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Abstract
Background:The physical, emotional and social suffering associated with continuous leakage of urine has a profound impact on women quality of
life. The aim of this study was to assess quality of life and associated factors among obstetric �stula patients in Ethiopia, and it will have a
signi�cant role for further intervention.

Objective: To assess quality of life and associated factors among obstetric �stula patients in Ethiopia, 2017.

Methods: An institutionalcross-sectional study was conducted at �stula center in Ethiopia. Systematic sampling technique was used to recruit a total
of 289 women with obstetric �stula. The World Health Organization Quality of Life – Brief (WHOQOL-BREF) Version was used to assess quality of
life.We computed simple and multiple linear regression analysis to assess factors associated with quality of life at P-value <0.05 was declared
statistically signi�cant.Result: Of 289 women studied, only 12.1% felt satis�ed with their general state of health and quality of life. In the physical
health domain, the mean quality of life score was 40.78±.78. In the psychological domain, the mean quality of life score was 39.96±.82. In the social
and environmental domain, the mean quality of life score was 32.9±.95, 36.45±.8 respectively. Duration of incontinence (unstandardized β=-3.8,95%
CI(-6.95,-.62), patients coming for surgical procedure (β=-4.4, 95% CI(-7.64,-1.2), poor social support(β= -6.14, 95%CI (-8.8,-3.4), Co-morbid anxiety(β=
-4, 95% CI (-7,-1.1) and depression(β=-9.2, 95% CI (-12,-6.4) were negatively associated with physical domain of quality of life. Co-morbid anxiety (β=
-11,95% CI (-14.8,-7.3), employment(β= 9.1,95%CI(.5, 17.6), number of children(β= 2.1,95%CI(.8, 3.4), and depression(β= -6.3,95%CI(-9.7,-2.9) were
associated with a psychological domain. Duration of incontinence (β=-8.1, 95%CI(-12.82,-3.4), poor social support (β= -7.8(-12,-3.6), patients coming
for surgical procedure (β= -12, 95%CI (-17.4,-6.4) and co-morbid anxiety (β= -9.2, 95% CI (-13.8, 4.5) were negatively associated with social domain of
quality of life. Number of children present (β=2.4, 95%CI (.82, 3.6), and poor social support (β= -5.5, 95%CI (-9.5,-1.5) were signi�cantly associated
with an environmental domain of quality of life.

Conclusion and recommendation: Co-morbid depression and anxiety, poor social support, duration of urine incontinence, employment, number of
children, and duration of hospital stay were factors signi�cantly associated with domains of QOL. Treating co-morbid depression and anxiety, social
support, and immediate repairing of defectsare necessary to increase women’s quality of life. 

Introduction
Obstetric �stula(OF) is an abnormal connection between the vagina and rectum or between the vagina and bladder due to different reasons, like
product of prolonged, obstructed and unattended labor (1). Globally, greater than two million women were living with obstetric �stula and in Ethiopia,
10.6 per 1000 womenwere living with this problem(2).

Sever birth injuries like obstetric �stula has a profound effect on women's quality of life(3).Quality of life has a broad ranges of concepts that include
individual's perception of their position in life in the context of the culture and value systems in which they live and in relation to their goals,
expectations, standards, and concerns(4).In developing countries, women’s quality of life is affected by persistent leakage of urine resulting in perinea
wetness, excoriation and pain, and a pervasive urinary odor (5).It is one of the three chronic health conditions that most adversely affect an
individual’s health-related quality of life (HRQOL)(6).Although it is not life-threatening; failure to control sphincters can severely affect a woman's
quality of life by limiting her physical, social, psychological and sexual functioning(7, 8).In a debilitating condition, in whichever form, sweepingly
affects the QOL of the patients through generating feelings of anger and sadness, embarrassment, loss of self-esteem. Many �stula cases occur
among women in traditional cultures, where women's status and self-worth may depend almost entirely on marriage and childbearing(9).Sexual
activity may be restricted or avoided entirely due to the crippling effect of the diseases(10).Fistula patients do not only suffer from physical
discomfort, but they may also have to get the deal with its far-reaching effect on their emotional, psychological well-being and sleep deprivation
following this morbidity(11).

Coexistent of severe depression and other mental co-morbidities which commonly occurs in �stula patients signi�cantly affect the degree in which
the patient perceives incontinence, which is signi�cant in altering QOL and general functioning of the patients(12, 13).

Despite obstetric �stula is treatable, there remain a profound stigma and feeling of humiliation attached to these condition even after surgical
repair(13) and result in impaired quality of life..QOL impairment among �stula patients is an obstacle in good physical and social well-being and to
the patient's maintenance of general health and treatment(14).Understandinghealth related quality of life is considered as an essential outcome for
clinical trials and management (15). The goal of treating the whole bladder should be to not only repair the �stula but improve QOL as
well(16).Despite obstetric �stula is treatable, in developing countries including Ethiopia due to low skilled obstetric care access and low infrastructure
to reach health facility for labor women are suffering with this problem. And this problem adversely affectswomen’s health-related quality of life.
Therefore; the aims of this study was to assess quality of life and associated factors among obstetric �stula patients to prevent further complication.

Methods
Study setting and population: An institution based cross-sectional study design was used among �stula patients in Addis Ababa Hamlin �stula
hospital and outreach centers in Ethiopia between May and July 2017. The study was conducted in Addis Ababa and �ve regional cities of Ethiopia
where centers for Hamlin �stula hospital are found. These �stula hospitals had built in �ve permanent outreach centers in strategic locations of
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Ethiopia in addition to the main hospital in Addis Ababa. These �vehospitalsinclude BahirdarandMekele in northern, Yirgalem in southern, Metu in
southwestern and Harar in the eastern part of Ethiopia.Each outreach centers have a ward, an operating room, educational and administrative
facilities, as well as other essential facilities. The outreach centers are built adjacent to existing regional hospitals and offer a discrete entrance for
�stula patients and women at high risk of obstructed labor who might otherwise be turned away from the main hospital. The main hospital in Addis
Ababa is dedicated to treating the complicated cases of �stula injuries and serving other regional Hamlin Fistula Centers. The village Desta Mender in
Addis Ababa is involved in teaching and training patients that cannot be fully cured in addition to giving care for them. By considering the average
number of patients per month in each center, the proportional allocation was done then systematic random sampling technique was used to select
the participants from outpatient and inpatient department

Measurements

Quality of life of patients was assessed by 26 item of WHOQOL-BREF questionnaire.The questionnaire consists of 2 parts. The �rst part evaluates the
patient's subjective assessment of quality of life and satisfaction with their state of health, while the second part evaluates the 4 domains: physical
health, psychological, social health and the environment. The QOL raw scores were transformed into a range between 0-100 and scores closer to
hundred had a good quality of life.

Social support was assessed by using the Oslo three-item social support scale and used several studies. It provides a brief measurement of the social
support and functioning and is considered to be one of the best predictors of mental health. It covered different levels of social support by measuring
the number of people the respondents feel close to, the interest and concern showed by others, and the ease of obtaining practical help from others.
To OSS-three, total scores was calculated by adding up the raw scores for each item. The sum score scale ranges from 3 to 14 and has three broad
categories: “Poor social support” 3-8, “Moderate support” 9-11, and “strong support” 12-14. Perceived stigma was assessed by using Jacobson
perceived stigma scale with the cutoff point one and above. Discrimination experience was assessed using daily discrimination scale with the cutoff
point’s one and above. Anxiety and depression were assessed by using Hospital anxiety and depression scale (HADS) with the cutoff point eight and
above.

Data collection

Data were collected by face-to-face interviews using a semi-structured questionnaire. The questionnaires including socio-demographic, QOL, social
support, anxiety and depression, perceived stigma, and discrimination experience. The questionnaire was designed in English and was translated to
Amharic, Aphan Oromo and Tigrigna and back to English for its consistency. Data were collected by trained data collectors using Amharic, Aphan
Oromo and Tigrigna version of the questionnaire for a month.Data collectors were trained on how to interview patients and explain unclear questions
and the purpose of the study. Furthermore, they were made aware about ethical principles, such as con�dentiality/ anonymity/ data management,
and securing respondents’ informed consent for participation.

Data processing and analysis

Data were checked for completeness and consistency. Then the data were entered into Epi-Data soft were version 3.1 and imported into SPSS
version-20 for analysis. The frequency, percent, mean and standard deviation were used to summarize the distribution of variables. The simple linear
regression analysis was implemented to test an association between quality of life and each dependent variable.  During simple linear regression
analysis, variables with p-value less than 0.05 were selected for further analysis in the linear regression analysis and the model of �tness test
(Adjusted R²) was also checked.   Associated factors of quality of line were expressed as adjusted unstandardized β coe�cient by employing 95%
con�dence interval. Statistical signi�cant declared at p-value less than 0.05. 

Ethical consideration
Ethical clearances were obtained from the ethical review committee of University of Gondar and Amanuel Mental Specialized Hospital. A formal letter
obtained from Amanuel mental specialized hospital and submitted to Hamlin �stula ethical review committee for getting ethical clearance to do in
each hospital. We received written informed consent from study participants and assent from their guardians after explain the purpose of the study.
Con�dentiality was maintained by omitting their personal identi�cation.

Results
A total of 289 participants took part in the study, with a response rate of 90%. The mean age of the participants was 27(SD, 6.13) years. Nearly, half
of the patients,i.e.N=148(51.2%) were lived with their spouse; 175(61%) were Orthodox Christian; 157(54%) were unable to read and write, and
144(50%) were jobless with its occupational attainment(table1).

Obstetric and �stula related characteristics of the respondents

The majority of the respondents, 218(75.4%) had VVF; 71(24.6%) had RVF/ RVF + VVFtypes of �stula; 125(43.4%) incontinent for a year and below a
year without any treatment. More than half,i.e. N=169(58.5%) had at least one child, and N= 160(55.4%) had history of still birth.Themean age of
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participants at the �rst marriage and �rst pregnancy were 15.65 ± 3.6, 17.49 ± 3.73 respectively(table2).

Psychosocial factors

Regarding psychosocial factors of respondents, 152(52.6%) had poor social support; 49(30.4%) had moderate social support; 240(83%) were
stigmatized, and 243(84%) had experience of discrimination (table3).

Prevalence of depression and anxiety among respondents 

Concerning the co-morbid mental illness, 51.2% of the women have co-morbid anxiety and 49.1% have co-morbid depression (�g1).

Quality of life among obstetric �stula patients

In the current study, from the total participants 12.1% had felt satis�ed for their general health status. The overall mean score of quality of life among
�stula patients was 37.52 (95% CI 36.26, 38.73)with a standard deviation of 10.99. Mean scores for each domain of WHOQOL were 40.78± 0.78 for
physical domain; 39 .96± 0.82 for psychological; 32 .9 ± 0.95 for social domain, and 36 .45± 0.8 for environmental domain of quality of life (table4).

Factors associated with quality of life

Simple linear regression analysis was carried out between WHO-BREF domains and each independent variable.Variables with p-value ≤0.05 during
simple linear regression analysis were selected for further analysis in multiple linear regression analysis. Age, educational status, age at �rst
marriage, age at �rst pregnancy, type of �stula, incontinence, the reason why the women come to the institution,duration of hospital stay, social
support, anxiety, depression, perceived stigma, discrimination were associated with physical domain. For psychological domain: age, educational
status, occupation, age at �rst marriage, age at �rst pregnancy, type of �stula, incontinence, number of children, the presence of stillbirth, a reason
why the women come to the institution, social support,anxiety, depression, perceived stigma, and discrimination were associated factors.

For social domain: age, occupation, incontinence, number of children, a reason why the women come to the institution, social support, depression,
perceived stigma were factors associated with social domain of quality of life. 

For environmental domain: marital status, educational status, presence of children, number of children, reason why the women come to the
institution, duration of hospital stay, social support, anxiety, depression, perceived stigma, discrimination were factors associated with environmental
domain of quality of life.

Results of multiple linear regressions showed that: women incontinent for more than 5 years, women with co-morbid anxiety and depression were
signi�cantly associated with physical domain. Four explanatory variables in the psychological domain (women's' who have been employed in private,
number of children, co-morbid anxiety and depression were associated factors). Urine incontinence, poor social support, women come to  surgery and
anxiety were factors associated with social domain and number of children and social support were found to be statistically signi�cant with
environmental domain of quality of life (table5).

Discussion
In Ethiopia, like many other women in remote areas of poor countries, most women who develop untreated �stulas give birth at home without
assistance from skilled attendants. These women face different obstetric related complicationswhich result in compromised quality of life. In the this
study, women’s mean quality of life in physical, psychological, social and environmental domains of QOL were 40.78 ± .776, 32.90 ± .952, 39.96 ± .817
and 36.45 ± .802 respectively.This low quality of life might be related with women intense fear of developing another �stula, commonly from sex and
child birth which leads them to isolation, marital con�ict, and/or economic vulnerability. Some women’s also continue to experience mental anguish,
stigma and physical problems regardless of the success of the procedure(4). This �nding is supported by other studies result (17–19).

Regarding predictor variables, women who had been incontinent for greater than �ve years was signi�cantly associated with physical and
psychological domain.Women with long duration of incontinence might unable to control leakage, have poor sleep satisfaction and low daily activity;
negative feeling about self and life is meaningless and �nally result in depression. Study showed 14% of women attempted suicide because of
depressive symptoms (17).The �nding is consistent with a result from(17, 18, 20).Surgery signi�cantly increased the quality of life for women with
�stula (17). However, in our study women who came for surgery decrease their physical domain of quality of life by 4 in every unit increase for
surgery visit. The emotion related to incontinence might affect their travel with public transport because majority of �stula cases come from distance
area. For example; a study in rural west Ethiopia(17)showed that participants reported people used to hold their nose, laugh or talk about the smell
when they approached. The other possible reason might be fear to die related to surgical procedure which induced stress. The score of social domain
of quality of life decreased by 11 every unit increase for surgery visit. This might be due to fear of lack of social support at hospital stay after surgical
procedure.

Poor social support was negatively associated with physical, social and environmental domain of QOL. Women with physical challenges might need
assistance from husband, family members, relatives and community members but studies showed(21) women with �stula divorced because of their
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�stula and lacks support.Obstetric �stula victim women have lack of potential social assistance after operational programs which lead them to anger
and sadness(22, 23). The emotion related to physical challenges might also affect their relationships at home, with friends and husband. This
feelings result in a loss of control over daily routines i.eself care, household chores, and �lling the role expected of a wife in the community (22).
Many women were assertive and resilient with regard to advocating for their �stula care and relationship needs which brings low linkages to income
generation opportunities(4, 16).This is supported by studies in Malawi and Tanzania (24, 25).

Due to different reasons anxiety and depressive symptoms are common in obstetric �stula women. Between 23.3% and 38.8% of �stula women had
major depression(26, 27).In this study half of the patients have co-morbid anxiety. The presence of anxiety symptom in our study affects patients’
physical, psychological and social quality of life. This anxiety and depressive symptoms might be related with loss of child, loss of ability to work
and acceptance, lack of social support. For example, in current study the mental health of the women increased by 2 in a number of children alive.
The other reason might be related to stigmatizing nature of obstetric �stula, they had a feeling of being inferior, sinful and losing hopes in the future.
They prefer to withdraw from social activity and spent their time alone(22).This �nding is consistent with other study �ndings (27, 28).

Mostly in the remote area of the country(Ethiopia) women’s were powerless in their married lives and women while living with a �stula stopped
working and remained at home (22). A study showed 50% of women with �stula economically impoverished by job loss (21).In this study the score of
psychological domain of quality of life increased by 9 in every unit increase in employment.

Limitation Of The Study
This study has several limitations. Social desirability and recall bias might be present. Because data collection method was face-to-face interview
which might lead individuals to respond socially acceptable answer during the interview process.

The design of the study was cross-sectional; therefore, we were unable to conclude the observed/reported associations may not necessarily any
causal direction.

This study was used quantitative study using different instruments, therefore future study will bene�t from qualitative data in addition to quantitative
data.

Furthermore, we did not assess patients’ change of quality of life before repair and after repair of obstetric �stula.

Conclusion
In this study quality of life among obstetric �stula patients was low. Depression, anxiety, poor social support, incontinence, employment, number of
children present were factors associated with quality of life. Therefore; we recommend clinicians to consider co-morbid depression and anxiety, social
support and income generation opportunities to increase quality of life.

List Of Abbreviations
HRQOL: Health-related quality of life, OF: obstetric �stula, QOL: quality of life, RVF:  recto vaginal�stula,UI: urinary incontinence, UoG: university of
Gondar, VVF: vesico-vaginal �stula, WHO: World Health Organization, WHOQOL: world health organization quality of life
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Tables
Table 1: socio-demographic characteristics of women with obstetric fistula in Ethiopia, 2017(n=289) 

variables Categories  frequency Percent (%)
Age 
 

  27±6.13  

Religions Orthodox
Muslim
Protestant

 61
19.8
19.2

Marital status With spouse
Without spouse

148 
141

51.2
48.8

Education  Unable to read and write 
Primary school
Secondary school and above

157
121
11 

54
42
4

Occupation Private business
Jobless
Others*

132
144
13

45.5
50
4.5
 

Others* =students + employed

Table 2: Distribution of obstetric and fistula related factors among women with obstetric fistula in Ethiopia,2017 (n=289)

Variables Categories  Freq/mean±SD  Percent (%)
Mean age at the first marriage  15.65(SD ± 3.6)  
Mean age at first pregnancy    17.49± 3.73  
Type of fistula VVF 218 75.4

RVF/ RVF + VVF 71 24.6
Duration of incontinence before surgical repair <1 125 43.4

1-5 103 35.4
>5 61 21.2

Women who have children Yes 169 58.5
No 120 41.5

Number of children present Mean (SD) 2 ± 1.32  
stillbirth Yes 160 55.4

No 129 44.6
Mean number of previous stillbirths 2 ± 1.22  
Reason for coming to the institution New visit to seek help 45 15.6

Waiting for surgical procedure 190 65.7
For follow up 17 5.9
For counseling  4 1.4

Intervention Surgery 223 77.2
Counseling  10 3.5
physiotherapy 4 1.4

Duration for follow ups <4 years 197 68.2
4-8 years 47 16.2
>8 years 45 15.6

Hospital stay for intervention <six month 155 53.6
1-6 month 109 37.7
>six months 25 8.7

Table 3: Psychosocial factors among women with obstetric fistula in Ethiopia, 2017 (n=289)

Variables Categories  frequency Percent (%)
Social support Poor 152 52.6

Moderate  88 30.4
Strong  49 17

Perceived stigma  Stigmatized 240 83
Non stigmatized 49 17

Discrimination experience Discriminated  243 84
Non discriminated 46 16
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Table 4: Quality of life among women with obstetric fistula in Ethiopia, 2017 (n=289)

Domain  Mean score of QOL(SD) Percentage of participants who score below the mean (%) 95%CI
Physical  40. 78± .78 52.2% (39.12, 42.31)
Psychological 39 .96± .82 27.3% (38.21, 41.43)
Social  32 .9 ± .95 34.9% (30.82, 34.89)
Environmental  36 .45± .8 53.6% (34.84, 38.09)
Overall QOL 37.52±10.99   (36.26,38.73)

Table 5: Factors associated with quality of life domains among women with obstetric fistula at Addis Ababa fistula hospital and
outreach centers, Ethiopia, 2017. (n=289)

variables             Quality of life domain

physical psychological social environmental

Unst.β(95%CI) R2 Unst.β(95%CI) R2 Unst.β(95%CI) R2 Unst.β(95%CI) R2

Incontinence -3.8(-6.95,-.62)
**

 

R2=.044 ------------ --- -8.1(-12.82,-3.4)
***

 

R2.=.041 ------  

Reason(surgery) -4.4(-7.64,-1.2)
**

 

R2=.052 ------------ --- -12(-17.4,-6.4)
***

 

R2=.107 ------------  

social support -6.14(-8.8,-3.4)
***

 

R2=.234 ---------------- --- -7.8(-12,-3.6)
***

 

R2=.226 -5.5(-9.5,-1.5)
***

 

R2=.196

Anxiety  -4(-7,-1.1) **

 

 

R2=.255

-11(-14.8,-7.3)
***

 

R2=.380 -9.2(-13.8,4.5)
***

 

R2=.187 ----------- --

Depression -9.2(-12,-6.4)
***

 

R2=.328 -6.3(-9.7,-2.9)
***

 

R2=.251 ------------- -- ------------ --

private
employed

----------- -- 9.1(.5,17.6),
**

 

R2=.022 ------------- -- ------------- --

Number of
children present

----------- -- 2.1(.8,3.4) **

 

 

R2=.138
------------- -- 2.4(.82,3.6)

***

 

R2=.074

** stands for p<.005, ***stands for p<.001,(--------) factors has no association
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Figure 1

Prevalence of anxiety and depression among women with obstetric �stula in Ethiopia, 2017 (n=289)


