalp (2015), estimate that for
every maternal death, 20 to 30 women
develop serious obstetric complications
including fistula. A prospective study
conducted in 6 Sub-Saharan African countries
revealed an overall obstetric fistula incidence
rate of 10.3 per 100,000 deliveries
(Vangeenderhuysen, et al., 2001). Another
study suggested incidence figures of 1-3 per
1000 births in West Africa (Kalembo and

Zgambo, 2012), with higher rates of 5-10 cases
per 1000 births reported in rural sub-Saharan
Africa (Vangeenderhuysen, et al., 2001). The
World Health Organization (WHO) estimates
that at least 8,000 Ethiopian women develop
new fistulas every year. According to Raassen,
(2005) in Tanzania alone, approximately 25003000 new cases of fistula are estimated to
occur each year. In Egypt, 98% of the fistulae
are iatrogenic due to surgeries and only 2%
are caused by obstructed labor. These
estimates are largely deemed to be underestimations as most cases go unreported due
to the associated stigma (Stanton et al., 2007).
Globally, approximately 2 to 3 million women
are living with untreated obstetric fistula
(UNFPA, 2002).
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Introduction
Although obstetric fistula has been eradicated
in Europe and North America following
improved obstetric care, the condition
remains prevalent in Sub-Saharan Africa and
Asia where women and girls continue to
endure lives of shame and incredible suﬀering
because of this preventable condition
(AbouZahr, 2003). The World Health
Organization (2006) defines obstetric fistula as
an “abnormal opening between a women's
vagina and bladder and/or rectum through
which her urine and/or feces continually leak.”
Pressure from a baby's head during prolonged
or obstructed labor restricts blood ﬂow and
damages tissues between the vagina and the
bladder or rectum. Although obstetric fistula
is caused by prolonged and obstructed labor,
it is rooted in poverty, predominantly aﬀecting
marginalized women who lack access to
quality obstetric care, who typically are of
lower socio-economic status, with lower levels
of education, in rural areas, without prenatal
care, and married at younger ages (Zheng and
Anderson 2009). Describing it as the most
devastating of all pregnancy-related
disabilities, the United Nations Population
Fund (UNFPA) says obstetric fistula aﬀects an
estimated 50,000 to 100,000 women around
the world every year with at least 33,000 of
these being found in sub-Saharan Africa,
Kenya included (UNFPA, 2012).

Despite the increased attention on maternal
mortality during recent decades, the disability
and suﬀering from Obstetric fistula remains a
neglected issue in Global health. WHO
estimates that approximately two million
women have untreated obstetrics fistula with
a worldwide incidence of 1-2 per 1000
deliveries; majority of whom are living in subSaharan Africa. In Kenya, it is estimated that
annually there are 3,000 new fistulae cases
with an incidence of 1/1000 women but only
7.5% are reported and treated (Ministry of
Health and UNFPA Kenya, 2004). The 2014
Kenya Demographic and Health Survey further
estimated that 1% of women of reproductive
age have had a fistula in their life.
The concerted global eﬀorts geared towards
reducing and/or eradicating fistula, have had
slow progress. UNFPA, in collaboration with
other stakeholders, launched the global
campaign to end fistula in 2003 with the aim
of reducing fistula cases, by focusing on
prevention, treatment and social reintegration
(UNFPA, 2013a). Recently, the International
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Fistula Day (23rd May) was created to draw
global attention to obstetric fistula and
mobilize support for on-going initiatives
(UNFPA, 2013b). However, donors and
researchers involved in the campaign are
keener on quick results that come from the
treatment component, rather than
prevention, which tackles more deep- rooted
problems (Shefren, 2009).
In actual fact, fistula prevention appears to be
such an understudied area that a recent
commentary described it as “neglected” (Wall,
2012a). It is an area that is frequently hidden
under the broad rubric of maternal health and
is therefore not sufficiently prioritized, even in
recent initiatives launched in Africa to improve
maternal health. This under-prioritization is
puzzling, especially at a time when 'near-miss'
and maternal morbidity is high up on the
agenda; as it is well documented that
obstetric fistula is entirely preventable (Miller
et al., 2005).
Obstetrics fistulae result in physical,
psychological and social eﬀects to the women.
The continuous leakage of urine and/or feces
causes a bad odor which may lead to isolation,
stigmatization, rejection by society and
divorce. Most of these women also do not
engage in any economically gainful activities
thus becoming an economic burden to society.
Although it has devastating impacts on the
lives of women, obstetric fistula is both
preventable and treatable. Prior to the 19th
century, obstetric fistula was considered an
incurable condition, but later it was realized
that obstetric fistula could be diagnosed and
treated (Wall, 2006). In recent years, various
initiatives have been established to prevent
and repair fistula but women experience
delays in seeking repair due to a number of
factors. Women with fistula may be unaware
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that repair is possible, or lack the resources to
seek care, and may face delays in receiving
appropriate treatment due to personnel or
facility shortages and poor quality of care
(Mukisa and Cole, 2013; Obaid and Chong,
2004; Bangser, 2011; Fianderet al., 2013,
Matsamura, 2004). For such an extremely
devastating condition, there is a need to
explore factors contributing to Obstetric
fistula among women and identify risk factors
associated with developing obstetric fistula in
order to guide implementation of appropriate
interventions. The study thus sought to fill this
gap by identifying the contributing factors and
risk factors associated with Obstetric fistula,
establish preventive strategies and identify the
best practice to address the treatment of
obstetric fistula.
The objectives of this study was to identify the
risk factors of obstetric fistula among women
living in Dadaab Sub-County, assess the level
of awareness of obstetric fistula and establish
precautionary or preventive measures to the
obstetric fistula among women attending
Dadaab Sub-County Hospital, Kenya.
Methodology
Study seEngs
This study was conducted in Dadaab Sub
County Hospital, a government health center
located in Dadaab constituency, in Garissa
County. The study population consisted of
women living with obstetric fistula in Dadaab
Sub-County. Purposive sampling was used to
select the women for the study. A total of 6 indepth interviews corroborated by 4 focus
group discussions were conducted with a
sample of 27 clients. Two key informant
interviews were also conducted with medical
doctors and local NGOs.

Results
Socio-demographic Characteristics of the
study Population A majority of the
respondents (53%) belonged to the 16-22 age
group while 30% belonged to the 22-28 age
group. Thirteen percent of the respondents
belonged to 28 - 33 years and 4% of the
respondents were above 33 years. The levels
of literacy among the respondents were very
low with a majority (86%) of the respondents
having no formal education. The remaining
14% had primary and level of education.
Forty-two percent (42%) of the respondents

were young mothers who had delivered for
the first time and 60% of them delivered at
home while the remaining 40% had hospital
delivery.
Causes of ﬁstula
According to the results a majority (75%) of
the respondents believed that the fistula was
caused by obstructed labour with 10% of
them attributing its cause to traditional
practices like FGM. The rest did not know
what caused the fistula.
Labour duration
The number of days/hours the women were in
labour in their last pregnancy varied with a
majority of the respondents (60%) having
laboured for 2 days, 20% reported to have
laboured for 1 day and the remaining 20%
laboured between 12 to 24 hours. When
asked whether obstetric fistula is curable, a
higher percentage 47% of the respondents
believe it is not curable, 25% believed it can
only be healed or cured by spiritual and
traditional methods with17% believing it can
be repaired in well-equipped facilities but is
too expensive to aﬀord, 11% did not know if
its curable or not (Figure 1).

47%
25%
17%

Not curable

Cured by
spiritual and
traditional
methods

Figure 1: Obstetric ﬁstula curing

Repaired in well
equiped hospitals

11%

Did not know
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Data collection and Analysis
A structured questionnaire was used to collect
qualitative and quantitative data. A pilot study
was done to validate research instruments to
be used and also to check the reliability of the
data collected. Cleaning and editing of data
was done by cross checking the completed
questionnaires for errors, omissions and
discrepancies. The questionnaire responses
were coded, and the data analyzed using the
SPSS Version 20.0 package. Qualitative data
collected during field visits was also coded and
analyzed as per emerging themes. Descriptive
analysis was made based on the participants
responses.
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Home deliveries
Majority of the respondents (60%) delivered
at home giving reasons like; individual
preference, distance from hospital, availability
of traditional birth attendants and some
saying it was never their choice. The
remaining 40% chose to deliver in hospital.

Discussion
A systematic review conducted by Tebeu, et
al., 2012, found similar findings, where
obstetric fistula occurred in 57.6%- 94.8%
whenever home delivery was attempted
irrespective of whether a hospital delivery
eventually happened. In cases where labour
ended in a home delivery, 9%-84% of the
cases developed obstetric fistula. Many
women deliver at home because the health
facility is far away, cultural beliefs or because
the facilities do not oﬀer friendly services
especially for teenage girls who might even
shy away from the facilities.
According to the key informants, the major
contributing and risk factors associated with
developing fistula in the region are: home
deliveries, refusal for cesarean delivery in
cases of obstructed labour, traditional
practices such as FGM, and early marriages
and pregnancies.
Delay in seeking atention
Delays in care seeking including delay in
making decision to seek delivery services after
six hours of labor onset, taking more than two
hours to reach a health facility due to long
distance walk or far health facility, labor
duration of more than 24 hours and having no
formal awareness are risk factors for
developing obstetrics fistula. This is affirmed
by the findings of the study.
Refusal to consent for caesarian section
Another factor associated with developing
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fistula was the refusal to consent for
caesarean section (CS) in case of prolonged or
obstructed labour in hospitals. The
community has poor attitude towards surgical
interventions like CS. They believe that once
the person is operated, they can no longer
conceive again or doctors will remove some
organs like kidney to sell. The community
totally do not like this kind of surgical
interventions hence end up complicating and
developing fistulas or other complication like
ruptured uterus and sometimes resulting to
either or both maternal or neonatal deaths.
Traditional practice
Harmful traditional practices like FGM were
also been reported to have contributed to
obstructed labour which is a major
contributor to obstetric fistula. Even though
female genital cutting involves the external
genitalia and no eﬀect to the pelvis per se
where obstruction requiring Caesarean
Section mostly occurs, there is popular belief
that female genital mutilation increases the
risk of fistula formation (Browning, et al.,
2010). However, it is possible that female
genital mutilation may cause direct trauma to
the urinary tract during the procedure.
Secondly, extensive tissue loss from the vulva
following infibulation (type III genital cutting)
may be followed by marked fibrosis and
reduction in the vaginal length. The vaginal
opening may also be too small, causing a
delayed second stage. Under such
circumstances, an extended midline
episiotomy may be performed, leading to
recto-vaginal fistula (Wall, et al., 2001).
A retrospective study in Ethiopia failed to find
significant diﬀerences between women who
had undergone type I or II genital cutting and
those without cutting in the development of
fistula. What remains clear in areas where

Early marriage
Early marriage and early pregnancies also
contributes to fistulas in the regions. This is
evident from the high percentage of those
aﬀected by obstetric fistula being between the
ages of 16 years and 22 years of age as shown
in figure 1.1. One of the key informants
further said, “you will ﬁnd young girls of 15 to
16 years old coming to deliver in the facilities
or attending post natal clinic, they are too
young to be a mothers”. In one systematic
review, conducted by Tebeu, et al., (2012),
8.9%-86% of fistula patients were teenagers at
the time of management. Sub-Saharan Africa
has the highest level of adolescent
childbearing, with more than 50% of women
giving birth before the age of 20.
Factors such as poverty, lack of education and
cultural practices that encourage child
marriages lead to child- bearing before the
pelvis is mature. Malnutrition also leads to a
short stature and contracted pelvis (Miller,
2005).A study by Tsui, et al., (2007) showed
that 28% of women and girls who developed
fistula were younger than 20 years, with
antecedent obstructed labor in most cases.
The study concluded that if the risks
associated with early childbirth were
eliminated, the predicted proportion of
women who experienced prolonged or
obstructed labor would significantly reduce.
Another study in Jos, Nigeria showed that
“typical” women living with fistula report
being married early (15.5 years) (Wall, 2004).
Evidence from a study carried out in Burkina
Faso showed that the risk of early marriage

has an urban-rural variation. The risk of being
married by 15 years of age amongst young
women living in rural areas is five times higher
than urban young women; rural young women
are approximately three times more likely to
have been pregnant before 18 years and 95 %
of fistula patients reside in rural areas (Melah,
2007).
Level of awareness
The level of awareness about obstetric fistulas
among women of child bearing age is very
low. The situation is made worse by the low
levels of education. Lack of awareness is a
frequently mentioned challenge to seeking
fistula treatment; many women who suﬀer
from obstetric fistula do not know what fistula
is, that their condition is treatable, or where
to get treatment. Women with fistula and
members of their community may also be
misinformed about the causes of fistula. In
some communities fistula is believed to be a
curse or a punishment from God (Naidu and
Donnay, 2003; Muleta et al., 2008). Some
women living with fistula, and some
traditional birth attendants who assist women
who develop fistula, believe that doctors
caused fistulas during deliveries. When fistula
is believed to be inﬂicted by God, or when
fistula is believed to be caused by a doctor's
actions, a woman living with fistula is unlikely
to be interested in seeking treatment at a
health facility. Although there is awareness
creation through sensitization on obstetric
fistula in the community by outreach teams,
it's not eﬀective from the look of patient's
attitudes.
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female genital cutting is practiced is that there
are other factors leading to obstetric fistula
such as early marriage and poor
empowerment of women in general
(Browning, et al., 2010).

Obstructed labour that is not attended to in
time or totally unattended is the most
common final pathway that begets obstetric
fistula.
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Preventive measures
Several measures can be put in place to
prevent obstetric fistula in Dadaab sub-county.
One of the best ways is to increase hospital
deliveries which will not only prevent the
main contributing factor, obstructed labour,
but also help diagnose the problem early.
However, to help achieve this, other measures
also need to be put in place such as ensuring
health facilities are close to the people,
educating the community to shun away from
cultural beliefs that are against one seeking
medical services while pregnant and health
facilities to oﬀer friendly services especially
for teenage girls who might even shy away
from the facilities. Furthermore, all pregnant
women should be encouraged to attend
antenatal clinics.
Promoting education of the girl child is crucial
to preventing fistula in the long run. Illiteracy
has been shown to be a contributing factor to
the high number of cases. Therefore,
promoting minimum of post-primary
education for girls is essential. Knowledge and
awareness on fistula amongst young women
who had attained post-primary education is
better than women who have no education or
only primary education.
Awareness creation on obstetric fistula is
important in the fight to ending the problem.
This can be done through providing sexual
education that includes information about
fistula. Fistula prevention also involves
educating local communities about the
cultural, social and physiological factors that
inﬂuence and increase risk of fistula
formation. Community-based social education
programs, can be used to prevent fistula, by
leveraging this non-formal educational
program to put communities, especially rural
ones, “in charge of their own futures”, thereby
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improving ownership and sustainability of
such interventions. In addition, previous
patients who have been treated can also act
as community advocates for fistula prevention
by sharing their experiences and helping to
dispel cultural myths. Community sensitization
on importance of surgical interventions and
fistula developments is also important.
It is particularly crucial to focus on educating
the whole community and especially women
about risks associated with early marriage and
early pregnancy, including fistula, because
there remain some misconceptions about the
causes of fistula. Preventing early marriages,
which is rampant in this region will be an
important preventive measure to obstetric
fistula. Although there are laws to help in the
delaying early marriage and early childbirth, in
some areas these laws are not adhered to.
Tough measures should be put in place to
ensure these laws are followed and anyone
found in violation be dealt with accordingly to
prevent others from doing the same.
Scaling-up accessibility to, availability of and
provision of emergency obstetric care can help
reduce the incidence of obstetric fistula.
Provision of aﬀordable, safe and timely
interventions for women in need of care,
especially for women in deprived settings is
important. Previous studies have shown that
risk factors for developing fistula include delay
in seeking or receiving care for more than 6
hours of labor onset, taking more than 2 hours
to reach a health facility and/or labor duration
of more than 24 hours. Measures to improve
health-system's response including improved
access to emergency obstetric care,
incorporating safe and timely intervention for
women presenting with obstructed labor have
been suggested in the literature (Roka et al.,
2013).

Conclusions
 The misery of fistula is relentless, the pain
and loneliness is often compounded by a
sense of shame and humiliation. For many
women, the profound social isolation is
worse than the physical torment. Today,
obstetric fistula is virtually unheard of in
western countries. It has also greatly
reduced in industrialized nations in Asia
and Latin America. This shows that the
condition is preventable and can be
eliminated in Sub-Saharan Africa.

 Providing skilled birth attendance and
emergency obstetric care for women who
may develop complications during
delivery, addressing social issues such as;
early pregnancy, girls' illiteracy, poverty,
cessation of harmful traditional practices
and timely access to quality obstetric care
would reduce the rate of fistula in
developing countries.

 By preventing and eliminating the
contributing and risk factors associated
with obstetric fistula, women can have
safe deliveries and enjoy motherhood

without having to undergo the shame or
pain brought about by the condition.
 The study has been of value in various
aspects. First, the findings from the study
provided the much needed information on
obstetric fistula among women especially
bringing the risk factors and contributing
factors of obstetric fistula to the foe. This
information is important to the
Government especially to the ministry of
health to make informed decisions
concerning obstetric fistula and be able to
put in place measures including
developing policies that can tackle the
problem of obstetric fistula among
women.
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Training and re-training of skilled birth
attendants on operative delivery and use of
partograph is a strategy that can be used.
Recurrent training of skilled birth attendants
on emergency obstetric care has been
proposed in a previous study. The study
conducted by Nathan, et al., 2009, revealed
that some fistulae still occur from ineptitude
of “skilled birth attendants”, as 43% of fistula
patients thought that their fistulae were a
result of trauma they experienced from
previous operative deliveries. In addition,
training on partograph use in monitoring
labor, so as to identify labor at risk of malprogression is crucial (Yisma et al., 2013).

 The society in general benefits because
the study can help create awareness on
obstetric fistula, especially the constraints
that aﬀect women seeking treatment. This
may result in bringing about the society's
change in attitude towards obstetric fistula
among women. Scholars can also use the
findings of this study as a basis for further
investigation and subsequent research on
obstetric fistula among women.
Recommendations
Eﬀorts geared at strengthening all levels of the
health system to reduce delays in access to
emergency obstetric care are needed. In
reality though, health professionals are not
sufficient or are totally absent in some rural
communities. This challenge can be reduced
by shifting tasks to lower cadre health
workers, especially in rural areas. Ensuring
that the care provided by health workers is
aﬀordable, safe and timely for women in need
of care is important. Promoting family
planning methods and contraceptives use can
help prevent early pregnancies. Such
measures coupled with education and
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awareness creation can help eliminate the
incidence of obstetric fistula.
Stigmatization is one of the major challenges
facing women with obstetric fistula. Many
women experience varying degrees of social
stigma that can prevent them from seeking
care. Women who experience fistula can be
isolated or abandoned by their husbands,
families, or communities, without anyone to
accompany them to treatment facilities. Such
women have a disproportionately high
prevalence of depression and experience
anxiety, loss of dignity, and low self-worth.
Such psychological symptoms can inhibit
women's agency and motivation for seeking
treatment. Advocacy and campaigns for
community sensitization against stigmatization

are needed.
Due to competing priorities, fistula repair (and
maternal health in general) does not receive
the attention and funding it requires.
Governments may be overwhelmed with
other medical problems such as malaria or HIV
requiring a significant proportion of their
attention and resources. Chronic conditions
that do not directly result in death, such as
obstetric fistula, are viewed as low priority.
However, attention should be given to
conditions such as obstetric fistula since they
are preventable and once this is done it will
reduce the financial resources this go into the
treatment of the disease. In the long run,
focus can be shifted to other medical
problems.
assessment of obstetric
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Abstract
Obstetric ﬁstula is a serious childbirth injury that results from obstructed labour. It leaves women
leaking urine, faeces or both, leading to medical problems, depression, and social isolation and
deepening poverty. It is associated with sex and sexuality, concepts clouded with inadequate
information, misinformation, misconceptions, myths and a culture of silence and secrecy. In Kenya, it is
estimated that 3 to 4 women in every 1000 deliveries end up with ﬁstula translating to about 3000 new
cases each year. The inhibited discussions on sexuality impact negatively on reproductive rights and
health seeking behaviour for both women and men. Addressing ﬁstula therefore, should focus on
breaking the conspiracy of silence and secrecy surrounding sexuality through community engagement
processes to prevent occurrence, rehabilitate women and re-integrate them into communities while
restoring their dignity post-ﬁstula. There is overwhelming evidence that women who suﬀer ﬁstula face
stigma and discrimination at family and community level, become isolated, impoverished and
vulnerable. It is important to engage community leaders through constructive dialogue to develop
culturally sensitive solutions through education, sensitization and creation of awareness. This study is
a review of literature on eﬀects of ﬁstula and community engagement processes. To reduce the eﬀects,
change attitudes and practices related to childbirth, requires involvement of leaders and men in
decision making about seeking medical care during pregnancy and after childbirth. The engagement
assists in addressing social and cultural barriers that limit women's access to timely medical care.
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According to the Kenya Demographic Health
Survey (KDHS) (2014), it is estimated that 15%
of women aged 20-49 years had their first
sexual intercourse by age 15, 50% of them by
age 18 and 71% by age 20. For men, 22% of
those aged between 20-49 years had
intercourse by age 15, while 56% by the age of
18 and 76% by age 20. With regards to
marriage, women tend to marry early as 29%
of women aged 25-49 were married by age 18
and 48% by age 20. Further, KDHS (2014)
records that 18% of adolescent girls aged 1519 are already mothers or pregnant with their
first child. Teenage pregnancy and
motherhood are a major concern because
they are associated with high mortality and

morbidity of both mother and child. From the
survey, it was reported that the number of
women delivering in a health facility had
increased from 43% in 2008-2009, to 62% in
2014. However, 37% that delivered out of a
health facility, 19% were assisted by
traditional birth attendants, 13% assisted by
relatives or friends and 5% were not assisted.
Women and girls who have fistula are
ostracized by families and the community and
hence not able to speak out about their
condition and/ or seek help. As a result of
ostracization and victimization, the aﬀected
women and girls develop low self-esteem, are
unable to socially integrate with the
community and generally become
impoverished and vulnerable due to inability
to lead productive lives. The gender and
social economic inequalities and harmful
traditional practices compound the issue
hence creating a conspiracy of silence and
secrecy around fistula.

Ending obstetric fistula in a generation

Introduction
Obstetric fistula is a serious and tragic
childbirth injury that results from prolonged
or obstructed labour. The World Health
Organization has referred to fistula as the
single most dramatic aftermath of neglected
childbirth. It is estimated that more than 2
million women live with fistula worldwide. In
Kenya it is estimated that 3-4 women in every
1000 deliveries end up with fistula. This
translates to about 3000 new cases each year
with only 7.5% able to access medical care for
the condition (Wanyama, 2014). Obstetric
fistula is mainly caused by complications
resulting from obstructed labour, sexual
violence, early debut of sexual intercourse,
early marriage and childbirth, lack of access to
maternity care especially skilled care and
facilities, harmful traditional practices like
Female Genital Mutilation (FGM) and high
levels of poverty among the women. Most of
these causes are precipitated by unequal
gender-power relations and inequities,
gender-based violence and negative sociocultural stereotyping that make women
vulnerable.

In cognizance of the importance of addressing
the eﬀects of fistula, the Third Committee of
United Nations General Assembly passed a
resolution in 2013 that called for renewed
focus and urgent allocation of adequate
resources to end fistula. It designated 23rd
May, as the International Day to end fistula to
be observed annually beginning 2013. The
International Day provides a forum to create
awareness and to bring to the fore the
seriousness and far-reaching eﬀects of
obstetric fistula. This is important because in
many communities, leaders such as chiefs,
community elders, religious and opinion
leaders play an important role in transmitting
knowledge and policies and hence are best
placed to bring about change. With regard to
fistula, the change that is needed is to address
the harmful social and cultural practices that
shape gender relations and make women
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vulnerable. It is important to engage
communities to open up dialogue on sexuality
and reproductive health from a gender
perspective as a method of ending fistula.
This study is a review of literature on obstetric
fistula and its eﬀects on women and girls and
community engagement practices that have
brought about positive changes within the
community. The main aim is to develop
gender-responsive strategies to break the
conspiracy of silence on matters of sexuality
as a strategy for preventing fistula and
restoring women's dignity post-fistula.
The objective of this study was to describe the
eﬀects of fistula on women and girls, identify
engagement practices and make
recommendations on the best practices on
community engagement on matters of
sexuality so as to prevent fistula and restore a
woman's post-fistula dignity.
Methodology
Study design
This was a descriptive study. Information
concerning the current status of obstetric
fistula, its eﬀects on women and girls and
community engagement practices that are
being used to address obstetric fistula was
obtained from available literature.
Data collection
Data on obstetric fistula, its eﬀects on women
and girls and community engagement
practices was obtained from various
documents. The documents reviewed
included the Kenya Demographic Health
Survey (KDHS), Kenya Economic Survey, Kenya
Vision 2030, UNFPA electronic (computerbased and internet-transmitted) materials and
journal articles. Documents detailing
community engagement practices geared
towards supporting women with obstetric
fistula and those detailing critical analysis of
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socio-economic empowerment of women in
diﬀerent regions were also reviewed.
Social economic empowerment is a critical
response to women post-fistula as many find
themselves in deep poverty and can only
continue to survive if equipped with skills
necessary for economic independence. Search
engines used included Google books and
scholar sites and direct search using terms
such as obstetric ﬁstula and community
engagement. Criteria used for selecting
articles for review included year of
publication, relevance to the issue and
language (only articles in English were
reviewed).
Data analysis
Data was categorized into two themes: (a)
eﬀects of fistula on women and girls; and (b)
community engagement practices. Further,
the theme on eﬀects of ﬁstula on women and
girls was categorized into sub-themes such as
eﬀects on the woman herself, eﬀects on the
relationship with the husband and the larger
family and eﬀects on the community. For the
theme on community engagement practices
three projects were selected for in-depth
review.
Results
Eﬀects of ﬁstula on women
Obstetric fistula is a devastating condition
whose eﬀects are felt not only by the
individual, but also by the immediate family
and the community at large.
Eﬀects of ﬁstula on individual women
There is evidence that individual women and
girls who suﬀer from obstetric fistula or those
who have undergone fistula repair, experience
major problems especially emotional distress
and a feeling of worthlessness. Findings from
the Guinea Community project in Kissidougou

A study by Drew et al. (2016), conducted in
Lilongwe, Malawi, found several eﬀects on
individual women and girls. These include
psychosocial trauma, profound emotional
distress, stigmatization due to oﬀensive odour,
isolation and loss of social support, secondary
infertility, chronic skin irritation due to
incontinence, reduced opportunities for
marriage, divorce or separation, worsening
poverty, worsening malnutrition, as well as
suﬀering, illness and premature deaths.
Eﬀects on the family and community
In the event that a woman who develops
fistula is married, the eﬀects are further
complicated by high medical bills and low
economic productivity that increases the
chances of being divorced, separated and
abandoned. The relationship between her and
the husband and the larger family becomes
strained and results in violence intended to
make the woman leave the marriage. Further,
the larger family also puts pressure on the
husband to marry another woman. At the
community level, the women and girls are
stigmatized, labeled as worthless and isolated.
As a result, the community suﬀers loss of an
active member and has to support the woman
and/or children.
Community engagement practices
From the documents reviewed, it became
clear that ending obstetric fistula requires a
multi-pronged approach that involves medical
treatment and community-based approaches
that include opening up the discussions on
gender relations, sexuality and reproductive
health rights. This is necessary so as to

prevent, treat fistula and re-integrate the
women and girls back into the community.
The three projects described below focused
on creation of socially supportive and caring
environments for women with fistula.
Guinea project in Kissidougou (2011)
This project used three program services:
fistula prevention, surgical repair and
reintegration of fistula patients into their
communities. The project was run through
volunteer safe motherhood committees in
villages surrounding Kissidougou. Each
committee consisted of six to seven male and
female volunteers. Their responsibility was to
sensitize communities on maternal and child
health as a way of reducing morbidity and
mortality, address fistula prevention and refer
fistula patients for treatment. They
encouraged women to receive antenatal care,
deliver in health facilities and supported
reintegration of fistula patients into their
communities. Over and above medical
treatment, a socially supportive and caring
environment is critical as fistula repair
patients recuperate.
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revealed that many women had experienced
profound emotional distress and a dramatic
social decline from living with fistula
(Moustapha, 2011).

Family Care International (FCI) Project in Mali
(2014)
In Bamako and Mopti, FCI has focused on
increasing knowledge on sexual and
reproductive health for out of school youth.
The approach has recognized the critical role
played by inﬂuential adults in the community.
The results have shown that raising authority
figures' awareness of sexual and reproductive
health issues, and improving their ability to
communicate with the youth significantly
increased the impact of education programs
for out of school youth.
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Family Care International (FCI) Project in
Kenya (2011)
In Kenya, FCI has focused on bringing together
health facility staﬀ and community based
management committees at rural health
centers to sensitize them on maternal health,
to empower them to better represent
community needs when interacting. This
interaction has facilitated tackling the barriers
that limit women's access to maternal health
care and involvement of husbands in
supporting and taking their wives to deliver at
a health facility, and return for postpartum
checkups.
Conclusion
In addition to being a medical issue, obstetric
fistula is a gender, socio-cultural and economic
issue. Therefore, successful surgical treatment
is important and necessary but not sufficient
to address consequences and eﬀects of
obstetric fistula. To address gender issues, it is
critical to deal with the perceived societal
value of women, the deeply ingrained gender
stereotypes, sexual and gender-based violence
and the silence and secrecy surrounding
reproductive health.
On socio-cultural issues it is important to
engage the community gatekeepers as a way
of reviewing and assessing the impact of
cultural practices such as early marriages and
delivering at home under the care of
traditional birth attendants. Although in some
communities, delivering at home under
traditional birth attendants is the accepted
and highly encouraged normal way of delivery,
lack of facilities and skilled attendants is likely
to lead to complications resulting in prolonged
and obstructed labour.
Considering that women who suﬀer fistula
are, in most of the cases, already in lower
economic echelons of the society, deliberate
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strategies to address and mitigate the reduced
opportunities for income and productivity
must be put in place. Unless such strategies
are in place, achievements of sustainable
development goals will remain a mirage. Of
particular importance is instituting community
engagement practices that address gender
relations, socio-cultural issues that impact
negatively on women and girls and open up
conversations surrounding reproductive
health and rights to break the existing silence
and secrecy surrounding sex and sexuality as a
strategy for ending obstetric fistula.
Recommendation
Based on the documents reviewed the
following are the recommendations:
Eﬀective and active engagement with the
community in identifying the critical issues of
concern that relate to prevention, mitigation
of eﬀects and reintegration of women into
society post fistula.
Set up a structure, Community Health
Ambassadors (CHAs), that brings together
medical professionals, health workers and
community leaders
Sensitize the community leaders on gender,
gender related issues, socio-cultural issues
that impact negatively on women and girls
and sexual and reproductive health and rights
Sensitize and train the team on obstetric
fistula, its prevention and curative methods;
and Re-integration/restoration fistula victims
back to the community
Engage men to become agents of change in
promoting prevention and supporting their
wives and female relatives post-fistula. The
Community Health Ambassadors organize
forums to sensitize men on obstetric fistula, its
prevention and curative methods and their
roles.

Build in a participatory monitoring and
evaluation mechanism through which the
community assesses the impact of the
community engagement practices.

Lilongwe, Malawi: a
qualitative study.
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Abstract
Background: Obstetric Fistula is an abnormal opening between a woman's vagina and bladder and/or
rectum, through which her urine and/or feaces continually leak. Obstetric ﬁstula is one of the major
causes of maternal mortality, especially in developing countries: It occurs due to prolonged and
obstructed labour. Governments, development partners and local communities need to address the
matter. This paper identiﬁes the challenges of obstetric ﬁstula in Kenya. It also examines the strategies
for it prevention.
Methods: This was a cross-sectional descriptive study. The methods used were: in-depth interviews,
case studies and focus group discussions.
Results: The results indicated that socio-economic and political status of women inﬂuenced
occurrence of obstetric ﬁstula. Obstetric ﬁstula can be eradicated through women empowerment.
Dissemination of timely, relevant and correct information can be used to address the challenges of
prevention of ﬁstula. The study indicated that eradicating repugnant cultural practices like female
genital mutilation, child marriages, gender-based violence, and female discrimination/subordination
catalyzed the eradication of ﬁstula. The study also indicated that non-treatment of ﬁstula escalates
the problem.
Conclusion: Obstetric ﬁstula is a rampant health problem among poor women in Kenya. However, it is
a condition that can be eradicated through their empowerment. Other measures may include
eradication of repugnant cultural practices, proper training of health workers and improvement of
health facilities. Policy makers and development partners should initiate interventions to eradicate
obstetric ﬁstula in Kenya, particularly women living in absolute poverty. Researchers and students
need to intensify studies on obstetric ﬁstula so as to identify measures that can be used to address risk
factors associated with occurrence of obstetric ﬁstula.
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In sub-Saharan Africa and Asia, it is estimated
that more than 2 million young women live
with untreated obstetric fistula, with up to
100,000 new cases reported yearly. This is a
conservative figure as determination of the
true burden of suﬀering is not easy due to lack
of commitment in addressing and resolving
the issue. Furthermore, the aﬀected
women/girls tend to live with their fear and
stigmatization in silence and isolation,
unknown to the health-care system. Unless
they receive subsidized treatment and care,
these women may live with fistula until they
die, often at a very young age, from
complications of the challenge. Such women
do not get any support from family members.
They may culminate to depression and
suicide.
In all of the 42 communities in Kenya,
obstetric fistula is widespread particularly
among poor women and girls who reside in
rural areas and the informal settlements in
urban areas. Many stakeholders such as the
State, Private Sector, international donors and
local communities have joined hands in an

eﬀort to reduce/eradicate the problem.
However, obstetric fistula is far from being
eradicated. Therefore, a lot more eﬀort needs
to be put in order to adequately address this
societal challenge.
ResultsMethodology
This was a cross-sectional descriptive study.
In-depth interviews, case studies and focus
group discussions were used to collect data.
In-depth Interviews: Specialists in obstetric
fistula, i.e., medical surgeon, clinical officers
and nursing officer were interviewed [the
numbers indicated makes the study weak].
Two focus group discussions with graduate
students from Kenyan communities where
FGM is still being practiced were also held.
Data from previous studies on FGM and
obstetric fistula was also analyzed. Case
studies: These comprised of data from
communities such as the Somalis, Abagusii,
Ameru and the Maasai who still continue
practising FGM and early child marriages. It
was also indicated that the practice had a
close association with increased and
untreated cases of obstetric fistula. Focus
Group Discussions: These were held with a
group of eight members who were a mix of
fistula patients, social workers, and
researchers.
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Introduction
Obstetric fistula aﬀects millions of women and
young girls who live in resource-poor
countries. Worldwide, obstructed labour
occurs in an estimated 5% of the life births
and accounts for 8% of maternal deaths.
Adolescent girls are particularly susceptible to
obstructed labour because their pelvises are
not fully developed. According to the World
Health Organization estimates, vaginal fistula
is among the challenges that aﬀect over 300
million women yearly who suﬀer from short or
long term complications arising from
pregnancy or childbirth (reference). Other
complications are infertility, several anaemia,
and uterine prolapse.

Causes of Obstetric Fistula
i)
Physical causes
Very long or obstructed labour, which
can last for several days before a
woman receives obstetric care or dies.
The continued pressure of the baby's
head against the pelvis of the mother
can greatly reduce the ﬂow of blood to
the soft tissues surrounding the
bladder, vagina and rectum. If the
mother survives, the fetus dies and
decomposes, and slides out of the

123

vagina. The injured pelvis tissue rots
away, leaving a hole, or a fistula,
between the adjacent organs. Other
causes are sexual abuse and rape,
complications of unsafe abortions and
surgical trauma as a result of injury to
the bladder during caesarean section.
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ii)
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Lack of access to maternity care
This is due to lack of access to basic
health care during childbirth arising
from several reasons e.g. inability to
access adequately equipped healthcare facility for antenatal care and safe
childbirth, lack of skilled care during
labour and childbirth, and access to
materials like surgical gloves and
dressings for a clean childbirth. Other
causes of development of fistula are
the “three delays”:
First, delay in deciding to seek care by
community or sociocultural factors:
Second, delay in reaching a health-care
facility and third, delay in receiving
adequate health care at the facility

iii)

Lack of knowledge about or facilities
for ﬁstula treatment
Most women and/or their families,
especially those who lacked skilled care
during delivery, may not know that
there is treatment for fistula. This is
complicated by the distance to access
such services. Furthermore, most
hospitals are unable to successfully
treat fistula and the doctors lack such
training.

iv)

Underlying social causes
Most obstetric fistula occurs among
women living in poverty in traditional
cultures with patriarchal tendencies.
The woman's status and self-esteem

depend on her marriage and ability to
bear children. Such women are
impoverished, malnourished, lack basic
education and live in remote areas. The
traditional practice of early marriage
contributes to a risk of obstructed
labour and fistula. Young adolescents
women married conceive before their
pelvises are fully developed for child
bearing. These adolescent are mostly
malnourished and underweight, thus
complicating the risks of childbirth.
They are unaware of the need to delay
the first pregnancy and space
pregnancies to enable them to fully
recover before a subsequent pregnancy.
Deeply embedded cultural and social values
and systems of beliefs form barriers that
prevent them from adopting conventional
methods of family planning. The low status of
the newly married women plays a
fundamental part in fistula development.
They are denied access to medical care, and
do not have control over their bodies. Such
decisions are made by the significant other,
normally the husband. Such women are
stigmatized, rejected by the family, divorced,
live in seclusion and left to fend for
themselves. Harmful traditional practices like
female genital cut/mutilation also contribute
to the risk of obstetric fistula. Due to the
extensive and mutilating operation done
under unsanitary conditions, the victim is
exposed to infection and complications during
labour and childbirth. Obstetric fistula can be
caused by direct tearing caused by rape or
virginal trauma. During conﬂict, sexual
violence is common, often used to intimidate
and control victims.

To achieve this goal, men need to be
proactively involved in supporting their
women counterparts to address the problem
particularly through their willingness to
reform the patriarchal system that favors male
dominance against women and one which
seems to perpetuate women and girls
subordination to men in society. Men need to
desist at all times to marrying underage girls
whose bodies are not ready for the
reproductive responsibility of child birth
through normal channels.
Women and girls need to be empowered to
understand the requirements of their
reproductive gender roles and also to be
ready to give birth in a health facility under
the care of qualified medical doctors or and
other health personnel. Treatment of obstetric
fistula patients may contribute immensely to
reducing human suﬀering, stigmatization and
discrimination of the victims of the problem.
Eﬀorts need to be undertaken to educate the
community and sensitize them against
perpetuating discrimination and
stigmatization of obstetric fistula patients.
Also eﬀorts to treat and reintegrate the
patients in the mainstream development

process in the country need to be undertaken
by all development stakeholders in Kenya.
Beneﬁts of eradicating obstetric ﬁstula in
Kenya
First, eradicating the problem of obstetric
fistula contributes to the eradication of
human suﬀering, stigmatization and
discrimination against women and girls in
society. Secondly, this would enhance the
country's compliance to upholding of human
rights as contained in the UN Bill of Rights,
namely the Convention of the Rights of the
Child (CRC), and that of the Convention on the
Elimination of all Forms of Discrimination
against Women (CEDAW). Thirdly, it will
improve the participation of women in
development in all sectors of the economy. It
will also enhance synergy between women
and men in the overall development of the
country. Fourth, eradication of obstetric
fistula will improve the overall health and
specifically, the reproductive health of women
and girls as well as that of newborn babies in
the country.
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Discussion
Community empowerment is an important
strategy for the eradication of obstetric fistula
from the Kenyan society. This is mainly
because of retrogressive cultural practices
such early child marriages that greatly
contribute to the problem of fistula among
women. Thus if communities empower
women and girls through equipping them with
adequate education and opportunities to take
full charge of their lives, including their
reproductive health capacities, the problem
may be significantly reduced or even
eradicated.

Conclusion
Obstetric fistula continues to be a major
challenge aﬀecting poor women and girls in
Kenya. The problem is however being
addressed by many development partners
such as the State and its agencies, donors,
NGOs, and local communities as well as
philanthropists. Retrogressive cultural
practices such as early child marriages has
been identified as a major factor that
contributes immensely to the spread of the
problem in a majority of communities in
Kenya. When women and men partner in
eradicating the problem, it will be rapidly
reduced and/eradicated from the society.
Patriarchal structures that subordinate the
status of women and girls in the society
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contribute greatly to the perpetuation of the
problem in society. Empowering women and
girls financially and educationally as well as
expanding the range of opportunities they
have to earn an honest livelihood contributes
immensely to the reduction or eradication of
the problem in society.
Recommendations
The following recommendations arising from
this study
i. All stakeholders need to partner to
eradicate obstetric fistula. In this regard,
the major stakeholders have been
identified to be the State, donor
organizations, NGOs, philanthropists and
the local communities.
ii. The media needs to establish programmes
for sensitization of local communities
against the ills of fistula.
iii. The state needs to include the budgetary
allocation of funds for the eradication of
the challenge of obstetric fistula as part of
upholding the principles of gender equity
and equality in its affirmative action policy.
iv. There is need to establish fistula centres
from where women and girls would
readily access reproductive health
services.
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v. There is need to train more health
personnel who would immediately
respond to medical needs of the patients
suﬀering from obstetric fistula.
vi. In Kenya, safe motherhood programmes
need to be enhanced both rural areas as
well as informal settlements in urban
areas.
vii. There is need to continue monitoring the
gains and challenges in eﬀorts to reduce
and eradicate obstetric fistula from Kenya
viii. Fistula eradication campaigns should be
initiated in all sectors in Kenya. The health
sector needs to play a leading role in the
initiation of such campaigns
ix. Human rights activists should also
complement the eﬀorts of the State in
eradicating the challenge of fistula from
the society
x. More research needs should be
undertaken to fill the identified gaps in an
eﬀort to rid the society of the challenge of
fistula.
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Abstract
Introduction: The number of ﬁstula that could be prevented by the availability of family planning must
be considerably higher as it is estimated that up to 100,000 maternal deaths could be prevented each
year if women who do not wish to become pregnant used eﬀective contraception. According to
international women's health program and department for international development, Obstetric
ﬁstula can be prevented by spacing births and limiting total pregnancies. This can be achieved by use of
eﬀective contraceptive methods. Intrauterine device (IUD) is one of the eﬀective Contraceptive that is
underutilized. The main objective of this study was to determine the uptake of intrauterine device (IUD)
among women seeking family planning (FP) services at level four public hospitals in Nairobi County.
Methods: This was a descriptive cross-sectional study that used both quantitative and qualitative
approaches. Interviewer administered semi structured questionnaires, focus group discussions and
key informant interviews were used to collect data. Sample size was 380 women with 100% response
rate. Results: The results showed that, the uptake of IUD was 7.9% (95% conﬁdence interval (CI): 2.6%13.2%). The uptake increased with age with those above 30 years using the device more as compared
to those below 30 years. Drivers of IUD uptake included: Parity (adjusted odds ratio (aOR) =8.545 CI:
4.399%-16.599%, p<0.001), awareness of IUD provision in the facility (aOR=1.824, p=0.038) and a
favorable perception of IUD (aOR=5.816, p<0.001). The qualitative data form focused group discussion
included the common myths mentioned as; “IUD might travel to other body organs” and “it spreads
infection in the body”. Conclusion: In conclusion uptake is low in the two hospitals and more awareness
should be created on IUD availability. Uptake should be encouraged among young women and those of
lower parity. In reducing maternal deaths, FP provides a safety net for girls and women by delaying the
ﬁrst birth in young women, preventing unwanted pregnancy and eliminating unsafe abortion thus
prevent occurrence of obstetric complications such as obstetric ﬁstula and avert maternal deaths.
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Introduction
Obstetric fistula is a preventable maternal
condition whose eradication remains a major
challenge in developing countries, especially
in sub-Saharan Africa. Delaying age at first
sex/birth is recommended for elimination of
obstetric fistula which has remained highly
prevalent in sub-Saharan Africa(Maheu-giroux
et al., 2016). It's advisable for women to use
eﬀective family planning methods during
rehabilitation period to avoid or delay
pregnancy since those who get pregnant after
repair of obstetric fistula carry a high risk for
pregnancy complications (Delamou et al.,
2016). A study by Kasamba et al., (2013),
concluded that family planning services are
key to solving the problem of obstetric fistulas
while (Wall, 2012) indicated that
contraception is one of the ways of preventing
obstetric fistulas. The unmet need for FP in
the world has shown a slow decline over time.
MDGs report of 2012 indicated that, the rate
of progress in the developing regions had
even decelerated between 2000 and 2010,
indicating the potential for expansion of FP
programmes. Research findings confirmed
high "unmet need" for family planning in subSaharan Africa with 23.2% of women of
reproductive age having an unmet need for
modern contraception (World Health
Organization (WHO), 2013).
InterUterine Device is a long-term reversible
contraceptive method that is suitable for
women of all reproductive ages, and
represents the most cost eﬀective reversible
method for preventing unwanted pregnancies.
It is one of the most highly eﬀective,
convenient and widely used FP methods in
some parts of the world. The method requires
little eﬀort on the part of the user once
inserted and oﬀers ten to twelve years of
protection against pregnancy. It is suitable in

128

delaying and spacing birth irrespective of
parity. Discontinuation and failure rate among
the IUD users is minimal and therefore has a
significant eﬀect on contraceptive prevalence
rate (CPR) in a low resource setting such as
Kenya.
Uptake of IUD in developing countries has
been declining progressively over the last
decade. The IUD is used by 14 per cent of
women of reproductive age who are married
or in a union and was the second most widely
used contraceptive method in the world in the
year 2011. The IUD was most commonly used
in Asia (18 per cent) and its prevalence was
highest in china with over 40 per cent use.
However, the IUD represents only 0.7% of
modern method contraceptive use in subSaharan Africa, revealing the under-utilization
of this method of contraception in the region
despite it being such an important choice for
women elsewhere (UN, 2013).
Increasing IUD uptake is particularly important
in sub-Saharan Africa, where FP uptake is
often motivated by women's desire to limit
the number of births. Evidence from subSaharan Africa suggests there is a large
discrepancy between the proportion of
women who want to limit the number of
births and the proportion using long acting
and permanent methods (LAPMs) such as IUD
implying a large unmet need. Furthermore,
contraceptive provision in many Sub-Saharan
African countries has relied predominantly on
short-term methods, such as oral pills,
condoms and injectables (UN, 2012).
In Kenya while CPR has reached 58 percent,
only 1.1 percent of all women in Kenya are
currently using the IUD (Kenya National
Bureau of Statistics (KNBS), 2014).It's
therefore of great importance to understand
uptake of IUD as an eﬀective form of

Methodology
The study was carried out between March and
May 2014 in Mbagathi and Mama Lucy Kibaki
level IV Hospitals located in Dagoretti and
Embakasi sub counties respectively in Nairobi
County, Kenya. Purposive sampling was used
to select the study hospitals since they are the
only level four public facilities and oﬀers FP
services according MOH guidelines (MOH,
2010). Three hundred and eighty women were
sampled using Fisher's formula. Confidence
interval of 95%, Margin of error of 0.05 and a
conservative population proportion of 0.55
(CPR of 55% in Nairobi county) were used to
calculate sample size.
Systematic sampling was used to select the
respondents from the study hospitals' FP
clinics. A semi structured questionnaire was
administered to the participants to collect
quantitative data. Signed informed consent
was obtained from each participant prior to
being recruited in the study. Qualitative data
was collected through two focus group
discussions in each facility which consisted of
five to eight women seeking FP services who
were not subjected to interviewer
administered questionnaire.
Two key informant interviews were done by
the researcher targeting FP providers.
Members of FGD were selected with the help
of FP providers, and involved both users and
non-users of IUD who signed an informed
consent form to participate in the discussion.
Researcher facilitated the discussions while

one research assistant recorded the responses
as the other one verified the information
recorded. The research tools were pretested
in a neighboring level four facility that was
oﬀering the same services to a similar study
population. Informed Consent was sought
from each respondent on voluntary basis with
an assurance of confidentiality and approval
was obtained from Kenyatta University Ethics
and Research Committee.
Data Management and analysis
Data was entered in Microsoft Excel and
imported into SPSS Statistics Version 21.0 for
analysis. Both descriptive and inferential
statistics were conducted with threshold for
statistical significance being set at p<0.05.
Variables that were associated with IUD
uptake in bivariate analyses with p<0.05 were
included in a multivariate logistic regression
model to predict IUD update. Qualitative data
from each focus group discussion and key
informant interview was described,
summarized and interpreted.
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contraception among women seeking FP
services, so as to enhance its use and increase
the CPR at the same time contribute to the
health maintenance of women in reproductive
ages by avoiding unplanned pregnancy and
induced abortions which contributes to
development of obstetric fistula.

Results
Background characteristics of study
participants
A total of 380 respondents were recruited into
the study. The mean age was 27.3±4.8 years. A
majority (88.2%) of them were married while
11.8% were unmarried. Regarding the religion
of the respondents, protestants were the
majority (68.4%) followed by Catholics (30.3%)
and Muslims (1.3%). Most of the respondents
(75.6%) had a post primary level of education
while 23.4% had either primary school
education or no formal education.
Intrauterine Device Uptake
Among 380 women who were interviewed, 30
were using IUD as a contraceptive method,
thus an uptake of7.9% (95% CI: 2.6%-13.2%).
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(OR) = 2.145, 95% CI: 1.003-4.587, p=0.045)”.
Marital status, level of education, occupation
and hospital did not have any significant
association with IUD uptake as described in
Table 1

Socio demographic factors and uptake of IUD
Age was significantly associated with IUD
uptake. Respondents aged above 30 years
were twice as likely to use IUDs compared
with those aged under 30 years (uptake for
≥30 = 12.4%, uptake for <30 = 6.2%, odds ratio
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Table 1: Association between socio-demographic factors and IUD uptake
Variable

IUD uptake
No

Yes

OR

Age (years )
≥30
<30

92(87.6%)
258(93.8%)

13(12.4%)
17(6.2%)

Marital status
Married
Unmarried

308(91.9%)
42(93.3%)

Education
(Post) secondary
No formal/Primary

95% CI

p-value

Lower

Upper

2.145

1.003

4.587

0.045

27(8.1%)
3(6.7%)

1.227

0.357

4.222

0.745*

264(92.0%)
86(92.5%)

23(8.0%)
7(7.5%)

1.070

0.444

2.581

0.880

171(89.5%)

20(10.5%)

2.094

0.953

4.601

0.061

179(94.7%)

10(5.3%)

217(91.2%)
133(93.7%)

21(8.8%)
9(6.3%)

1.430

0.636

3.215

0.385

Occupation
Self-employed/Salaried
Unemployed/casual
labourer
Hospital
Mama Lucy
Mbagathi
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Fisher’s exact test (FET)
Reproductive health factors and uptake ofIUD
The number of children a woman had was
significantly associated with IUD uptake (p=0.016).
Respondents who had more thantwo children used
IUD (17.3%) as opposed tothose who had one or
two children (8.1%). Respondents who had never
discussed the choice of contraception with their
partners were equally likely to use IUD as those who
discussed contraception choice with their partners
(10.8% versus 7.2% respectively p=0.308). Having
previously used any FP method was not statistically
significant in uptake of IUD.

Knowle
dge,
awaren
ess,
percept
ion and
IUD
uptake
Kno
wled
ge
of
IUD
was
not
signi
fican
tly
asso
ciate
d
with
incr
ease
d
upta
ke
of
IUD
(p=0
.088
).
How
ever
,
awa
rene
ss
that
the
heal
th

facility oﬀers IUD as an FP method
significantly increased uptake of IUD
(p=0.040). Those who had a
favourable perception about IUD and
would recommend IUD to others were
more likely to use IUD thanthose who
would not (p<0.001) Table 2.

Table 2: Association between knowledge, awareness, perception and IUD uptake
Variable
Total
Using IUD
OR
95% CI
No

Yes

P-value

Lower

Upper

Knowledge of IUD
Yes
No
Total

258
47
305

230(89.1%)
45(95.7%)
275(90.2%)

28(10.9%)
2(4.3%)
30(9.8%)

2.739

0.971

19.602

*0.088

2.264

1.022

5.013

0.040

52.855

7.114

392.689

*<0.001

Yes

149

129(86.6%)

20(13.4%)

No
Tot al

156
305

146(93.6%)
275(90.2%)

10(6.4%)
30(9.8%)

Favourable perception
Yes
153

124(81.0%)

29(19.0%)

No
Total

226(99.6%)
350(90.3%)

1(0.4%)
30(7.9%)

227
380

*Fisher’s exact test (FET)
Multivariate analysis of factors predictive of
IUD uptake
To determine factors predictive of IUD uptake,
a logistic regression analysis model was done
and the results are presented in Table 4.
Having one or two children increased the
likelihood of using IUD significantly (adjusted
odds ratio (aOR)=8.545; 95%CI: 4.399-16.599,

p<0.001). Awareness that the facility oﬀers
IUD as a method of contraception had a
significant inﬂuence on the uptake of IUD
(aOR=1.824; 95%CI: 1.003-3.219, p=0.038).
Having a favourable perception about IUD was
associated with increased likelihood of IUD
uptake (aOR=5.816; 95%CI: 3.204-10.559,
p<0.001) as shown in Table 3.

Table 3: Logistic regression output: factors predictive of IUD uptake (n=373)
Variable
aOR
95% C.I.

No. of Children ((REF: >2)
Aware that facility oﬀers IUD (REF:
No)
Age (REF: ≥30 years)
Favourable perception (REF: No)

P value

Lower

Upper

8.545
1.824

4.399
1.033

16.599
3.219

<0.001
0.038

1.787
5.816

0.951
3.204

3.359
10.559

0.071
<0.001

Model chi -square= 255.67 , df=4, p=0.010; Nagelkerke R -square=0.66

Barriers to IUD uptake
The qualitative data from FGD described the
barriers to IUD uptake. Mainly the myths,
rumours and misconception were mentioned

and they included; “One can conceive with
IUD and give birth to a baby with IUD
embedded in the body”, 'it might travel to
other body organs”, “it causes
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Awareness that the facility oﬀers IUD
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infections/spreads infection in all over the
body”, “its dislodged during sex”, “it causes
pain and discomfort during intercourse”, “Can
cause infertility”, “its associated with cancer,
Bleeding, Weight gain and/or wasting”.
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Discussion
According to the results presented in this
study, the uptake of IUD among respondents
was found to be 7. 9% (95% CI: 2.6- 13.2). This
was fairly high in comparison to estimates of
Kenya Demography and Health Survey (2014)
that reported uptake of 4.5% in Nairobi
County. Other studies in Kenya have reported
a low uptake of IUD. For instance, surveys by
Alaii et al (2012) and Oketch et al (2011)
reported uptakes of1.6 % and 4% ,
respectively. The uptake of IUD in this study
was high compared to 0.7% reported in Sub
Saharan Africa (United Nations, 2013) but low
compared to 40% IUD uptake reported in
china (Amy et al, 2006).
Reason for the high uptake of IUD in China is
due to government policies that enhances the
preferential uptake of IUD as a long term
method of contraception. In Sub Saharan
Africa, uptake of IUD is reported to be low due
to limited availability of commodities and lack
of supportive policies (WHO, 2010).Therefore,
contrary to other studies in Kenya, the uptake
of IUD in this study was fairly high.
Age of women in this study was found to be a
significant driver of IUD uptake. The odds of
using IUD were 2 fold among women aged 30
years and above. Similar findings were
reported by Amy et al. (2006). Parity was also
found to be a significant driver of IUD uptake
in this study. Those women who had more
than two children were more likely to use IUD
than those with less than two children. This is
similar to study done in Bangladesh and China
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(Amy et al., 2006). This may be due to the fact
that such women may have improved
knowledge about contraceptives as a result of
either visiting the health facility during
previous pregnancy (ies) or having used the
method and therefore choose the IUD. In
addition, many women may have shorter birth
spacing earlier in their child bearing and
therefore choose short term methods more
than long term methods but choose the latter
later. This may also be due the fact that these
women may have attained the desired
number of children and therefore find a
longlasting method such as IUD ideal for FP.
Knowledge of IUD in this study was high
(84.6%) probably due to the fact that the
study was carried in an urban set up where
knowledge is usually widespread. A study
carried out by Moreau et al., 2007 in France
didn't find knowledge to be significant in use
of IUD though the study was carried out
among young women who were not likely to
have had knowledge and experience on most
of FP services.
Awareness that the health facility oﬀers IUD
as an FP method was found to significantly
increase the uptake. Discussing FP choice with
partner in this study was not found to be
significant in the uptake of IUD. Though 80%
of women reported that they usually discuss
their FP choice with their partner this didn't
inﬂuence the uptake of IUD. A study in
Vietnam found that 90% of women made
decision regarding FP choice with their
partners but this did not aﬀect the uptake of
the device (Nguyen et al., 2011). Another
study done by Melissa et al. (2012) reported
limited partner inﬂuence regarding IUD
decision though this was reported by young
women, who were not married and therefore
opted to take decision alone. In the current

It's worthwhile to note that83% of those who
were currently using IUD were satisfied and
would recommend the same to others. In a
study by Syed et al. (2013), 85.3% reported
being satisfied or very satisfied with the IUD
and would recommend the method to their
friends and relatives. This is important
because the rate of satisfaction is usually
related to continued use of the method. In
this study those who used the method would
recommend the same to others, for there was
a significant association between the uptake
and recommendation to others even after
adjustment of eﬀect of other variables. Myths,
rumours and misconceptions including
perceived side eﬀect, fears and concerns
largely persist and though not statistically
significant they were cited by key informants
to limit the IUD uptake.
This study identified various factors that have
significant association with uptake of IUD and
results could form the basis for any changes in
policies concerned with IUD, however the
findings may not be generalized to private and
rural health facilities.
Conclusions and recommendations
1.
The level of uptake of IUD among
women seeking FP services at two level
four government Hospitals was 7.9% CI:
2.6%-13.2%. Continued eﬀorts to increase
IUD uptake among all women of
reproductive age should be encouraged.
2.
Parity, age, awareness of IUD
availability and a favourable perception
about the device had significant
associations with IUD uptake. More
emphasis on IUD use should be made

among younger women and those of
lower parity who are at high risk of getting
obstetric complications such as obstetric
fistula. More awareness on IUD
availability should be created in the study
area.
3.
Myths, rumours and misconception
largely persist in the region.
Key points
1.
IUD as a long term and reversible
method is fairly used among women of
reproductive age seeking FP services in
level four public hospitals in Nairobi
county
2.
Younger women and those of lower
parity underutilized the IUD though they
expressed the desire to delay birth for
longer period.
3.
Women who were aware of hospital
oﬀering IUD used it more that those who
were not.
4.
Women who had a favourable
perception on IUD said they would
recommend the method to others. Such
women should be encouraged to promote
use of the device in the region therefore
increasing the uptake.

Ending obstetric fistula in a generation

study, among those who used the IUD none
was inﬂuenced by the partner, further
explaining the insignificant relationship.
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Abstract
Literature review reveals that women in treatment for obstetric ﬁstula commonly present with various
psychological symptoms including depression, shame, diminished self-esteem, post-traumatic stress,
somatic complaints, avoidant and resignation coping and, resentment. This is as a result of the familial
as well as social dynamics inherent in the course of recovery. These dynamics include, among others,
abandonment, discrimination, social ostracism and marginalization. Family Systems approaches
postulate that change in one part of the system, leads to change in the whole system. Obstetric ﬁstula
thus leads to unhealthy functioning in the family system in diﬀerent forms including disrupted marital
relationship and limited social support. The knowledge gap that the study sought to investigate related
to speciﬁc family focused systemic interventions either applied during intervention or proposed as part
of the continuum of care in the treatment of Obstetric ﬁstula. The study employed a systematic review
of studies conducted on treatment and care of Obstetric Fistula patients. This review revealed a gap in
systemic family focused interventions, by public health practitioners and other relevant stakeholders,
geared towards restoring healthy family functioning, despite evidence that resuming social roles as
wives and mothers was found to be a predominantly positive rehabilitation experience. This paper
proposes a partnership between psychologists and public health practitioners in implementing family
systems focused interventions aimed at restoring healthy family functioning and thus improving the
quality of continuum of care among Obstetric Fistula patients.
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2015). Further, impairment of social
relationships is a major cause of suﬀering
(Muleta et al, 2010). These findings indicate
that the family system, is impacted
significantly when women suﬀer obstetric
fistula because the woman's ability to fulfill
her roles as a partner, wife, mother and
productive member of her community are
severely compromised.
According to the (WHO, 2006) millions of
young girls and women in resource poor
countries, and have obstetric fistula, are living
in shame and isolation, often abandoned by
their husbands and excluded by their families
and communities. Many of these women
usually live in abject poverty, shunned and
blamed by society, and unable to earn money,
fall deeper into poverty and further despair. It
is no wonder that they often manifest the
psychological symptoms explained above.

Review of literature shows that in majority of
cases, the urinary and fecal incontinence
associated with the condition results in a
range of psychological and social eﬀects that
have debilitating consequences on the
functioning of women. These include low selfesteem, feelings of rejection, stress, anxiety,
mental health dysfunctions such as
depression, suicidal thoughts, and loss of
dignity. Stigma and isolation are commonly
reported by women in treatment for obstetric
fistula (Mwini-Nyaledzigbor et al, 2013) as are
depression, sadness and giving up hope
(Yeakey et al, 2009) and (Zeleke et al., 2013).

The need to address the psychological and
social consequences of obstetric fistula is
widely acknowledged. Researchers, as well as
policymaking institutions have proposed and
in many cases implemented interventions to
remedy these challenges. The (World Health
Organization , 2006) published the Guiding
Principles for Clinical Management and
Programme Development for Obstetric Fistula.
Among the principles are; social reintegration
and rehabilitation of women who have had an
obstetric fistula repair.

A major reason for the psychological
consequences outlined, thus far, relates to the
fact that the condition is perceived as an
assault on the woman's ability to fulfill social
expectations (Yeakey, et al, 2009). In addition,
women's mental health status is particularly
inﬂuenced by their ability to re-engage in
community and family life (Donnelly et al.,

With specific reference to psychological
interventions, the guiding principles suggest
that women with fistula should be advised (by
a social worker or trained nurse) about how to
enter into a dialogue with family members
about what they have experienced and how a
successful fistula repair enables a woman to
return to a full family and community life. In
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Introduction
Obstetric Fistula is one of the most serious
childbirth injuries. It is a severe maternal
mobility and a stark example of inequity.
Although it has been virtually eliminated in
many countries, it continues to aﬄict many
poor women and girls worldwide who do not
have access to health services (Secretary
General, 2016 ).The eﬀects of obstetric fistula
impact women across diﬀerent domains.
These include: physical, economic,
psychological and social. Among the physical
complications associated with obstetric fistula
are urinary, fecal or combined incontinence
and physical morbidity. In addition, women
may also experience neurological disorder,
orthopedic injury, bladder infections, painful
sores, kidney failure or infertility (United
Nations, 2016).
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terms of family reintegration, the principles
acknowledge that providing assistance for
reconciliation and reintegration is important
to ensure that women are able to return to
their communities successfully. They further
suggest that if possible, a nurse or social
worker may escort the woman home and help
explain to the family and community the
causes of fistula (stressing that it is not the
woman's fault or due to a curse) and how to
prevent fistula in the future.
While researchers and other stakeholders
have consistently noted the devastating
psychological eﬀects suﬀered by obstetric
fistula patients, as well as the impact on their
marriages and other relationships, there is
little scientific evidence as to the extent to
which psychotherapeutic interventions are
applied towards repairing unhealthy relational
dynamics in the family systems of women that
have had surgical repair. Therefore,
establishing what knowledge exists about the
use of systemic psychotherapeutic
interventions in fistula care is necessary if the
continuum of care is to be improved.
Methodology
Systematic literature review was done to
determine the evidence on psychotherapeutic
interventions applied to the family system.
Literature search on EBSCO, SAGE, Taylor &
Francis, AJOL, Wiley Inter-science and BioMed
Central databases was done. The review
consisted of articles, published in English on
the psychosocial implications of obstetric
fistula. Articles published within 10 years
(2007-2017) were reviewed. Policy documents
and agency reports of organizations such as
World Health Organization and United Nations
Population Fund were reviewed for content
related to systemic psychotherapeutic
interventions in fistula care.
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The inclusion criteria for articles constituted
the following: primary research studies
conducted in sub-Saharan Africa that reported
data on one or more of the following
psychosocial factors: relational challenges,
psychological symptoms, and counseling
interventions. Exclusion criteria included
studies that reported on the factors only as
part of the demographic statistics as well as
meta-studies.
Results
Various studies were analyzed for findings
related to relationship challenges,
psychological symptoms and counseling
interventions. The results are as follows:
Donnelly, et al., 2015 sought to identify
priority post-repair interventions that could
maximize their quality of life. They found that
women's mental health was inﬂuenced by
their ability to re-engage in their community
and family life. They also found that before
obtaining surgical repair, 13 women had
become divorced or separated due to their
husband's dislike of their fistula. Some
women, however, continued to receive
support from their husbands.
The study authors made the following
recommendations: more robust counseling
about fistula and its preventions should be
integrated into the post-operative care
regime, a follow-up system to identify women
needing further treatment and to address
ongoing primary care, sexual and reproductive
health and mental health needs and,
increased engagement of women aﬀected by
fistula and their family members and
communities.
Drew et al., 2016, assessed long-term
outcomes among women who underwent
obstetric fistula repair. Their findings showed

Johnson, et al., (2010), evaluated the first
formal counseling program for obstetric fistula
patients in Eritrea. They found a statistically
significant increase in women's self-esteem
scores and a decrease in beliefs of
unworthiness. In addition, the study
participants expressed concern that they
would be returning to their home areas with
new information about their conditions that
their family members were not aware of. The
study authors recommended a component of
the counseling that also targets the family
members of patients.

Maulet et al (2013) sought to understand care
pathways and induced mobility patterns of
obstetric fistula patients in French-Speaking
West African fistula repair centers. They found
that divorce took place immediately after
incontinence diagnosis and also when the care
process took longer than expected.
Maulet et al, (2015), studied how fistula
patients' perceptions impacted care uptake
and coping. The study findings revealed that

social relationships were a major cause of
suﬀering for patients. The patients reported
that lack of social support and stigma were
perceived as aggravating factors and that
moral torment deeply and enduringly aﬀected
them. The study authors reported that among
other factors, provision of psychological
support was notably absent from the care
stories of patients. They recommended that
psychological counseling throughout the care
process should be considered as an essential
component of obstetric fistula management.
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that the greatest concerns of the women prior
to surgery were: death during surgery, having
an irreparable fistula and, marital discord.
They also found that most women became a
second wife after their fistula developed. In
addition, most women reported that despite
undergoing repair, their relationship
challenges persisted. The women also
continued to struggle in unsupportive
relationships after repair. In addition, many
women reported to having become avoidant
while 55% of the sample stated that their
family relationships had improved after the
fistula surgery. Among the recommendations
made by the study authors was the need to
focus more on addressing relationship
counseling.

Mwini-Nyaledzigbor et al (2013) explored and
described the experiences of women living
with obstetric fistula in Ghana. They found
that participants were victims of derogatory
remarks and that their children were
sometimes insulted. The participants also
reported to being abused, ostracized and
abandoned by husbands, rivals, siblings,
relatives and friends. In addition, majority of
the participants ceased enjoying sex while
most indicated that the relationship with their
spouse had ended. Most of the participants
also reported to no longer being involved, by
others, in family matters. The study authors
recommended that public awareness must be
created about the causes, prevention and
treatment of obstetric fistula in order to
reduce the associated stigma.

Wilson et al (2015), conducted a study in
Tanzania to quantify the psychological
symptoms and social support in obstetric
fistula patients, compared with a population
of women without obstetric fistula. They
found that outpatients with obstetric fistula
had significantly higher depression and PTSD
symptoms compared to gynecology patients.
Fistula patients also reported higher somatic
symptoms, more resignation coping and lower
social support. The researcher recommended
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that: obstetric fistula clinicians should address
psychosocial problems through targeted
mental health interventions and that training
of nurses or lay workers in psychological
interventions could successfully integrate
mental health care into the treatment of
obstetric fistula patients.
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Yeakey et al (2009), studied the lived
experience of obstetric fistula in Malawi. They
found that the condition causes worry and
fear and that constant sadness and giving up
were recurrent themes in the lives of patients.
Findings also showed that divorce and/or
abandonment by women's husbands was
common, with the divorce decision usually
made on the part of the husband. A
proportion of the sample, however, had
positive relational experiences with 27%
reporting social, emotional and financial
support from their husbands.
Zeleke et al, (2013), examined the experiences
of 51 Ethiopian women after fistula repair
surgery to identify priority post-repair
interventions that could maximize their
quality of life. They found that women's
mental health was inﬂuenced by their ability
to re-engage in community and family life.
They also found that before repair, 13 women
had become divorced or separated due to
their husband's dislike of their fistula. As with
the findings from Malawi, some women
continued to receive support from their
husbands.
The authors made the following
recommendations: integrating more robust
counseling about fistula and its preventions
during the post-operative care regime, a
follow-up system to identify women needing
further treatment and to address ongoing
primary care, sexual and reproductive health
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and mental health needs and, increased
engagement of women aﬀected by fistula and
their family members and communities.
Summary of ﬁndings section not required in
publications.
Evidence from literature review shows that
sustaining an obstetric fistula has a severe
impact on the relational dynamics in the
family systems of recovering women. Marital
discordance was found to be a defining
characteristic in the lives of many women that
had undergone surgical repair. A majority of
respondents in the studies experienced less
social support, both from family and the
community, after their obstetric fistula with
some experiencing reduced to no involvement
in family life.
The mental health eﬀects of disrupted
relational dynamics include feelings of shame,
hopelessness, depression, post-traumatic
stress, decreased self-esteem, suicidal
ideation and psycho-somatic symptoms. In
terms of interventions, the following were
recommended: counseling for fistula patients,
targeted mental health interventions for
patients and, public awareness on causes,
prevention and treatment of obstetric fistula.
Other recommendations included relationship
counseling, counseling for patient's family
members and increased engagement of
patient's family members.
Despite the realization of the impact of fistula
on the social functioning of the women and
the recommendations for diﬀerent forms of
counseling, the studies did not make specific
systemic recommendations to address the
unhealthy family dynamics that were found to
exist in the families of fistula patients. This
was perhaps due to the fact that the studies
did not seek to specifically gather data on

Implications for collaborative practice
It is evident from literature that the eﬀects of
obstetric fistula are experienced not just by
the primary victim, but also by other members
of the family system. Unfortunately, spouses,
parents, children and other family members
must deal with the physical, emotional and
behavioral changes that the patient
experiences, as a result of the injury. Family
members must also deal with their own
emotional and behavioral changes as a result
of the victim's reaction to the injury.
The manner in which the eﬀects of obstetric
fistula are experienced is systemic. This is as a
result of the interactional pattern between the
victim of obstetric fistula and those that she
interacts with on a daily basis. This
interactional nature is explained by Family
Systems Theory which was developed by
Murray Bowen (1975). According to this
theory, family is an emotional unit and the
nature of a family is that its members are
connected emotionally. The connectedness
and reactivity of individuals in a family make
its functioning interdependent. Because of
this a change in one person's functioning is
predictably followed by reciprocal changes in
the functioning of others (Kerr, 2003).
It is therefore not surprising that the eﬀects of
obstetric fistula are experienced not just by
the woman who has sustained injury, but also
by members of the family system. It is also
due to this fact that this paper makes
recommendations on how psychologists,
specifically systemic therapists can work
collaboratively with public health practitioners
to improve the quality of care for fistula
survivors. The recommendations are
presented below.

Firstly, it is important to expand the focus of
obstetric fistula treatment from individual to
systemic. In other words, public health
practitioners should consider partnering with
systemic therapists in prioritizing the family as
the unit of care, as opposed to focusing on the
primary patient. This expanded focus is
informed by a systems perspective as well as
findings from literature on families living with
chronic illness.
Arestedt et al, (2005), found that in families
where there is a core belief that illness is a
threat to life, there is uncertainty on how to
meet and handle illness expressions. In
addition, families strive to live as normal as
possible and avoid thinking and talking about
the illness. As a result of this when illness
expressions appear, they are experienced as
frightening and feelings of fear and frustration
arise. When families do not talk about illness,
it seems to be difficult for them to meet and
understand situations related to illness and
when family members 'needs to talk about the
illness diﬀer, there could be imbalance that
decreases well-being.
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relational dynamics, and patterns in the
families of fistula patients.

This imbalance is seen in the unhealthy
reactions and behavior patterns that include
stigmatization of patients, separation and
divorce, withdrawal and isolation by both
patients and family members, depression and
suicidal ideation, hopelessness and shame,
among others.
Secondly, stemming from the expanded
systemic focus, this paper recommends
broadening pre and post repair assessment to
include family functioning. This means shifting
from overwhelmingly focusing on physical and
emotional symptoms, to considering how
fistula injury has inﬂuenced interactional
sequences mentioned above. In addition,
members of the treatment team should
gather data on how roles in the family have
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been inﬂuenced since the occurrence of
injury. Pre and post repair assessment should
also take into consideration strengths of the
patient's family system. These considerations
are important in informing the prioritization of
systemic interventions that would be applied
among the families of fistula patients.
Department of Population and Reproductive Health
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Kenyatta University

The unhealthy family dynamics that are
commonly experienced by patients and their
families relate directly to unhealthy
interactional patterns, shifting of roles in the
family and in many cases a lack of realization
of family strengths that can be used to help
families cope with the condition in the
healthiest way possible.
Thirdly, the treatment milieu should include
psychotherapy for both the patient and their
families (where possible). Among the areas
that counseling should include are; awareness
of emotions related to expectations of healing
and, attitudes, perceptions and beliefs
concerning functioning of both the individual
and the family system. These focus areas
would be important in helping both patients
and their family members to internalize and
understanding what prompts their emotional,
psychological and behavioral reactions as a
result of fistula injury. This awareness would
create conditions that allow patients and
family members to adopt healthy coping styles
in dealing with the after eﬀects of the injury.
In addition, treatment should include follow
up and ongoing psychosocial care after
discharge. The quality of care may be greatly
improved by connecting the patient and
family to other resources that could become
essential elements of the support system.
These resources may include support groups
and religious communities.
Finally, obstetric fistula commonly occurs in
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areas where there is a deficit of health care
professionals including midwives, nurses and
physicians. In recognition of the fact that
there is typically a dearth of psychologists and
counselors in the regions where obstetric
fistula is most prevalent, the authors
recommend the use of task-shifting model to
provide systemic psychological intervention
and thus improve the quality of post repair
care. Task-shifting involves shifting specific
tasks, traditionally the domain of physicians,
to nurses who deliver care with autonomous
or delegated responsibility (Martinez-Gonzalez
et al, 2015).
Task-shifting, as envisaged in this case, would
mean shifting psychotherapeutic tasks from
psychologists to nurses, midwives and
community workers who would conduct pre
and post repair systemic assessment and
conduct psychotherapy with patients and their
families.
Conclusion
Obstetric fistula is serious childbirth injury
that has a profound impact on the functioning
of both the patient and her family system.
The manner in which families respond to the
condition has serious implications on the
functioning of the patient. The eﬀects of
fistula on the family system have been
empirically established and recommendations
made for intervention. This literature review
further expands the understanding of the
eﬀects of obstetric fistula on the family system
by adopting a systemic focus and making
recommendations for partnership among
psychologists and public health practitioners
to improve the quality of care for fistula
patients.
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Abstract
Background: The maternal mortality burden of the world mainly lies in sub Saharan Africa. The
situation is not better in Kenya with a maternal mortality ratio of 362 per 100 000 thousand live births.
It is estimated that for every one maternal death there more than twenty others that suﬀer
complications. Obstetric ﬁstula is one of the neglected perinatal complications. The main cause is
obstructed labour. About three million women live with ﬁstula and the annual incidence in developing
countries is 50 000. Estimates indicate that about 3000 women suﬀer from this condition in Kenya. It is
more prevalent among the poor, illiterate and areas with low access to health care, precisely
caesarean section births and timely deliveries. Mobile health (mhealth) is use of mobile phones,
wireless technology and portable devices in public health and medical interventions. The main aim of
this paper is expound the existing evidence and potential for mhealth in management of ﬁstula.
Existing evidence on mhealth and its potential in ﬁstula management: A rapid expansion of mobile
networks, growth of mobile phone users and a decline in mobile phone cost has led to increased
innovation in mhealth innovation. Mhealth (via short message service) has been to increase
compliance of malaria treatment guidelines by health workers in Kenya. Studies have also shown it to
increase adherence to anti-retroviral therapy by patients in Kenya. Furthermore in Sierra Leone,
mhealth through free toll numbers enabled ﬁstula clients to access health services with outcomes of
increased ﬁstula repair. In Tanzania, a mobile service (MPESA) was used by ﬁstula health care workers
to pay for transport costs for patients. This drastically increased the number of ﬁstula patients being
treated and the advocacy. In Kenya, freedom from Fistula foundation used free toll numbers to identify
ﬁstula patients and Mpesa to pay the transport costs for the patients to treatment facilities.
Conclusion: Mhealth has the potential to improve both demand and supply of ﬁstula management
among the patients and survivors of ﬁstula. Innovative strategies should be developed and utilized
to make life better for the ﬁstula patients.

145

Department of Population and Reproductive Health
School of Public Health
Kenyatta University

Introduction
The Sustainable Development Goals targets a
global maternal mortality ratio not greater
than 70 maternal deaths per 100 000 live
births by 2030. In Kenya, the maternal
mortality ratio is high at 362 maternal deaths
per 100,000 live births. Maternal health
problems pose a major challenge in many
nations. According to the World Health
Organization (WHO), 99 percent of all
maternal deaths take place in the developing
countries (Darrel, 2015). Maternal mortality in
Kenya is high at 362 per 100,000 live births
(KNBS, 2015)
The health status of mothers and children is
an important indicator of the overall economic
health and well-being of a country. Maternal
health is inextricably linked with the survival
of newborns. For every woman who dies,
another 30 suﬀer long-lasting injuries and
illnesses such as obstetric fistula (KNBS, 2015).
Globally, it is estimated that 10.7 million died
in the 25 years between 1990 and 2015 due to
maternal causes. Over the course of time,
however, the world has made steady progress
in reducing maternal mortality. The global
maternal mortality ratio has fallen by 44%,
from the 1990 level of 385 to the 2015 level of
216. The reduction in sub Saharan Africa was
by 45% (WHO, 2015).
The current maternal mortality ratio in Kenya
is 362 deaths per 100 000 live births. The
strategies being used in Kenya to improve
maternal health and avert deaths include preconceptual care and family planning, focused
antenatal care, essential obstetric care,
targeted post-partum care, and lastly postabortion care (Ministry of health, 2014).
Mobile health
Mobile health (mhealth) is defined as medical
and public health practice supported by
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mobile devices, such as mobile phones (WHO,
2011).The rapid growth of mobile technology,
falling market prices of products and
increasing coverage have the potential to
change health care delivery if harnessed
(Johanna et al., 2014). A convergence of
factors is behind rapid growth of mhealth.
They include rapid growth of mobile phone
users, expansion of mobile networks with
decline in mobile phone costs and increased
innovation in mobile technology (Lemaire,
2011). Mobile telephone technology is
currently widely used in the world to enhance
health care delivery. The most common
activity is (Johanna, 2014) creation of call
centres which respond to patient inquiries.
The other is SMS which advise and alert
clients on appointments, when to take
medications and assessing treatment
compliance (Lemaire, 2011).
Utilization of mobile health
In Kenya, Text to Change, launched a program
in family planning provision and advice that
uses mobile telephone technology to provide
and advice on family Planning services. The
service was widely accepted by clients as it
reduced the distance of interaction between
service providers and clients (FHI, 2010).
Kenya Medical Research Institute (KEMRI)
found that mobile phone use in malaria
surveillance improved data collection, client
compliance to treatment and reduced
complications. It was also found that mobile
telephone use increased communication
between clients, health workers in respect of
malaria treatment adherence and also disease
surveillance (Zurovac, 2012).
SMS utilization in health
In Rwanda, one year after the launch of Rapid
SMS, ANC visits increased by 25percent, home
deliveries decreased by 54 percent, while

In Kenya, a randomized trial found that a
simple intervention, in which health workers
received text messages on malaria casemanagement, produced a 25 percent increase
in the number of children with fever correctly
treated for malaria (Zurovac, 2011). The
WelTel randomized trial (in Kenya) found that
HIV patients who received SMS support in
combination with active client follow-up by an
actual person were 24 percent more likely to
be adherent to antiretroviral therapy (ART)
and 19 percent more likely to have suppressed
viral loads compared with the control
individuals (Lester et al.,2010).
Methodology
This was simple review of relevant policy
documents and research articles. The papers
were reviewed if they met the criteria of
inclusion which was mobile health and
obstetric fistula.
Utilization of toll- free hotlines by women
and girls to access obstetric ﬁstula care
This was a project that was done in Sierra
Leone. This was after the end of the civil war

that left the country especially women
impoverished. The maternal mortality is very
high with one in twenty women dying of
maternal and child birth complications. Fistula
is also associated with economic challenges
because of the disease and social isolation.
The mhealth intervention involved a special
free toll line to create awareness and
treatment options of patients with fistula. The
hotline which was run from 2011 was
managed by Aberdeen Women's Centre in
Freetown.

Ending obstetric fistula in a generation

deliveries at health facilities increased by 26
percent (Gayle et al., 2014). In Zanzibar,
pregnant women in the Wired Mothers
intervention group received text messages
and an airtime credit voucher to communicate
with their healthcare providers. Forty-four
percent of pregnant women in the
intervention group received four or more
antenatal care visits versus 31 percent in the
control group. Sixty percent of women in the
intervention group delivered with skilled
delivery attendance versus 47 percent in the
control group. The intervention produced a
significant increase in skilled delivery
attendance amongst urban women, but did
not reach rural women (Lund, et al., 2014).

Media was used to publicise the existence of
this intervention. The project was launched by
the first lady that gave boost to campaign to
end fistula. The women with fistula would call
trained nurses for advice. The nurses
organised transport to health facilities of
women needing treatment. Some of the
outputs of this project were increased
numbers of women seeking fistula treatment
and reduction of fistula related stigma in the
society (UNFPA, 2013).
Harnessing the power of mobile phone
technology to reach and assist women and
girls with ﬁstula in impoverished and remote
areas
This was a project in Tanzania where mobile
money was used to increase uptake of fistula
services. A group called fistula ambassadors
was used to identify the fistula patients. On
identification, they would send a message to
the fistula management team in collaboration
with Comprehensive Community Based
Rehabilitation in Tanzania hospital, Dares
Salaam. The care centre would send the fare
through M-pesa for the patient to be taken to
the hospital for free fistula repair. On arrival
the ambassador was also given a small
incentive through M-pesa. This led to
increased numbers of referred patients,
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ambassadors and treated patients (UNFPA,
2013).
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Freedom from ﬁstula foundation (FFF) in
Kenya
This group used M-pesa to pay fare for
selected patients. This increased the service
demand and access to health care. A free toll
station was available to call at a budget of USD
110 per month. Money was also sent to
women for any follow-up visits they need to
make to the hospital after repair. Between
January and October 2010, the hotline
received nearly 600 calls (UNFPA, 2013).

for obstetric fistula, and 3) facilitate financing
for fistula care.
Potential areas for research and action should
be undertaken in the following areas 1)
increase supply of services and resources, 2)
sustaining mhealth interventions and 3)
reintegration of victims
Conclusion
Mhealth has the potential to improve both
demand and supply of fistula management
among the patients and survivors of fistula.
expound

Lessons learnt
Mobile health can 1) increase demand for
obstetric fistula services, 2) enhance advocacy
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Introduction
Every minute, a woman dies in pregnancy or
childbirth, and for every woman who dies, 2030 others will survive but with morbidity, one
of which is obstetric fistula. WHO estimates
that more than 300 million women currently
suﬀer from short- or long-term complications
of pregnancy or childbirth, 20 million new
cases every year and each year more than half
a million women die from complications of
pregnancy and childbirth, for example,
infertility, severe anaemia, uterine prolapse
and vaginal fistula as some of the
complications. Worldwide, obstructed labour
occurs in 5% of live births and 8% of maternal
deaths. Approximately 2-3.5 million women
currently live with untreated Obstetric fistula
with 50 000 - 100 000 new cases annually.
In Kenya 3000 new cases are reported daily.
Hot spots include Migori in Nyanza.
Adolescent who have begun child bearing in
Kenya is 18% and SCD at 62% all these
contribute to obstetric fistula. Two million
young girls living in poverty suﬀer obstetric
fistula and most of them never seek help. The
social impact of obstetric fistula include
divorce, social isolation, worsening poverty,
malnutrition, sexual dysfunction, mental
illness including anxiety and depression,
physical disability, insomnia, general ill health,
thoughts of worthlessness and suicide. In
addition VVF is linked to high maternal
mortality rate and high infant death rate.
Fistula surgeons in the conference noted that
since 2005 all had not been well in
identification and management of fistula in
Kenya. Not everybody had been reached in
Kenya despite creating awareness. Clients
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should be given holistic approach in
management
History of Obstetric ﬁstula
According to the KOGS president there are no
disparities in MMR in developing countries.
Women with obstetric fistula are the most
needy and unhappy people in the world.
Fistula problem dates back from 2050 BC. The
first VVF was diagnosed in 1845. Successful
treatment of a slave girl took place in 1849. In
May 1855 first fistula hospital was constructed
in UK. Obstetric fistula was eradicated in UK in
1895. In 1925 the hospital in UK was closed.
Emerging Issues in the prevention and
management of obstetric ﬁstula
Obstetric Fistula: Risk factors
Conference participants identified several
risks. Key risk factors include early or closely
spaced pregnancies and lack of access to
emergency obstetric care. Other risk factors
included social, political, and economic causes
that indirectly lead to the development of
obstetric fistula concern issues of poverty,
malnutrition, lack of education, early marriage
and childbirth, the role and status of women
in developing countries, harmful traditional
practices, sexual violence, and lack of good
quality or accessible maternal and health care.
Poverty was considered as the number one
indirect cause of obstetric fistulae around the
world. It was noted that impoverished
countries produce higher maternal mortality
rates and thus higher obstetric fistula rates.
Furthermore, impoverished communities not
only have low incomes, but also lack adequate
infrastructure, trained and educated

Poverty contributes to high rates of fistula
cases because in such situations there is a
high incidence of malnutrition. Lack of money
and access to proper nutrition as well as
vulnerability to diseases that exist in
impoverished areas because of limited basic
health care and disease prevention methods,
cause inhabitants of these regions to
experience stunted growth. Stunted women
usually have on average lighter babies and
more difficulties during birth when compared
with full-grown women. This stunted growth
causes expectant mothers to have skeletons
unequipped for proper birth, such as an
underdeveloped pelvis. This weak and
underdeveloped bone structure increases the
chances that the baby will get stuck in the
pelvis during birth, cutting oﬀ circulation and
leading to tissue necrosis.
High levels of poverty also lead to low levels of
education among impoverished women. This
lack of information in combination with
obstacles preventing rural women to easily
travel to and from hospitals lead many to
arrive at the birthing process without prenatal
care. This can cause a development of
unplanned complications that may arise
during home births, in which traditional
techniques are used. These techniques often
fail in the event of unplanned emergencies,
leading women to go to hospital for care too
late, desperately ill, and therefore vulnerable
to the risks of anesthesia and surgery that
must be used on them. In addition, it was
noted that education is associated with lower
desired family size, greater use of
contraceptives, and increased use of
professional medical services. Educated
families are also more likely to be able to

aﬀord health care, especially maternal
healthcare.
It was also noted that many girls enter into
arranged marriages soon after menarche
(usually between the ages of 9 and 15). Social
factors and economic factors contribute to
this practice of early marriages. Socially, some
grooms want to ensure their brides are virgins
when they get married, so an earlier marriage
is desirable. Economically, the bride price
received and having one less person to feed in
the family helps alleviate the financial burdens
of the bride's family. Early marriages lead to
early childbirth, which increases the risk of
obstructed labor, since young mothers who
are poor and malnourished may have
underdeveloped pelvises.
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professionals, and resources. Obstetric fistula
continues to aﬀect the poorest of the poor:
women and girls living in some of the most
resource-starved remote regions.

Even women who do make it to the hospital
may not get proper treatment. Countries that
suﬀer from poverty, civil and political unrest
or conﬂict, and other dangerous public health
issues such as malaria, HIV/AIDs and
Tuberculosis often suﬀer from a severe burden
and breakdown within the healthcare system.
This breakdown puts many people at risk,
specifically women. Many hospitals within
these conditions suﬀer from shortages of staﬀ,
supplies, and other forms of medical
technology that would be necessary to
perform reconstructive obstetric fistula repair.
There is a shortage of doctors in rural Africa,
and studies find that the doctors and nurses
who do exist in rural Africa often do not show
up for work. Poverty hinders women from
being able to access normal and emergency
obstetric care because of long distances and
expensive procedures. For some women, the
closest maternal care facility can be more than
50 km away. Emergency caesarean sections,
which can help avoid fistulae caused by
prolonged vaginal deliveries, are very
expensive.
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It was also noted that, women who are
aﬀected by obstetric fistula do not have
control over their resources. Rather, their
husbands and other family members have
control in determining the healthcare that the
women receive. Sometimes a woman's family
may refuse medical examinations for the
patient by male doctors, but female doctors
may be unavailable, thus barring women from
prenatal care. Furthermore, many societies
believe that women are supposed to suﬀer in
childbirth, thus are less inclined to support
maternal health eﬀorts.
Campaign to end ﬁstula
Conference participants noted that in 2003UNFPA and partners launched global
campaign to end fistula. In 2012, UNFPA
announced that it will observe International
Day of Ending Obstetric fistula on May 23rd
each year starting 2013. According to UNAIDs
report, Kenya 's MMR is at 510/100,000, 8,000
mothers die annually. Globally the countries
should have 1.2% decreasing rate in MMR
resulting into 70/100,000 deaths. According
SDGs, no country should be more than
140MMR by 2030. Kenya is at 2.3 % reducing
rate and need to triple its eﬀorts in order to
achieve the SDGs.
Some of the challenges in Kenya campaign to
end fistula include: shortage of staﬀ trained
on management and care of obstetric fistula
patients, lack of guidelines on education and
practice of obstetric fistula treatment,
inadequately equipped health facilities and
infrastructure, lack of respectful maternity
care and broader socio-economic and political
challenges.
Moreover, there was low male participation in
the fistula campaign largely due to the cultural
belief that reproductive issues are largely a
female issue. Stigma was observed to largely
aﬀect fistula survivor reintegration. Early child
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bearing was also noted to be a significant
challenge against eﬀorts aimed at stopping
fistula occurrence.
The conference was necessitated by the fact
that obstetric fistula has been on the increase
due to limited access to comprehensive
emergency obstetric and newborn care
facilities. This is in addition to lack of access to
quality maternity care and also the role of
social cultural factors which include early
marriages.
The main objective of the conference was to
exchange and document information on how
to end obstetric fistula in contemporary
society, to provide a forum for networks for
people involved in fistula prevention and
management and to facilitate future policy
action programs. Papers were presented in
four thematic areas first, risk factors and
complications associated with obstetric fistula,
quality of care and management of obstetric
fistula cases. Second, partnership synergy in
prevention and management of obstetric
fistula. Third, community empowerment in
prevention of fistula and Fourth, access to
information and advocacy.
Key Interventions to end Obstetric ﬁstula
Some of the interventions that have been
implemented to end obstetric fistula include
service provision through outreaches,
organising special medical camps and regular
outreach visits. Other interventions include
knowledge development-skills transfer on
prevention e.g. quality improvement, for
example, after fistula service there is usually a
two weeks follow up to assess outcome of
operation, development of learning materials
and operational research that links FGM and
fistula. Some organizations have focused on
advocacy activities, external partnerships and
fundraising to support fistula programmes.

According to UNFPA ending obstetric fistula is
the first priority and key step in achieving
SDGs. Together with partners, UNFPA has
made progress towards eliminating obstetric
fistula through prevention, and re-integration.
It has managed to gain public awareness and
political support. In addition, UNFPA is
involved in sharing of best practices, providing
comprehensive support for treatment of
obstetric fistula and underlying causes e.g.
improving reproductive health and rights,
ASRH, early marriage, childbearing, equity and
access to RH services especially EMONC
services. UNFPA's eﬀorts also include
improving coordination and management
mechanisms at global, regional and country
level, increasing integration of fistula
prevention, and treatment of Fistula into
UNFPA country program and into national
Reproductive health programme – (includes
training of surgeons and other health care
workers at a scale, provision of equipment like
obstetric kits, funding of services in some
counties e.g. performing surgery in a camp).
Other eﬀorts include supporting national level
plan of action to end obstetric fistula, training
health workers at a scale and innovation of eLearning module with support from JHPIEGO
and WHO.
Achievements of the Fistula interventions
Some of the achievements towards mitigating
obstetric fistula in Kenya include political
commitment, partner support, financial
support, fistula prevention initiatives. Such
initiatives include scaling up of EmONC
training – in-service and pre-service,
development of fistula management

guidelines and mitigating demand barriers
through the use of community strategy.
The government has also assisted
development of human resource for fistula
treatment. Currently there are 11 trained and
practicing fistula surgeons in Kenya. This is in
addition to FIGO accredited training centre
and fistula nurse training.
Ms AMREF-Africa who is an advocate in
prevention of Obstetric Fistula reported that
they have supported 20,000 fistula cases in
East and West Africa and are planning to raise
5 million this year for treatment of obstetric
fistula.
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The AMREF Fistula Project is particularly
committed to solutions that are not only
medical, but also social and policy driven in
nature. AMREF oﬀers medical, surgical, social,
policy advocacy, community work and
alternative rites of passage.

The conference participants reported that
specialist support provided outreaches have
been given to more than 12 hospitals in 4
countries. Other achievements that were
reported include establishment of globally
recognised expertise in VVF surgery and also
collaborative approaches have been used to
plan the obstetric fistula projects and ensure
that the needs of partners are met. Eﬀorts
have also been made to improve the capacity
of health systems to deliver quality health by
for instance supporting the beyond zero
campaign.
Fistula treatment sites
The other achievement in the management of
fistula problem is in form of establishment of
a number of fistula treatment sites. These
include those that oﬀer routine fistula services
such as KNH, Gynocare, St Mary's, Jamaa, Kisii,
Kisumu, Cherangany.
There are also regular fistula
outreaches/camps that are held in diﬀerent
parts of the country. Some of the county
hospitals where the camps have been held on
a regular basis include Kisii, CPGH, Kilifi,
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Marsabit, Garissa, Moyale, Bomu and Kakuma.
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With regard to the fistula data capture, the
first inclusion of fistula module was done in
the KDHS 2014. Other sources where fistula
data has been captured include Kenya Health
Facility Assessment/Service availability and
Readiness Assessment Mapping (KHFA 2017)
which has been done since June, 2017 and
also the DHIS2 (MOH 711, 705) which has been
done since May 2016.
Challenges
Implementation of ending of fistula
interventions has been faced by a number of
challenges that are both internal and external.
Internal challenges include lack of integration
of obstetric fistula prevention projects into
RMNCH/Nutrition programmes. The other
challenge is in the form of insufficient medium
to long-term funding for project
implementation and development.
External challenges that were reported
included remoteness of areas targeted. This
implied that the coverage was not adequate.
There was also the problem of high levels of
poverty and cultural practices posing
challenges in re-integration of fistula patients.
Severe shortages of qualified and motivated
health workers due to high staﬀ turnover. This
means that some medical camps lack required
health workers.
There is also the problem of limited
infrastructure of partnering health facilities,
lack of theatres, equipment etc. Policy related
challenges were also reported. These included
political classification of facilities to higher
levels which pose infrastructural challenges.
Also noted was the fact that fistula surgery is
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not lucrative so many doctors shun training in
it.
Lessons Learned
Several lessons were learned from the fistula
projects that have been implemented. These
included comprehensive approach is needed,
including prevention, treatment and social
reintegration, in the safe motherhood context
- emphasis on prevention. This will help safe
on resources that are used to implement
various programs.
Needs assessments is an important first phase
for both planning and advocacy by use of
CHVs to identify mothers, ensure availability
of all resources prior to sensitization of
patients. This will help plan the interventions
relevantly.
All systems need to work in order to avoid
mistrust. Treatment services should be
available before public awareness activities
are undertaken.
Support services should include psychosocial,
social and economic components. Migori
County is a good example.
Diverse, multi-sectoral partnerships at all
levels ensure a comprehensive and
coordinated response. This will help reach out
to areas where services have not been
provided.
Best practices
The best practices and models of training
should include the following strategies,
strengthen referral systems so as to minimize
delay for women who may develop
complications. Regional training should be
encouraged. This will increase coverage of
staﬀ that are trained. Basic guidelines for
training in care of O.F survivors should be
developed. This is as per the WHO (2006)

Some of the proposed models include training
especially designating a Centre of ExcellenceRegional/central training. Training should be
continuous so as to have a sustained qualified
human resource. There should also be regular
interactions trainee/trainer until competence
is achieved. Other best practices
recommended by the conference participants
was establishment of a network of
Programme managers-e.g with Addis AbabaRegional Fistula repair training school.
Recommendations
Various recommendations were made on how
to improve prevention and management of
obstetric fistula. These included integration of
obstetric fistula with maternal and child
health programmes. There is also need to
improve institutional preparedness to reduce
delay in oﬀering services to fistula patients
thus reducing the backlog.
Pre-service training on integration of fistula
training should be strengthened given that
most of the staﬀ in the hospitals have not
been trained on fistula management.
Current policies should iincrease access to
delivery services at lower level eg-level 2.
Most of the lower level hospital do not
provide essential services like EMOC.
Based on the findings it was clear that the use
of obstetric fistula champions as role models
can enhance re-integration and case
identification of fistula survivors. However, the
strong belief that fistula was a curse was
noted to hinder people from pursuing

treatment even after hearing the health talks.
A clear gap in systematic family focused
interventions highlighted the need for
treatment that not only included surgical
repair but an eﬀort to rebuild the
relationships as well. For example, screening
and follow up should consist of an initial and
post repair assessment of the functioning of
the family unit through counselling.
Additionally, there is a need to provide links
with community resources that provide
support for the family unit.
Identify and develop fistula centres of
excellence so as to enable comprehensive
models of care. Currently such centres are
non-existent.
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recommendations. Data collection at national
level should also be done. This can include
evaluation of quality of care and finally there
is need to integrate Obstetric fistula training
into RMNCH trainings.

Undertaking hospital needs assessments of all
participating health facilities is key. This will
help identify some of the supplies that are
missing and make arrangements to replenish
them.
Focusing on improving capacity in priority
areas such as emergency obstetrics,
anaesthesia and blood transfusion services
should be done.
Existing data management system should be
revised to better monitor the trends in fistula
prevention and management activities. In
addition, operational and implementation
research should be conducted to determine
the eﬀectiveness of VVF models of care.

Future Landscape
County governments should move away from
activity focus to health system strengthening.
For interventions, the focus should shift from
surgery alone to broader considerations
including leadership and management
diagnostics, NCDs, NTDs, etc. This can be done
through community engagement.
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Management of the fistula interventions
should move form headquarters and devolve
the program to counties.
Encouraging ownership of project by counties
by moving away from donor funding to mixed
funding including MOH contribution.
Department of Population and Reproductive Health
School of Public Health
Kenyatta University

Move from adhoc surgeries to establishment
of centres of excellence developed for
specialized surgeries eg VVF.
Move from adhoc training to planned and
accredited training.
Move from data inputs on individual activities
to data impact at hospital level with
measurable results (Community Health
Volunteers- trained to use phones to address
health issues-leading to automated data
collection).
Move from delivery with volunteer network
but to deliver solutions through partnership
including private partnership.
Strengthen capacity to shift from camps to
permanent facility based services for
sustainability.

Call for Action
The reproductive health conference discussed
these challenges under the following areas:
service provision, advocacy, information
systems, Fistula prevention and treatment
centre of excellence, Capacity building,
Community engagement and Social support,
policy.
Service provision
Screening and treatment of fistula should be
integrated into the primary health care
programs. Fistula treatment should not be
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done through holding of fistula repair camps
only. As the fistula camps are held, the
government should support these activities by
avoiding payment of the providers on regular
salary at the facilities where the camps are
held.
Advocacy
There is need for an assessment to establish
gaps that advocacy interventions should focus.
Communities should be sensitised to change
their attitude and reintegrate the fistula
survivors into the community.
Information systems
Health information systems for fistula
prevention and management need to be
improved. The tool that has been developed
by division of family health for data collection
should be standardised so as to capture data
from all partners working on prevention and
management of fistula.
Fistula prevention and treatment Centre of
Excellence
This should be developed to enable partners
learn best practices that can be used for
fistula prevention and management.
Capacity building
There is need for a holistic approach to train
more workers at all levels of care. Obstetric
fistula prevention and management strategies
should be integrated into both Public health
and MBCHB programmes.
Community Engagement and social support
The community should be fully engaged in
fistula prevention and management. This
should take the form of champions and
spouses (male) involvement in planning and
implementing of fistula prevention and
management programs. School health
programmes should highlight fistula

Policy
There should be inter-sectoral collaboration in
management of fistula prevention programs.
This will assist to avoid duplication of activities
by diﬀerent partners and achieve better
results. In addition fistula prevention activities
should be constantly monitored and
evaluated.

Also key is the funding for fistula care. This
should be enhanced by both the
governmental and non-governmental
organizations.
The government should support training and
capacity building on fistula besides giving a
hand when the partners are implementing
various programs toward eradication of
obstetric fistula.
Report compiled by Prof Margaret Keraka
Chairperson, Conference Organizing
Committee
Reproductive Health Conference
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messages. Sensitization should be done to the
community regarding the myths surrounding
occurrence of fistula.
Since most of the fistulas happen among the
poor, there is need to come up with pragmatic
strategies for poverty eradication among the
aﬀected communities.
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Conference Program
Day 1: 22 May, 2017
PROGRAMME
nd

TIME
8.00-9.00 am

ACTIVITY
Registration

9.00 – 9.30 am

Opening remarks
Convenor: Prof Margaret Keraka :
Former Dean School of Public Health: Professor Ephantus Kabiru

Department of Population and Reproductive Health
School of Public Health
Kenyatta University

Key Note address: Ms. AMREF Kenya
Topic:
Session Chair: Mr. Gitonga
Rapporteur: Ms. Beatrice Ogutu
9.30 – 9.50 am

Key note Address
Reproductive and Maternal Health Service Unit: Dr. C. Kaliti
Topic:Overview of Fistula problem in Kenya
Session Chair: Dr Titus Kahiga
Rapporteur: Mr. Isaac Owaka

9.50 – 10.10
am

Session Chairman: Dr Tecla Ngotie
Rapporteur: Ms. Monica Wambugu
Key Note Address: Dr. Benjamin Odongo Elly – Towards Eradication of
Obstetric Fistula- Historical Perspectives.

10.10-10.30

Discussions

10.30 – 11.00
am

Health Break

11.00 – 1.00
pm

Session 1
Track 1. Best practices and Models of
Training health workers in fistula
management
Session Chair: Dr. Lindsey Pollaczek
Rapporteur: Ms. Redempta Mutisya
Seth midenyo obura
Title:
EMONC
training
and
Mentorship: Helping Health Care
workers prevent Fistula in Ogwedhi
Health Centre, Migori County

Plenary Sessions

Harun kimani, Carey Farquhar, Peter
Wanzala, Zipporah Ng’ang’a
Title: Determinants of Delivery by
Skilled Birth Attendants (SBAs) among
Women Attending Antenatal Clinic in
Mbooni Sub-county, Makueni Kenya
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Session 2
Track 2: Community Engagement
Session Chair: Dr. Amos Oyoko
Rapporteur: Ms. Rosebella Iseme

John K. Ndeto, Prof. Margaret Keraka,
Dr. Justus Osero, Ng’ang’a Murimi,
Title: Barriers to and Facilitators of
Individual birth plan utilization
among women aged 18-49 years in
Kisau division, Makueni County,
Kenya
Mr. Eliphas Gitonga, Prof. Margaret
Keraka
Title: Birth Preparedness amongRural
Women and its role in Prevention of
Obstetric Fistula

Grace Githemo
Title: Eﬀect of patients’ participation
on the quality of nursing care at
Kiambu hospital. An integration of
Orem’s theory to nursing Fistula
survivors

1.00 – 2.00 pm

2.00 – 4.30 pm

Dorcas Muthengi
Title: Achieving Integrated Approach:
Moving
From
Repair
to
Comprehensive Reintegration of
Fistula Survivors
Lunch Break
Session 3
Track 1. Best practices and Models of
Training health workers in fistula
management

Pamela A. Okumu, Martha N. Ngoya,
Beatrice A. Oloo, Judith Achola
Title: Increasing Obstetric Fistula case
Identification and Management Using
Fistula Survivors
Muchiri Karega, Josephine W.
Ngaragari
Title: Partnership in ImprovingQuality
of Obstetric Fistula Care: A Family
Systems Perspective

Session 4
Track 2: Community Engagement

Bongs Lainjo
Title:
Reproductive
Health
Commodity Security Systems in the
Management of Obstetric Fistula

Prof Wilfred K. Subbo and Ms. Anne
Ogoti
Title: Community Empowerment in
the Prevention of Obstetric Fistula

Violet Maritim, Prof. Margaret
Keraka and Dr. Jackim Nyamari
Title:
Associated
Factors
and
management of Pueperal Sepsis
among reproductive Age Women in
Nandi County, Kenya

Menganyi C. and Kondo C.O
Title: Community engagement in
prevention of Obstetric Fistula in
Mabera division, Kuria West Subcounty, Migori

Mr. Eliphas Gitonga, Dr. Jackim
Nyamari, Dr. Peterson Warutere, and
Dr. Anthony Wanyoro
Title:
Potential
of
m-health
Interventions in the management of
Fistula
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Dr. Shershah Syed
Title: Counseling Fistula Patients

Abdullahi Jimale Adow
Title: Community Engagement in
Ending Obstetric Fistula
Udho. S and Olwit. C
Title:
Chronic
Sorrow:
Lived
Experience of Women with Obstetric
Fistula

Pushpa Sirichand
Title: Fistula and Politics
Jacklyne C. cheruiyot
Title: Interrogating Sports as an
Advocacy tool for sexual and
Reproductive Health and Rights
(SRHR)
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Day 2: 23rd May, 2017
PROGRAMME

Department of Population and Reproductive Health
School of Public Health
Kenyatta University

TIME
9.00-10.00 am
10.00 – 12.30

1.00-2pm
2.00 – 3.00 pm
2.00 – 2.30 pm

2.30 – 3.00

3.00-4.30pm
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ACTIVITY
Assembly and IDEOF Walk
Official Opening Ceremony
Registrar Corporate Aﬀairs
National Anthem and brief entertainment
Opening Remarks by Prof Ephantus Kabiru
Remarks by Gift Mulunga, Deputy country representative UNFPAand OIC
Remarks by Pro Margaret Keraka, Chairperson, Conference Orgaizing
committee
Remarks by Ms Joyce Mutama, Fistula Champions
Remarks by Prof John Okumu, DVC (ACAD)- Kenyatta University
Remarks by Prof. Paul K. Wainaina, Vice-Chancellor, Kenyatta University
Remarks by Mr Julius Korir, P.S. Ministry of Health
Remarks by the Her Excellency Margaret Kenyatta, First Lady of the Republic
of Kenya
Photo Session and Health Break
MC Mildred Nawiria
Lunch Break
Departure to Gatundu Level 4 hospital
Plenary Sessions
Key Note Address: Ms.Edna Adan
Topic:
Community
Session Chairman: Dr. Anthony Wanyoro
Rapporteur:
Ms.Tecla

Engagement
Ngotie

Session Chairman: Dr. Anthony Wanyoro
Rapporteur: Ms. Clarice Okumu
Key Note Address: Dr. Josephine Kibaru Mbae
Topic: Best Practices and Models of Training Health Workers in
Fistula Management
Break away sessions
Session 5
Session 6
Track 3: Tracking Fistula survivors
Track 4: Policy and Legal Framework
Research and advocacy
Session Chairman: Dr. Dan Okoro
Session Chairman: Dr. Priscilla Kabue
Rapporteur: Mr. Samuel Munyoki
Rapporteur: Ms. Louisa Muteti
Dr. Anthony Wanjala, Henry Mwangi
& Dr. Hillary Mabeya.

Louisa Muteti
Title: Reducing Maternal/Newborn

Title: Pattern of Ureteric Pathology
Presenting to a Fistula Centre in
Western Kenya
Prof. Dr.Pushpa Sirichand
Title: The frequency medico social
morbidity in patients with urinary
fistulas.

Morbidity and Mortality in Makueni
County Referral Hospital
Josphine Wangu Mwai.
Title:
Challenges
of
physical
infrastructure in the promotion of
Hospital deliveries

Dr. Shershah Syed
Title: Management of Genital Tract
Fistula in City Slums and rural
Pakistan
Aziz Abdullah, Sher Shah Syed,
Nuzhat Farooqui’, Sajjad Siddqui
Title:
Factors
determining
recurrence after vesico vaginal
fistula repair.
JainabaSey-Sawo, HaddyTunkaraBah
Title:Trend and Indications of
Caesarian Section in an Urban
Tertiary Health Facility, The Gambia

Rosemary Mideva Kivai
Labor Outcome of Women who
present in late phase of labor at
Pumwani Maternity hospital in
Nairobi, Kenya
Aweko D. Jenipher, Iha E. Lucy, Opar
Christine Auma, Judy Mugo
Title: The correlation between access
to Emergency Obstetrics care and
prevalence of obstetric fistula among
women in East Africa, a Systematic
review
Ending obstetric fistula in a generation

Prof. Margaret Keraka, Isaac Owaka
and Monicca Wambugu
Title: Client’s Rights, Information,
Education,
and
Community
Involvement in Fistula prevention

Lindsey Pollaczek
Title: Action of Fistula
Dr. Gaudencia Okumbe
Title: Ending Obstetric fistula : Review
of Progress in Kenya
Ms.Lucy Muriithi
Title: Youth and fistula

Margaret Wathobio
Title: Outcomes of Obstetric Fistula
Surgeries Performed by Freedom
from Fistula Foundation in 2016
Mr. Eliphas Gitonga and Dr. Judy
Mugo
Title: Three delays model in
occurrence,
management
and
prevention of obstetric fistula
Pamela Okumu, Martha Ngoya,
Beatrice Oloo, Judith A chola
Title: Obstetric Fistula Survivors
support group on a mission.

4.30 – 5.00 pm
6.00
pm
–
onwards

Dr. Felix Musili.
Title: Challenges and factors to
increase access to services in the
reduction of the prevalence of
obstetric fistula
Health Break
Social Function
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Day 3: 24th May, 2017
PROGRAMME
TIME
8.00-9.00 am

ACTIVITY
Key Note Address: Dr. Muna Abdullah - UNFPA East and Southern Africa
Regional office.
Topic: Ending Obstetric fistula in a generation, United Nations Population
Fund
Session Chair: Ms. Grace Githemo
Rapporteur: Ms. Joyce Onyango

9.00 am – 10.00
am

Key Note Address:Dr. ElizabethWala
Topic:
Session Chair: Dr. Anthony Wanyoro
Rapporteur: Ms. Annie Gatuto

10.00 – 10.30
am

Key Note Address: Ms. Lindsey Pollaczek, FF
Topic: Research and Advocacy in the Prevention of Obstetric Fistula
Session Chair: Dr. Dan Okoro
Rapporteur: Ms. Rosebella Kipkalom
Health Break

10.30 – 11.00
am
11.00 – 1.00 pm

Parallel Plenary Sessions
Session 7
Track 1:Best Practices
Session Chair:Dr. Peterson Warutere
Rapporteur: Ms. Rosebella Iseme

Session 8
Track 3:Research and Advocacy
Session Chair: Dr. Judy Mugo
Rapporteur: Ms. Joyce Onyango

Habiba Corodhia Mohamed, Dr. John
Oteya
Title: Social vaccine of recovering
Fistula survivors in selected Counties
in Kenya

Dr. P.N. Warutere
Title: Vesico vaginal
Machakos County

Dr. Florence Nyamu, Dr. Leah
Wanjama, Ms. Rose Irungu and Mr.
Fred Kariuki
Title: Breaking the conspiracy of
silence and secrecy surrounding
sexuality to restore women’s dignity
post-fistula
Bancy Wanjohi
Title: Fistula in relationship
gender based Violence

to

Lucy Muriithi
Title: The youth and Fistula
Achu Lordfred
Title: Innovative three pronged
approach to obstetric fistula
management in DRC
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Fistula

in

Anthony Wanjohi
Title: Fistula prevention strategies:
measures
taken
by
County
Government in Kenya
Florence Mbuthia, Dr. G. Okumbe, Dr.
J.
Monda,
N.
Murima
Title: Intrauterine Device Uptake
among women seeking family
planning services at Mbagathi and
Mama Lucy Kibaki Hospitals, Nairobi
County,
Kenya
Dr. Judy Mugo and Mr. Eliphas
Gitonga
Title: Vitamin D supplementation for
Women during Pregnancy in Nairobi
County in Kenya; A progress Review
Dr. Kabue P., Prof. Keraka M., Dr.
Simbauni J.
Title: Utilization of hospital delivery
among post-natal mothers in Urban
and Rural hospitals in Kenya

Nesidai, B. A. K., Njoroge, N. J and
Keraka,M.N. Correlates of Occurrence
of Obstetric Fistula among Women in
Thika Level 5 Hospital, in Kenya.
Eunice Kimani
Title:Factors
that
Increase
Vulnerability of Adolescent Girls in
Secondary Schools to Sexual Violence
in Limuru Sub-county Kenya

2.30 – 3.30 pm

4.00 – 4.30 pm

Lunch Break
Key Note Address: Ms. Habiba Corodhia Mohamed – Women and
Development Against Distress in Africa
Topic: Community Engagement on Obstetric Fistula interventions.
Session Chair:Prof. Margaret Keraka
Rapporteur: Ms. Annie Gatuto
Official Closing Ceremony
Session Chairman: Prof. Ephantus Kabiru
Reading of the Communique
Brief remarks by the Registrar RIO – Prof. Onywera
Remarks by DVC (Academic) Kenyatta University – Prof. John Okumu
Closing Speech by the Ag. Vice Chancellor, Kenyatta University – Prof. Paul K.
Wainaina
Vote of Thanks
Health Break and participants leave at pleasure
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1.00 – 2.00 pm
2.00 – 2.30 pm

Fistula Camp Program

19th of May, to 2nd June, 2017

Screening and Repair, Nursing and Follow up of
Obstetric Fistula Patients
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