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Abstract

Background: Obstetric fistula is still common in low- and middle-income countries (LMIC) despite the on-going
shift to increased facility deliveries in the same settings. The social behavioural circumstances in which fistula, as
well as its consequences, still occur are poorly documented, particularly from the perspective of the experiences of
women with obstetric fistula. This study sought to describe women's experiences of antenatal, partum and post-
partum care in southern Mozambique, and to pinpoint those experiences that are unique to women with fistula in
order to understand the care-seeking and care provision circumstances which could have been modified to avoid
or mitigate the onset or consequences of fistula.

Methods: This study took place in Maputo and Gaza provinces, southern Mozambique, in 2016-2017. Qualitative
data were collected through in-depth interviews conducted with 14 women with positive diagnoses of fistula and
an equal number of women without fistula. All interviews were audio-recorded and transcribed verbatim prior to
thematic analysis using NVivo11.

Results: Study participants had all attended antenatal care (ANC) visits and had prepared for a facility birth.
Prolonged or obstructed labour, multiple referrals, and delays in receiving secondary and tertiary health care were
common among the discourses of women with fistula. The term “fistula” was rarely known among participants, but
the condition (referred to as “loss of water” or “iliness of spillage”) was recognised after being prompted on its signs
and symptoms. Women with fistula were invariably aware of the links between fistula and poor birth assistance, in
contrast with those without fistula, who blamed the condition on women'’s physiological and behavioural
characteristics.
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(Continued from previous page)

Conclusion: Although women do seek antenatal and peri-partum care in health facilities, deficiencies and delays in
birth assistance, referral and life-saving interventions were commonly reported by women with fistula. Furthermore,
weaknesses in quality of care, not only in relation to prevention, but also the resolution of the damage, were
evident. Quality improvement of birth care is necessary, both at primary and referral level. There is a need to
increase awareness and develop guidelines for prevention, early detection and management of obstetric fistula,
including early postpartum treatment, availability of fistula repair for complex cases, and rehabilitation, coupled with
the promotion of community consciousness of the problem.

Keywords: Obstetric fistula, women's experiences, Quality of care, Mozambique

Resumo em Portugués

conhecimento da comunidade sobre o problema.

Antecedentes: A fistula obstétrica continua a ser um problema de salide comum em paises de baixa e média renda,
apesar das tendéncias de aumento dos partos institucionais nesses paises. As circunstancias socio-comportamentais
em que a fistula ocorre, assim como suas consequéncias, sdo pouco documentadas, principalmente do ponto de vista
das préprias mulheres com fistula obstétrica. Este estudo descreveu as experiéncias das mulheres em relacdo aos
cuidados pré-natais, de parto e pds-parto no sul de Mocambique e identificou as experiéncias particulares das
mulheres com fistula, a fim de compreender as circunstancias em que a procura e oferta de cuidados poderiam ter
sido modificadas para evitar ou mitigar a contracgdo ou as consequéncias da fistula.

Métodos: Este estudo foi realizado nas provincias de Maputo e Gaza, sul de Mogambique, em 2016-2017. Os dados
qualitativos foram colhidos através de entrevistas em profundidade realizadas com 14 mulheres com diagndstico
positivo de fistula e um numero igual de mulheres sem fistula. Todas as entrevistas foram gravadas em audio e
transcritas na integra para posterior andlise tematica utilizando NVivo11,

Conclusdo: Embora as mulheres procurem cuidados pré-natais e peri-parto nas unidades sanitdrias, deficiéncias e
atrasos na assisténcia ao parto, referéncia e na indicacéo e aplicacdo de intervencdes vitais foram experiéncias
comumente relatadas por mulheres com fistula. Além disso, foram evidentes fragilidades na qualidade da assisténcia,
ndo s6 em relacdo & prevencdo, mas também a resolucéo dos danos. E crucial melhorar a qualidade da assisténcia ao
parto, tanto ao nivel priméario como nos de referéncia. Existe a necessidade de aumentar a conscientizacao e
desenvolver diretrizes para prevencédo, deteccao precoce e manejo da fistula obstétrica, incluindo tratamento pds-parto
precoce, disponibilidade de reparo da fistula para casos complexos e reabilitacdo, juntamente com a promocéo do

Plain English summary

Obstetric fistula is an abnormal opening between the vagina
and the bladder or anus, that happens during prolonged
labour or obstructed childbirth, and causes uncontrolled
passing of urine or faeces. It is still common in poorly
resourced countries and there is little information available
about the situations when women experience fistula and its
consequences. Therefore, it is important to further under-
stand the knowledge and experiences of women with
obstetric fistula. This study aimed to describe women’s
childbirth experiences in southern Mozambique and their
knowledge about fistula, and to highlight those that are
unique to women who ended up with fistula in order to
pinpoint the attitudes and practices that could have been
changed to prevent fistula.

We interviewed 14 women with fistula and 14 women
without fistula in two provinces in southern Mozambique.
Although they sought antenatal care and gave birth in
health facilities, women with fistula reported experiencing

delayed referral during prolonged labour and slow
decision-making regarding the provision of the best pos-
sible treatment. While women with fistula showed aware-
ness of the causes of this problem, those without fistula
made blameful and discriminatory statements about this
condition. There is a need for an improvement in know-
ledge about fistula and its causes and consequences among
community members. There is also the need to improve
the promotion of actions meant for women at risk of birth
complications so that they are treated in time and that
healthcare staff have a better capacity to diagnose and care
for women with fistula at the primary level.

Background

Obstetric fistula is an abnormal opening between the
vagina and bladder and/or rectum that causes uncon-
trollable and continuous leakage of urine and/or faeces
with devastating consequences for the women who are
affected by this condition [1]. Obstetric fistula is due to
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tissue ischemia and necrosis in the birth canal, which
can also cause nerve damage, caused by continuous
compression of the foetal presentation during prolonged
and obstructed labour, but its cause may also be iatro-
genic [2].

There is a clear link between obstetric fistula and de-
lays in seeking, reaching or receiving adequate birth care
(the three delays) [3—5]. The problem is exacerbated by
deficient postpartum care, which includes delayed diag-
nosis and lack of prompt treatment through procedures
as simple as a catheter to resolve a small fistula [6], andL
appropriate care for complex cases [7].

Despite increases in facility delivery, severe adverse
outcomes of pregnancy, including fistula, are common
in LMIC [8-10]. A meta-analysis reports a prevalence of
1.57 per 1000 women in sub-Saharan Africa [11], and a
recent population-based study in southern Mozambique,
in a setting with 87% facility birth, showed that fistula
incidence was 1.1 per 1000 in recently pregnant women
[12]. Hence, in this changing landscape of few home
births but a persisting high incidence of obstetric fistula
[11], studies addressing women’s experiences of con-
tracting and living with obstetric fistula are required to
better understand the context in which such fistula are
contracted and to raise awareness among health profes-
sionals, in particular, and communities, in general, regard-
ing prevention, early detection, and care and treatment for
those affected by this health problem.

The body of literature on women living with an obstet-
ric fistula is growing. There is new knowledge deriving
from qualitative studies targeting women with obstetric
fistulas and focusing on the impact of fistula on women’s
lives [13, 14]. Most of the literature states that the physio-
logical sexual and reproductive repercussions of fistula lead
to negative psychological, social and economic consequences,
with an emphasis on stigma [3, 15]. Women with fistula are
usually blamed for the constant smell of their excreta and
suffer rejection and shunning from their husbands or part-
ners, relatives, and the wider communities [16].

The majority of the existing studies seem to have
intended to highlight the dramatic distress, mostly at
social level, of living with fistula. Some of these studies
listed the major issues that women with incontinence
face, but few examined the women’s perspectives of the
onset of the damage and their coping experiences, even
prior to accessing adequate care, as the majority of them
exclusively approached those living with the devastating
consequences of fistulas, but who were already receiving
care or in the process of undergoing surgical repair ser-
vices at the time of recruitment [13, 14]. Few studies
followed a population approach to allow the identifica-
tion of untreated cases in the community.

The aim of this population-based study is twofold: (1)
to describe the unique views and experiences of women
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living with obstetric fistula, including antenatal care,
birth arrangements, sought and obtained birth assistance
and post-natal care, their coping mechanisms from the
onset of the obstetric fistula, as well as the physical, psy-
chological and social consequences of this health prob-
lem; and (2) to explore the perceptions of fistula and
attitudes towards women with fistula among women
who are not living with fistula.

Methods

Study setting and participants

This study was nested in an epidemiologic study asses-
sing the incidence of obstetric fistula in Maputo and
Gaza provinces, both in southern Mozambique [12].
These two provinces, which accommodate 3,953,752
people altogether [17], are characterized as being typic-
ally rural, with extended pockets of impoverished areas,
where agriculture, livestock rearing, informal trading,
migrant labour (mainly to South Africa), handicrafts,
and work in private sugar and rice processing farms are
the principal occupations [18]. Primary healthcare in the
study area is provided by 32 health centres. The second-
ary level of care within this area, which, among other
services, includes the performance of caesarean sections,
is available at four rural and one district hospitals. Provin-
cial, central and specialized hospitals, which are located in
the two nearest capital cities, constitute the sources of
health care at tertiary and quaternary level.

The study’s target population comprised 5 women
with fistula confirmed by clinical examination captured
during the incidence study from a population of 4441
women who had delivered up to 12 months prior to the
start of the incidence study; 9 women with fistula who
had delivered before the 12 months but were part of the
geographical catchment area of the study (not included
in the incidence study) and a matching number of
women without fistula (14) who had delivered within the
same time period.

Study design

This qualitative study was carried out using the phe-
nomenological approach, and which, through the use
of in-depth interviews, aimed to gain a detailed un-
derstanding of individual experiences and the meaning
that participants attribute to such experiences with
regards to obstetric fistula. The meanings given to
these experiences were expressed through their per-
ceptions, beliefs, values and attitudes regarding the
phenomenon of interest [19].

Study procedures

Recruitment

Three groups of women were selected to take part in the
study: 1) all women with obstetric fistula confirmed by
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clinical examination from a population of participants in
the fistula incidence study [12]; 2) any woman not in-
cluded in the incidence study but who lived within the
study area and had approached the health facility by
their own initiative to report symptoms suggestive of
fistula and received confirmatory diagnosis; 3) purpos-
ively selected women from the same population and
with similar characteristics to groups 1 and 2 (matched
age and neighbourhood), but without a history of fistula
(Fig. 1).

Groups 1) and 2) are referred to as “women with fistula”
and group 3) was named “women without fistula”. The lat-
ter were included in order to provide a complete descrip-
tion of perceptions and experiences, regardless of the
birth outcomes or consequences, in order to capture the
uniqueness of the experience of maternal healthcare
among women with obstetric fistula by contrasting their
experiences with those of women without obstetric fistula.

Data collection
Data were collected between August 2016 and March
2017 and consisted of in-depth interviews (IDI). Each
interview was conducted by one interviewer and in the
most private environment possible. The IDIs followed a
piloted topic guide of open-ended questions (Table 1) to
allow participants to openly share their experiences with
minimal interruption by the interviewer and to allow
this process to generate narrative-type answers [20].
Although the guides were written in Portuguese, data
collection was conducted primarily in Changana, the
dominant local language within the study area. The
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choice of language was determined by the participant’s
preference. All but two of the interviews were conducted
in the participant’s house. These exceptions occurred to
women who belonged to group 2) and were identified
and interviewed at the health facility because the inter-
viewer anticipated that it would be challenging to locate
their houses for a follow-up encounter. Interviews lasted
between 30 and 60 min, and audio recordings of the full
interviews were taken. Field notes on the physical and
social environment, as well as the actions and reactions
of participants and passers-by, were taken to comple-
ment the audio information.

The data collection team comprised 2 female inter-
viewers (FM and AM) employed by the Manhica Health
Researcher Centre (CISM). Data collection was overseen
by a Mozambican social scientist (HB). This team had
worked in previous qualitative studies in the same
study area, were familiar with the local context, fluent
in Portuguese and Changana, and had no prior ties
with the participants.

Data management and analysis

All audio-recorded interviews were transcribed verbatim.
Those conducted in Changana were simultaneously trans-
lated to Portuguese during the transcription process.
Quality control was ensured by listening to the interviews
to confirm accuracy against the written transcripts,
followed by immediate feedback to the interviewer and
the transcriber. Qualitative data analysis was performed
using NVivo version 11.0 (QSR International Pty. Ltd.
2014). A thematic analysis was conducted based on a

Group 1)

Women diagnosed with
obstetric fistula

n=5

Women who gave
birth within one year
of the study start date

n=4441

Population of
women in
reproductive
age of the

study area
Women who gave

birth more than
one year of the
study start date

Group 2)

Women who voluntarily
reported fistula-like symptoms

and had the diagnostic
confirmed

n=9

Fig. 1 Selection of the three groups of women who took part in the study
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Table 1 In-depth Interview Guide
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Table 2 Initial node structure

How was your experience with your last birth?
+ How old were you when you became pregnant?
- Did you have any problems during your pregnancy?
- Did you get an antenatal card?
Could you tell us about your childbirth experience?
- What symptoms did you perceive before your labour started?

- Did you sought any kind of healthcare when the labour pain
started?

- Did you have any complication?
- What was the result of the pregnancy?
How did you get to the health facility?
- How was your experience in the health facility?
- Have you experienced any delay in receiving care or to attend you?
Could you tell me about the problem you had after your last childbirth?
- How did you feel when you realized that you had this complication?
+ How does this problem affect your daily life?
- Did you seek healthcare when the symptoms started?
What do you think might have caused this problem?
- Do you think that your problem could have been avoided? How?
- How does the community perceive a woman with a fistula?
How do you see your future after the fistula repair?
+ Do you know how to solve this fistula problem?
+ Do you think you can have children?

+ What do you think that can help you to start a new life after the
surgical repair?

- What are your dreams, expectations for the next 5 years from now?

combination of deductive and inductive coding [21]. Ini-
tially, a preliminary coding structure was developed, based
on the interview guide questions and pre-determined
themes generated from literature and discussions among
the project researchers (deductive coding) (see Table 2).

Data were coded by two researchers and one outsourced
coder, each working independently on their respective NVivo
projects, using the same initial coding structures but each
with a different set of interviews. Coding was performed by
identifying units of text that were meaningful to the study
objectives and linking them with the preliminary codes that
were representative of those units. At a later stage, new
themes identified in the text were linked to additional codes
that either branched out from the predetermined codes or
constituted completely new ideas (inductive coding).

The researchers convened regularly to maximize cod-
ing agreement, discuss emerging themes and definitions,
and to interpret and reflect on the findings. Eventually,
the three NVivo projects were merged into a single pro-
ject with a consolidated coding structure (Table 3) and
all of the interviews incorporated for the final stage of
analysis conducted by one social scientist (HB).

Pregnancy experience
« Ante Natal Care
« Birth preparedness
- Complications during pregnancy
« Nutrition
+ Resources for pregnancy

Decision making: e.g. decision to seek health care or TBA, or stay to
deliver at home, transport searching health care ...

Delivery experience
+ Labour symptoms
+ Complications during labor
« Experience of pain and fears
« Type of health facility and health provider

- Time: to arrive at the facility, of labour duration, or to decide to
referral if it was the case

+ Way of delivery
Health facility assistance

- Communication with health providers (her perception, experience,
emotions), issues of non-response from the health provider, not
listening

- Delays in assistance
« Issues of disrespect and abuse
- Referral procedures
Post-partum experience
« Conseguences
- Feelings
- Problems after delivery
- Symptoms after delivery
Causes (fistula causes on the woman perspective)
Relatives attitudes (husband, mother-in-law, mother ... other relatives)
Community attitudes, social insertion (issue of rejection ...)
Support
Barriers
Perspectives for the future

llinesses or health problems

During this stage, similarities and differences within,
between and among the different groups of women were
compared, and common and divergent patterns of re-
sponses were explored in order to capture and ascertain
the uniqueness of the experiences of women with fistula.

Results

Participants’ social-demographic characteristics and their
experiences are presented in the format of a descriptive
and interpretative narrative, which is subdivided accord-
ing to overarching themes and sub-themes resulting
from single or combinations of selected pre-determined
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Table 3 Final node structure

Actors
« Husband or partner
« Maternal health nurse
+ Medical doctor
+ Midwife or nurse
- Mother
« Mother-in-law
« Nurse Assistant
- Professional birth attendant
- Self
« Técnico de cirurgia
- Traditional birth attendant
- Traditional healer
Barriers
Decision making
Eating habits
Emotions
Events
« Ante natal period
« Birth
o Delivery
- Type of delivery
o Labor

- Emergency
« Post-partum

lliness or health problems
- Names or types
o Fistula
o Others
- Perceived causes
« Perceived health consequences
- Signs and symptom
o Pain
o Urinary incontinence
Narrative of health care provision
- Communication with health care provider
- Practices
o Instructions
o Interventions
o Referral
- Services
o Antenatal consultation
o Maternal waiting home
o Maternity ward

o Newborn care
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Table 3 Final node structure (Continued)

o Post-partum consultation
Outcome of pregnancy
- Live birth
« Premature birth
- Stillbirth
Perspectives for the future Place or provider
« Community
+ Health facility
o Central hospital
0 Health center
0 Health post
o Provincial hospital
o Rural or district hospital
« Home
- On the way to the health facility
Preparedness
+ Planning
- Resources
Social consequences
- Fulfillment of her role
+ Marital outcome
Societal attitudes
- Community attitudes
- Relatives attitude
Support
« Emotional
- Financial

Timing Transport

codes. Such results reflect a continuum of events, poten-
tially leading to and resulting from the onset of fistula.
The data-driven sub-themes, which mostly reflected par-
ticipants’ conceptualizations or experiences of fistula and
related matters, are highlighted within the narrative text
in inverted commas. Direct citations retrieved from the
interviews are used to illustrate such conceptualizations.

Participant’s characteristics

Twenty-eight participants, 14 with and 14 without fistulas,
between the ages of 16 and 49 years, were interviewed.
Among the group of women with fistula, six were report-
ing about their first birth experience, 9 had had a caesar-
ean delivery, and 10 had had stillbirths (Table 4).

Narratives of antenatal and birth care

Study participants had all attended ANC visits (mini-
mum of 3 and maximum of 5). The majority in both
groups experienced a normal pregnancy free of disease
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Table 4 Participant’s demographic and obstetric information

Women with Women without

fistula N =14 fistula N =14

Age

16-24 6 6

25-32 5 4

33-38 1 0

39+ 2 4
Marital status

Married 3 14

Single 11 0
Occupation

Housewife 7 1

Farmer 7 13
Able to read

No 3 2

Yes 11 12
Able to write

No 2 2

Yes 12 12
Parity

1 6 3

2+ 8 1
Mode of delivery

Vaginal 5 13

Caesarean 9 1
Birth

Live birth 2 14

Stillborn 12 0
Time living with fistula

1 year or less 5 NA

More than 1 year 9 NA

or complications. Two of the interviewed women with
fistula followed the nurse’s advice to stay at the mater-
nity waiting home at the primary health care level during
the period around the expected delivery date. Most of
the interviewed women reported having planned for a
health facility delivery, the majority on their own initiative,
and others on the decision of their mothers, mothers-in-
law or partners. Planning included mobilizing money to
purchase baby clothes, sanitary pads, and capulanas (fab-
rics), as well as to pay a gratuity to the nurses. None
mentioned having saved for transport or making other
arrangements for referral and counter-referral between
the community and the health facility.

All except two (who both gave birth on their way to
the health facility assisted by their mothers-in-law) deliv-
ered at a health facility.
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Most of the women with fistula reported having an
obstructed or prolonged birth, which they attributed to a
“blockage of the birth canal” or the “baby’s big size”.
One woman reported that even after being admitted to
the health facility, her relatives sought traditional medi-
cine to ease the expulsion:

“I first pushed, they [nurses] instructed me to push, so I
pushed, but the baby was not coming out, something was
blocking the front [the birth canal]. Then the nurses became
worried and said “we don’t know what this is.“ Then they
called the ambulance. Meanwhile, my mother’s [mother
and mother-in-law] had gone to see a traditional healer
and came back with a remedy that I drank and after that
the baby was out ...” — Primiparous, Gaza, with fistula for
10 months. Two women with fistula blamed it on “delayed
assistance”. Many (10/14) of the women with fistula were
readily referred to an upper-level health facility (usually
from primary to secondary level). Some (5/14) were further
referred to tertiary level, and, for most of these women, the
“multiple referral process” plus “delayed assistance at
higher levels of care”, took between 1 and 24 h.

“l was assisted at [name of secondary-level hospital]
.. [When] I arrived, they took a long time before
performing my surgery ... if they had operated on me
in the same day that 1 arrived, maybe my baby
would have lived because when I arrived there I was
feeling the baby moving ... “- Multiparous, Gaza,
with fistula for 2 years.

While the majority (13/14) of women without fistula
experienced a normal delivery, there was a mixture of
vaginal and caesarean section delivery among women
with fistula, and those who reported delivering at a
secondary or higher level facility had had a ceasarean
section.

The women with fistula reported having received
more prompt attention and more respect at the
primary health facilities compared to that at the
higher-level facilities. At the primary level facilities,
the women appreciated the prompt arrangement of
ambulance for referral, but also the fact that nurses
did not shout at them. In contrast, their major com-
plaint regarding the highest level facilities was defi-
cient communication with the health care providers,
including being shouted at and not being informed
about the procedures they were about to undergo or
the reasons for such procedures, giving room for self-
interpretations.

“They just tried to insert a cup [vacuum device]
and they could not get the baby out, then they
took me to the operating room ...” - Primiparous,
Gaza, with fistula for 3 months.
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Views on pregnancy outcomes

Among women without fistula, all but one had live
births. In contrast, the pregnancy outcome for all except
two of the women with fistula was stillbirth. Besides the
distress due to the fistula itself, the sorrow from experi-
encing a stillbirth, expressed by them as “no child to
bring home”, was recurrent during the interviews. Re-
garding the perceived causes of stillbirth, a combination
of perceived unfortunate obstetric factors and causes
related to health services was identified: a woman with
fistula reported that the waters broke while she was still
at home and the baby died because he ingested her am-
niotic liquid, referred to as “txupha”; in contrast, other
woman with fistula had the sense that the baby was alive
upon arrival at the health facility and blamed the death
on “delays in performing caesarean section”. “The prob-
lem is that when they referred me, they told me that the
baby was still alive ...” — Primiparous, Gaza, with fistula
for 3 months.

Awareness, interpretation and perceived cause of fistula
When asked whether they knew the term “fistula”, most
of the women without fistula were not able to explain
what it was. However, when the interviewer described
the condition, most of them recognized it as “the wet-
ness condition” due to uncontrolled loss of urine, which
is referred to in local language as kuhumessa a mati
(loss of water) and mavadzi ya ku pfhuta or mavabji ya
ku pfhutela (illness of spillage).

When the same question was posed to the group of
women with fistula, it was noticed that the term “fistula”
was also not known, except for two women who learnt
about the name of the condition through the nurse.
Most of them stated that they only became fully aware
of the problem of fistula through their own experience.
In most cases, what triggered this awareness was the ab-
normal and apparently prolonged post-partum leakage.

“I did not know what it was, I just felt the leaking
and it never stopped.” — Multiparous, Gaza, with
fistula for 34 years.

Alternatively, a few women became aware of some
mobility challenges concomitantly with their gradual
awareness of the fistula-related leakage. However, they
did not seem to associate these symptoms with the pres-
ence of a fistula. “When I looked at myself, I realized that
I was no more the same way as I was days ago ... I was
no more as I was before the symptoms started, I had
problems with my leg. I had difficulty to identify the
symptoms [of fistula] because I had never experienced it
before.” — Multiparous, Gaza, with fistula for 2 years.
Those who experienced fistula and discussed the causes
did attribute this condition to the “prolonged and
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obstructed labour” they had experienced, as well as to
“delays in receiving care” and “receiving inappropriate
care” at the health facilities. In particular, there was a
common perception that the “insertion of a urinary
catheter” to assist with urinary retention was harmful,
and resulted in perforation.

“[...] then I stayed there and they inserted a tube
into me and when I sat down after removing that
tube, I started to have that disease of peeing” —
Multiparous, Gaza, with fistula for 2 years.

Particularly among those who suffered from leg paraly-
sis, there was the perception of it being caused by xifula
(witchcraft) casted by family members such as the in-
laws.

Women who did not experience fistula also attributed
fistula to health system factors, including “delays”, “un-
assisted delivery” and “inappropriate execution of certain
procedures”, such as nurses not pulling the baby cor-
rectly. Other causes mentioned by them were “damaged”
or “spoiled” uterus, “crossing the legs during expulsion”
and having had “multiple sexual partners”.

Experiences of the onset and the course of living with
fistula

Physical changes and coping mechanisms

The participants with fistula had lived with the condition
for a period ranging from 3 months to 9 years, except one
woman who lived with this condition for more than 30
years. It took the majority of the participants between a
few days and 2 weeks to realize they were leaking urine.
Initially, participants viewed it as a normal secretion after
delivery, but understood it as a health problem after no-
ticing that the leakage was not ending and was beyond
their control. Their main affliction was the discomfort of
being wet and the constant need to change clothes.

“When I arrived home from the hospital I thought
the leakage was the discharge that comes out after
giving birth but it was not. Then I started to walk
always wet, I was always wet and had to change
clothes every time” — Multiparous, Gaza, with fistula
for 9 years.

Most of the women wore pads, or pieces of fabric that
worked as pads for the leakage to go unnoticed, and
reduced liquid intake to minimize the wetting. Despite
the perceived gains from the latter measure, they com-
plained that the urine smell became stronger and that its
higher concentration exacerbated the burns on the geni-
tal area, particularly during summer.

Half of the women with fistula experienced drop-foot,
and this seemed to be the trigger for care-seeking at the
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health facility. Almost invariably they underwent physio-
therapy and were prescribed pills, which they took des-
pite not knowing what the pills were. Only one reported
having been referred to the quaternary-level hospital for
surgery repair, but the surgery did not take place due to
the unavailability of the doctor. Those who were taking
pills, after realizing that the pills were not effective,
interrupted the treatment and did not return to the
health facility.

One woman that also had drop-foot explained that it
was caused by xifula (witchcraft) cast by her sisters-in-
law. In her case, the treatment, which was prescribed by
traditional healers, consisted of hot foot baths followed
by rubbing remedies on fresh razorblade cuts on the
skin.

Fulfilment of household chores
The combination of urine leakage, pain, discomfort caused
by the skin burns, drop-foot and body weakness reduced
the women with fistula’s capacity to carry out their basic
domestic chores, such as cooking and farming.
Alternatively, women with fistula were less likely to
fulfil their responsibilities because they were prohibited
from doing so, as expressed by some of the women with-
out fistula, who revealed that women with fistula were
expected to be refrained from cooking, grinding, or any-
thing else that would imply hand contact with food or
domestic utensils, as there is the perception that women
with fistula are “unclean”, and therefore pose a risk of
infection to others.

“This woman with fistula cannot even cook, it is no
longer possible. She cannot cook if there are other
people in the house. She can only go to Machamba
(farm) and fetch water. She cannot grind because
she will use her hands ... and it is not allowed. “ —
Multiparous, Gaza, without fistula.

Social life and support and stigma

Women with fistula reported having to immediately
limit their attendance at social gatherings as going
to church and participating in funerals. They felt
trapped by their situation, not only because of the
leakage, but also because of the urine smell. Leakage
could be masked by the use of pads, but the pad
changing process and what it entailed created add-
itional constraints.

“I was sad, because I was not free, because I did not
go to my neighbours’ house or sleep in relatives’
homes when needed, or otherwise I have to take my
pads to secretly and take care of the leakage or I
have to leave early to my house to replace the pads.”
— Multiparous, Gaza, with fistula for 34 years.

Page 9 of 13

Those who continued to attend social and religious
events had to modify their behaviour as going every time
to toilet to change the pads, putting plastic in the bed
before sleeping or leaving early. One participant, in tears,
said that at the onset of fistula symptoms she had to
move out of the house where she lived due to her own
sibling’s discomfort with being around her and the mis-
treatment she received in relation to this attitude.

“When my sister realised that I had this prob-
lem [urinary incontinence] she was no longer
close to me, she did not support me at all, she
forced me to do domestic work and she would
not give me food if I did not work. So I decided
to move back to my parents’ house where I am
well treated now.” — Primiparous, Gaza, with fis-
tula for 3 months.

Women without fistula share some views on the issue of
social life and support from the standpoint of third parties.
For them, although it would not be easy to live with a
family member with fistula, they would not reject her and
would provide treatment seeking support because she
should not be blamed for being in such condition.

“This person with fistula, being a relative, you have
to take care of her because she did not chose, want
or enjoy being sick.” — Multiparous, Gaza, without
fistula.

Women without fistula claimed they did not stigmatize
women suffering from the condition. Rather, they believed
that they should be well treated, but at the same time they
stated they should be informed of the things they could or
could not do, given their state, and that they understood
these restrictions. However, they expressed sympathy with
their distress having to bathe every hour and change their
clothes, soon after they become wet and smell.

Most women reported not having had sexual inter-
course since the onset of the disease. One of them con-
veyed that her husband considered her to be handicapped
because of her condition, considering this a justification to
marry a second wife. Women without fistula expressed
compassion for women with fistulas and described their
“unwell living” and the risk of abandonment by husbands
and relatives.

In contrast, more than half of women living with fis-
tula felt the support of their husbands, relatives and
community members. This support was demonstrated in
terms of family members accompanying them to see
conventional or traditional health care providers, or hus-
bands providing financial support to seek care. However,
such financial support was not always guaranteed, due
to relatives having competing priorities.
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Perspectives for the future

Women without fistula believed that fistula can be cured
because “there is nothing that cannot be cured”. Two of
them had the notion that the treatment consists of sur-
gery (“to be sewn”).

Almost all of the interviewed women with fistula re-
vealed that they trusted that 1 day in the future they
would have the needed medical care (surgery) to repair
the damage and defeat the condition. They believed that,
because it is a disease that is known by doctors, there
must be some form of treatment, despite the impression
that it may take some time. They planned to return to
their previous social life once the incontinence is resolved.
They all hope to fulfil their dreams of continuing with
their schooling, work, and enjoyment of motherhood.
Many women expressed an interest in having more chil-
dren, once their obstetric fistula has been properly treated.

“I always pray to be able to see the future ... I have
the age to go back to school, I will find a job, besides
1 did not have the opportunity to study. I know that
God is great I will overcome this disease.” -
Primiparous, Maputo, with fistula for 7 years.

Despite this horrific illness and its associated social
stigma, most women remained positive, and believed
that surgical repair would be made available to women
in the future.

“I will follow by myself [the search for treatment],
whether laying down or walking I feel that I will not
die like this, I sleep and dream that I will be healed,
I will be like other women.” - Multiparous, Gaza,
with fistula for 3 years.

Discussion

This study, based on narratives generated by in-depth
interviews, captured first-hand experiences of women
with fistula as well as their counterparts without fistula,
enhancing the understanding of the still prevailing ob-
stetric fistula in southern Mozambique. It unravels the
contemporary context surrounding a unique generation
of women living in an era and a setting within a low-
income country where, despite some challenges, reach-
ing a health facility for a safe delivery is possible, and the
women themselves, as well as their family members,
make every effort to comply with this recommendation
(with no distinction as to those with or without fistula),
evidenced by their reports on taking appropriate birth
preparedness action, staying in maternal waiting homes
when needed, and trying to overcome the first-delay bar-
riers. In fact, none of the interviewed women gave birth
at home and only two did so on their way to the health
facility. Nonetheless, they experienced deficiencies and
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delays in birth attendance, multiple referrals, and de-
layed life-saving interventions at the health facilities [12],
which are well-documented factors associated with the
contraction of obstetric fistula and the worst pregnancy
outcomes, such as stillbirths and early neonatal deaths
[10, 22]. In this study, the transition from enjoying a
healthy pregnancy to a sudden experience of the double
burden of obstetric fistula and childlessness is in itself a
violence [23]. On top of this suffering, women would
have to deal with the incontinence, disability and other
complaints linked to a deteriorated health status. Dis-
ability was often expressed, not only in terms of physical,
but also social limitations, including self, familial and
societal denial from most, if not all, of their gender and
social roles, be it within intimate, household domestic,
and public social domains, all of which stripped them of
the essence of being and expressing themselves as
women to self, partners, close relatives and society at
large [14]. Child loss, which was almost an inevitable
aftermath for the vast majority of women with fistula,
further increased these women’s sorrow and sense of
failure from fulfilling their woman’s role of motherhood
[14]. Women’s grief, much present during the interviews,
calls for the need for post-repair psychosocial support
[13, 24]. Paradoxically, they expressed reliance on some
family support, albeit limited just to the treatment seek-
ing process, leaving other aspects of psychological and
social support, affection and comfort, uncovered. This
isolation and denial from most spheres of their social
agency marked their perception that this disease was
unique to them, which further refrained them from per-
suasively searching for a solution. The study captured a
polarised situation in regard to the relationships with
partners, relatives and community in general, as many
women with fistula expressed that they received support
from husbands and relatives and that their condition did
not necessarily lead to divorce or separation, contrary to
findings observed in other studies [4, 13, 24—27]. None-
theless, this finding should be interpreted with caution,
as a remarkable number of women with fistula were
registered as unmarried, proving that it is not possible to
ascertain a possible connection between the onset of fis-
tula and marital status, while understanding that the def-
inition of marital status in rural settings in Mozambique
is challenging. Further research is needed to deconstruct
this potential link between marriage dissolution among
recently pregnant women and fistula due to its negative
consequences on sexual activity.

To our knowledge, this may be one of the first an-
thropological studies addressing this issue in the con-
text of a new landscape of high facility delivery rates
in low-income settings. In this particular study set-
ting, almost 90% of women undergo facility deliveries
[12, 28], which is higher than the current national figs
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[28]. and a substantially higher proportion than what was
reported one decade ago in similarly resource-limited
countries such as Uganda and Tanzania, where studies ad-
dressing obstetric fistula were conducted [4]. It further
confirms that such a shift towards facility deliveries per se
does not guarantee improved birth outcomes in these set-
tings [29, 30], and looks at this problem from the perspec-
tives of the women themselves, who learnt the hard way
about the link between the assistance received and the
poor birth outcomes, despite their limited and deficient
verbal interaction with health care providers throughout
the antenatal, peri-partum and post-partum periods. Our
findings are in accordance with previous findings that in-
dicate that women understand that the condition might
have been due to prolonged and obstructed labour [22],
and that it was aggravated by delayed primary attendance
and deficient referral and post-referral care [31]. Further,
some women did view their fistula as being iatrogenic, as
previously reported [4].

This study provided a dissimilar finding in relation to
what was previously reported, where fistula cases were
almost consistently those who had experienced severe
first or second delays [3-5]. In the present study, most
had managed to beat the first and second delays, but all
of the women with fistula reported the occurrence of the
third delay in receiving care to prevent the reported ad-
verse outcomes of pregnancy [12], and all experienced
delays in appropriate care in response to the perceived
symptoms of fistula (the fourth delay) up to the moment
of the interview, as previously reported [4, 5]. While
prompt and satisfactory attention was reported at a pri-
mary level of care, women reported experiencing chal-
lenges suggestive of negligence, and some verbal abuse
at referral level, but not physical abuse, as reported in
other settings [4, 32] . However, this is still of concern
and can be considered as concordant with other studies,
if negligence is considered as a dimension of obstetric
violence [33]. In contrast, women without fistula did not
report such negative experiences with the health ser-
vices, suggesting these to be unique experiences linked
to women undergoing complications, leading to fistulas.

Unexpectedly, and despite their disappointing experi-
ence with the assistance received thus far, the women
with fistulas revealed having some hope for an eventual
cure, which would then contribute to the achievement
of future personal plans. This is encouraging, given that
this implies their openness to continue seeking care at
the health services which earlier failed to assist them.
This regaining of trust must be accompanied by an ad-
equate response from the health services.

The interviews with women with similar characteris-
tics but without fistula enabled a deconstruction of what
separated the experiences uniquely bound to women
with fistula from what women in general might go
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through during the antenatal, peri-partum and post-
partum periods in this particular setting. Those without
first-hand experience of fistula had little insight into the
problem and expressed a puzzling position of both
blaming the poor quality of health care provision and
the attitudes of the women themselves, while having
sympathy for those suffering from the condition. Al-
though not opposed to the social, often stigmatizing,
restrictions that the women with fistula are exposed to,
the interviewed women without fistula expressed em-
pathy and a sense of moral obligation to support women
affected by fistula. This confusion might be due to the
rare occurrence and even less so discussed incidence of
1 fistula case per 1000 births in this setting [12], com-
bined with the negative influence of societal prejudices
on the attempts to understand the unknown. As the
views of women without fistula partly provide insights
into the society in which the women with fistula live, it
becomes apparent that increased consciousness at a
societal level about the meaning and implications of liv-
ing with fistula, as well as the needs of women with this
condition, is needed. This calls for further health promo-
tion efforts, moving from just focusing on appropriate
care-seeking practices during pregnancy, delivery and
post-partum, to also include community-based demysti-
fication of the current misconceptions about the causes
of fistula. From the point of view of the health services
this study reveals the need to supporting facility-based
prevention, early detection and treatment provision, as
well as the consideration of modification in the referral
guidelines to allow for primary to tertiary or quaternary
level referrals in extreme cases in order to address the
third and fourth delays.

Methodological considerations

The population-based case-finding approach, as opposed
to the earlier documented health-facility-based recruit-
ment methods [20, 26], as well as the possibility of con-
ducting the interviews outside of the health facility and
separately from any fistula-related medical assistance
that the women might have been going through, was a
strength of the study.

We faced several limitations. First, the depth of some
discussions was limited due to the emotions evoked dur-
ing the questioning. The interviewer had to modify the
conversation to prevent further emotional distress,
which narrows the potential that phenomenological
studies have to obtain in-depth insights into participants’
reported experiences and the meaning of such experi-
ences. Secondly, participants were interviewed after be-
ing informed about a possible surgical repair, which may
have affected their perspectives on fistula in general and
about their future in particular. Social desirability may
have affected what women expressed, as the interviewers



Boene et al. Reproductive Health (2020) 17:21

were not health professionals but were linked to the
team who offered the possibility of care for the fistula
condition.

Interviewers were well trained, equipped with previous
qualitative research experience, familiar with the com-
munity, and fluent in the local language. Relationships
with the communities were established prior to data col-
lection by approaching the administrative post chiefs,
traditional leaders, and the neighbourhood secretary for
prior permission. Credibility was promoted by engaging
in regular discussions during the data collection and
interpretation of the findings within the research team,
each being drawn from different perspectives and ex-
pertise. The study design, including the population case-
finding recruitment method, and early case-finding in
the first year postpartum, was also considered a strength
of the study by enabling the early capturing of the onset
of obstetric fistula. By interviewing women without fis-
tulas, we also began to gain a sense of community per-
ceptions and attitudes. The results refer to the specific
context of the Mozambican healthcare system, but we
would expect similar experiences in other rural African
countries with a similar socio-cultural and health system
context. Efforts were made to provide a detailed descrip-
tion of the context in relation to the setting, the sam-
pling of informants, and the interpretation of the results
to assess the transferability of the results to other low-
income settings. However, due to the nature of the
methodology, any possibility of transferability must be
determined by the reader. One significant strength was
that we took advantage of this being a rare event in the
setting in order to interview all, or virtually all, cases,
which produced a theoretical generalization of the situ-
ation of women with fistula in this area (two entire
provinces).

Conclusion

Although women do seek antenatal and peri-partum care
in health facilities, deficiencies and delays in birth assist-
ance, referral and life-saving interventions were commonly
reported by women with fistula. Furthermore, weaknesses
in quality of care, not only in relation to prevention, but
also the resolution of the damage, were evident. Quality
improvement of birth care is necessary, both at primary
and referral level. There is a need to increase awareness
and develop guidelines for prevention, early detection and
management of obstetric fistula, including early postpar-
tum treatment, availability of fistula repair for complex
cases, and rehabilitation, coupled with the promotion of
community awareness of the problem.

Abbreviations
ANC: Ante-Natal Care; CISM: Manhica Health Research Centre; IDI: In-Depth
Interview; LMIC: Low- and Middle-Income Countries

Page 12 of 13

Acknowledgements

We thank the women participating in this study for their commitment, the
CISM for the logistic support and the Manhica District Hospital for their
assistance. We thank the field workers, the supervisors, the assistant manager
Rogério Chiau, the interviewers Analisa Matavele and Floréncia Cherinda, the
nurses Ana llda Biza, Dulce Mulungo, the outsourced coder Isabel Madina
Momade and the CLIP study team in Mozambique (Charfudin Sacoor, Anifa
Vala, Salésio Macuacua) for their commitment and dedication. Special thanks
to Dr. Peter von Dadeldszen and the CLIP working group at UBC (Beth
Payne, Marianne Vidler, Sumedha Sharma, Jing (Larry) Li, Tang Lee, Domena
Tu, Alison Dube, Jeffrey Bone, Dustin Dunsmuir, Meera Madhavan) for
allowing the sharing of the CLIP platform which facilitate the conduction of
this study. Thanks also to Dr. Igor Vaz and his team at the Urology Service
and Dr. Elvira Luis and her team at the Obstetrics and Gynaecology
Department in Maputo Central Hospital, for caring for the patients and
performing the surgeries.

Authors’ contributions

HB, KM, SM, ES, CH, AB and UH designed the study. SM, HB, KM and ES had
primary responsibility for the data acquisition. HB had primary responsibility
for analysis and interpretation of the data and for writing the manuscript. All
authors, SB, ES, CH, AB, HB, KM and UH, participated in the analysis,
interpretation of the study results, revision of the manuscript, and input to
various drafts. All authors read and approved the final manuscript. The team
was closely overseen by the researcher responsible for the fistula incidence
study (SM) and his two senior supervisors (KM and ES).

Funding

The Program of Research Cooperation between Sweden Universities and
Eduardo Mondlane University in Mozambique (UEM) (Sida decision 2011-
002102, No 51140011) financially supported this study. The CLIP trial is part
of the University of British Columbia PRE-EMPT (Pre-eclampsia/Eclampsia
Monitoring Prevention and Treatment) programme, a project at University of
British Columbia, Vancouver, funded by the Bill and Melinda Gates
Foundation (Grant No. OPP1017337). The Manhica Health Research Centre
receives core funding from the Spanish Agency for International Cooperation
and Development. The funders had no role in study design, data collection
and analysis, decision to publish, or preparation of the manuscript. Open
access funding provided by Uppsala University.

Availability of data and materials

The datasets used and analysed during this study will be stored at the CISM
repository and are available on request by contacting the corresponding
author, provided compliance with the CISM data sharing and property policy
is upheld.

Ethics approval and consent to participate

Ethical approval for this study was granted by the Faculty of Medicine
Institutional Review Board (CIBS FM&HCM/33/2015, dated 28 August 2015).
Written and oral informed consent was sought from each participant before
data collection and after explaining the purpose of the study, the data
collection procedures, confidentiality and voluntary participation including
the right to withdraw from the study at any time without consequences. For
the illiterate participants a literate witness was involved in the consent
process whereby they were asked to read and explain to the participant the
contents of the participant information sheet. The consent form was signed
by the witness and the field worker, after the participant’s fingerprint was
taken. All identifiable participant data were codified through attribution of
unique identification numbers or pseudonymous to guarantee anonymity.
When needed, the respondent was identified by stating the administrative
post or the province in the illustrative quotes. All women diagnosed with
fistula were referred to Maputo Central Hospital, the higher level care in
Mozambique, where they received repair surgery free of charge. The target
groups included two women under the age of 18. Those aged less than 18
years were asked about their willingness to participate. Thereafter, informed
consent was obtained from their parents or legal guardians, and additional
assent was then obtained from those participants.

Consent for publication
Not applicable



Boene et al. Reproductive Health (2020) 17:21

Competing interests
The authors declare that they have no competing interests.

Author details

'Centro de Investigacdo em Satide de Manhica (CISM), Rua 12, Vila da
Manhica, 1121 Manhica, Mozambique. “Department of Obstetrics and
Gynaecology, Faculty of Medicine, Universidade Eduardo Mondlane (UEM),
Av. Agostinho Neto 679, 1100 Maputo, Mozambique. *Department of
Women'’s and Children’s Health, Women's and Children’s Health, Uppsala
University, Akademiska sjukhuset, SE-75185 Uppsala, Sweden. *Department of
Public Health Sciences, Karolinska Institutet, Tomtebodavagen 18A, Plan 4,
Stockholm, Sweden. SDepartmem of Disease Control, London School of
Hygiene and Tropical Medicine, Keppel St, London WCTE 7HT, UK. ®University
College London, Institute for Global Health, Gower St, London WCTE 6BT, UK.
’Department of Physiological Science, Clinical Pharmacology, Faculty of
Medicine, UEM, Av. Salvador Allende 702 R/C, Maputo, Mozambique.
8Department of Community Health, Faculty of Medicine, UEM, Av. Salvador
Allende 702 R/C, Maputo, Mozambique.

Received: 24 December 2018 Accepted: 14 January 2020
Published online: 31 January 2020

References

1. World Health Organization. Obstetric fistula: Guiding principles for clinical
management and programme development. In: Lewis G, de Bernis L,
editors. Fistule obstétrique : principes directeurs pour la prise en charge
clinique et le développement de programmes, vol. 73. Geneva: World
Health Organisation; 2006.

2. Ramphal S, Moodley J. Vesicovaginal fistula: obstetric causes. Curr Opin
Obstet Gynecol. 2006;18(2):147-51.

3. Mselle LT, Kohi TW. Healthcare access and quality of birth care:
narratives of women living with obstetric fistula in rural Tanzania.
Reprod Health. 2016;13(1):87.

4. Bangser M, Mehta M, Singer J, Daly C, Kamugumya C, Mwangomale A.
Childbirth experiences of women with obstetric fistula in Tanzania and
Uganda and their implications for fistula program development. Int
Urogynecol J. 2011;22(1):91-8.

5. Lufumpa E, Doos L, Lindenmeyer A. Barriers and facilitators to preventive
interventions for the development of obstetric fistulas among women in
sub-Saharan Africa: a systematic review. BMC Pregnancy Childbirth. 2018;
18(1):155.

6. Waaldijk K. The immediate management of fresh obstetric fistulas. Am J
Obstet Gynecol. 2004;191(3):795-9.

7. Arrowsmith SD, Ruminjo J, Landry EG. Current practices in treatment of
female genital fistula: a cross sectional study. BMC Pregnancy Childbirth.
2010;10:73.

8. Thaddeus S, Maine D. Too far to walk: maternal mortality in context. Soc Sci
Med. 1994;38(8):1091-110.

9. Fronczak N, Antelman G, Moran AC, Caulfield LE, Baqui AH. Delivery-related
complications and early postpartum morbidity in Dhaka, Bangladesh. Int J
Gynaecol Obstet. 200591(3):271-8.

10. Cowgill KD, Bishop J, Norgaard AK, Rubens CE, Gravett MG. Obstetric fistula
in low-resource countries: an under-valued and under-studied problem--
systematic review of its incidence, prevalence, and association with stillbirth.
BMC Pregnancy Childbirth. 2015;15:193.

11. Adler AJ, Ronsmans C, Calvert C, Filippi V. Estimating the prevalence of
obstetric fistula: a systematic review and meta-analysis. BMC Pregnancy
Childbirth. 2013;13:246.

12, Mocumbi S, Hanson C, Hogberg U, Boene H, von Dadelszen P, Bergstrom A,
Munguambe K, Sevene E, group Cw. Obstetric fistulae in southern
Mozambique: incidence, obstetric characteristics and treatment. Reprod
Health. 2017;14(1):147.

13. Yeakey MP, Chipeta E, Taulo F, Tsui AO. The lived experience of Malawian
women with obstetric fistula. Cult Health Sex. 2009;11(5):499-513.

14.  Ahmed S, Holtz SA. Social and economic consequences of obstetric fistula:
life changed forever? Int J Gynaecol Obstet. 2007,99(Suppl 1):S10-5.

15. Arrowsmith S, Hamlin EC, Wall LL. Obstructed labor injury complex:
obstetric fistula formation and the multifaceted morbidity of maternal birth
trauma in the developing world. Obstet Gynecol Surv. 1996;51(9):568-74.

Page 13 of 13

16.  EngenderHealth Ua. Obstetric fistula needs assessment report: findings from
nine African countries. New York: United Nations Population Fund and
EngenderHealth; 2003.

17.  Estatistica INd. IIl recenseamento geral da populacdo e habitagéo. In: Publicacdes
de Populagéo e Indicadores Sociais, editor. Projecgdes da Populagdo 2007-2040,
provincia de Gaza. Maputo: Instituto Nacional de Estatistica; 2010.

18. Sacoor C, Payne B, Augusto O, Vilanculo F, Nhacolo A, Vidler M, Makanga
PT, Munguambe K, Lee T, Macete E, et al. Health and socio-demographic
profile of women of reproductive age in rural communities of southern
Mozambique. PLoS One. 2018;13(2):¢0184249.

19. Minayo M. Ciéncia, Técnica e Arte: O Desafio da Pesquisa Social. In: Pesquisa
Social: Teoria, Método e Criatividade. 21a ed. Petrépolis: Editora Vozes; 2002.
p. 9.

20.  Corbin J, Morse J. The unstructured interactive interview: issues of reciprocity
and risks when dealing with sensitive topics. Qual Ing. 2003,9(3):335-54.

21, Fereday J, Muir-Cochrane E. Demonstrating rigor using thematic analysis : a
hybrid approach of inductive and deductive coding and theme
development. Int J Qual Methods. 2006;5(1):80-92.

22, Ahmed S, Anastasi E, Laski L. Double burden of tragedy: stillbirth and
obstetric fistula. Lancet Glob Health. 2016;4(2):e80-2.

23, Sori DA, Azale AW, Gemeda DH. Characteristics and repair outcome of
patients with Vesicovaginal fistula managed in Jimma University teaching
hospital, Ethiopia. BMC Urol. 2016;16(1):41.

24.  Mafo Degge H, Hayter M, Laurenson M. An integrative review on women
living with obstetric fistula and after treatment experiences. J Clin Nurs.
2017;26(11-12):1445-57.

25. Mselle LT, Kohi TW. Living with constant leaking of urine and odour:
thematic analysis of socio-cultural experiences of women affected by
obstetric fistula in rural Tanzania. BMC Womens Health. 2015;15:107.

26. Barageine JK, Beyeza-Kashesya J, Byamugisha JK, Tumwesigye NM, Aimroth L,
Faxelid E. "l am alone and isolated": a qualitative study of experiences of
women living with genital fistula in Uganda. BMC Womens Health. 2015;15:73.

27. Bhutta S. Vesicovaginal Fistula - More Than An Obstetric Problem. J Pakistan
Med Ass. 1996;46(6):135-6.

28, da Saude M. Avaliagdo Conjunta Annual ACA XVI-2016. Taxa de Cobertura
de Partos Institucionais. In. Maputo: Ministério da Saude; 2017.

29, Kruk ME, Leslie HH, Verguet S, Mbaruku GM, Adanu RMK, Langer A. Quality
of basic maternal care functions in health facilities of five African countries:
an analysis of national health system surveys. Lancet Glob Health. 2016;
4(11):e845-55.

30.  Sumankuuro J, Crockett J, Wang S. Perceived barriers to maternal and
newborn health services delivery: a qualitative study of health workers and
community members in low and middle-income settings. BMJ Open. 2018;
8(11):€021223.

31, Meurice M, Genadry R, Heimer C, Ruffer G, Kafunjo BJ. Social experiences of
women with obstetric fistula seeking treatment in Kampala, Uganda. Ann
Glob Health. 2017,83(3-4):541-9.

32, Mselle LT, Kohi TW. Perceived health system causes of obstetric fistula from
accounts of affected women in rural Tanzania: a qualitative study. Afr J
Reprod Health. 2015;19(1):124-32.

33. Vacaflor CH. Obstetric violence: a new framework for identifying
challenges to maternal healthcare in Argentina. Reprod Health Matters.
2016;24(47):65-73.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions




	Abstract
	Background
	Methods
	Results
	Conclusion

	Resumo em Português
	Antecedentes
	Métodos
	Conclusão

	Plain English summary
	Background
	Methods
	Study setting and participants
	Study design
	Study procedures
	Recruitment
	Data collection
	Data management and analysis


	Results
	Participant’s characteristics
	Narratives of antenatal and birth care
	Views on pregnancy outcomes
	Awareness, interpretation and perceived cause of fistula
	Experiences of the onset and the course of living with fistula
	Physical changes and coping mechanisms
	Fulfilment of household chores
	Social life and support and stigma

	Perspectives for the future

	Discussion
	Methodological considerations
	Conclusion
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

