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ABSTRACT 

The purpose of the study was to carry out to assess the factors contributing to increased cases of 

vesicle vaginal fistula among women of child bearing age a case study in post-natal ward Kagadi 

district hospital, Kagadi district. 

The study was descriptive and cross sectional in nature using both qualitative and quantitative 

methods of data collection. A pre-determined sample size of 50 respondents was used in this 

study. Data was collected using an interviewer administered questionnaire. 

On the Socio-Demographic Factors; The study findings revealed that a significant number 

nineteen (38%) of the respondents were 16-20 years at the time they got married, most twenty 

(40%) of the respondents were between were below 16 years at the time of their first birth, 

majority 47(94%) of the respondents didn’t have any history of rape and slightly more than half 

27(54%) of the respondents had completed primary level of education. 

The study findings further revealed that majority twenty two (44%) of the respondents delivered 

from a government owned hospital which at times has a low staffing with overwhelming 

numbers of mothers giving birth hence causing delays to access quick health services, slightly 

more than half twenty seven (54%) of the respondents wait between 2 hours and 4 hours at the 

facility to be attended and more than half 28(56%) of the respondents walk above 5kms to reach 

the health facility. 

The study findings revealed that majority thirty (70%) delivered vaginally and a significant 

15(30%) caesarean section, majority forty five (90%) of the respondents attended antenatal care 

and slightly more than half twenty nine (58%) of the respondents their duration of labour was 

below 24 hours while less than half 21(42%) revealed that their duration of labor was above 24 

hours. 

Recommendation. The government through the ministry of health should put much more 

emphasis on the implementation of the policy of “no marriage before 18 years and the health care 

providers should provide necessary information regarding the occurrence of VVF. They should 

ensure they discourage practices that are related to development of VVF such harmful cultural 

practices and ensure barriers associated with delayed access to emergency obstetric care are 

addressed. 
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DEFINITIONS 

Obstetric fistula: A fistula resulting from the process of childbirth or its management. For this 

study it will refer to both urogenital and rectovaginal fistulas following childbirth 

Urogenital fistula: This is an abnormal opening in the wall of the urinary tract connecting to the 

genital tract. The urinary tract: ureter, urinary bladder and urethra, while the genital tract will 

mean the uterus, cervix and vagina 

Repair breakdown: Fistula hole repaired watertight with no leakage by third day post 

operatively starts leaking along suture line confirmed by a positive dye test and still leaks 12 

weeks after surgery 
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CHAPTER ONE: INTRODUCTION  

1.0 Introduction and background  

Vesico-vagina fistula (VVF) is an abnormal communication between the bladder and the vagina 

resulting in continuous involuntary leakage of urine through the vagina (Paluku & Carter, 2015). 

The communications are produced by the death of tissues as a result of diminished blood supply 

caused by the impact of the fetal head on the birth canal(Mbbs et al., 2020). It is a serious but 

preventable reproductive health challenge with enormous medico-social and psychological 

consequences (Aleminew et al., 2021). 

In most societies of the third world, women are often seen as a vulnerable gender group. 

However, the attendant devastating and humiliating effects of ill health, e.g. VVF further make 

them more vulnerable in these societies, thus exposing their emotional instability (Alie, 2021). 

The etiology of VVF varies and may broadly be categorized into congenital or acquired, the 

latter being divided into obstetric, surgical, radiation, malignant, and miscellaneous causes 

(Andargie & Liga, 2017). 

The pathology is usually due to poorly monitored obstructed labor, the labor produces 

contractions that push the baby’s head against the mother’s pelvic bone. The soft tissues between 

the baby’s head and the pelvic bone are compressed and do not receive adequate blood flow 

(Mbbs et al., 2020). The lack of blood flow causes this delicate tissue to die and where it dies 

holes are created between the laboring mother’s bladder/urethra and vagina. This is what 

produces incontinence in a fistula patient (Gedefaw et al., 2021). 
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VVFs can be classified in various ways. Simple fistulas are usually small in size (≤0.5cm) and 

are present as single non-radiated fistulas. Complex fistulas include previously failed fistula 

repairs or large-sized (≥2.5 cm) fistulas, more often a result of chronic diseases or radiotherapy. 

Most authors consider intermediate-sized fistulas (between 0.5 and 2.5 cm) as complex ones (den 

Hollander & Janszen, 2020). 

Continuous dripping urine wets the clothing of the victims and also leads to excoriation of the 

already damaged vulva and vagina in addition to emitting a foul smell and infection (Barageine 

et al., 2014). Beyond the obvious physical and anatomic burdens of urinary incontinence, the 

burden of disease encompasses many other physical, social, and psychological consequences. 

The victims could become social outcasts, get divorced and rejected by their families (Swain et 

al., 2020).  

Furthermore, because their injuries are in pudenda, affecting those parts of the body which must 

be hidden from the view and which a woman may not in modesty easily speak, they endure their 

injuries in silent shame (Maheu-giroux et al., 2016) 
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1.2 Problem statement. 

Although the exact global estimates of urinary (vesicovaginal fistula) and or faecal (recto-vaginal 

fistula) incontinence burden is unknown, estimates by the WHO showed that more than 2 million 

women are currently living with the disorder and between 80 000 and 100 000 new cases are 

detected every year, largely in sub-Saharan Africa (SSA) and South East Asia (Bello et al., 

2020). Despite knowledge of the existence of VVF by the physicians of ancient Egypt, with 

examples present in mummies before 2,000 years BC, the extensive literature on the subject is 

never based on facts, but rather on anecdote, small retrospective case series and opinions (Mikah 

et al., 2011) 

In Uganda, the actual prevalence of this condition remains unknown but the 2011 Uganda 

Demographic Health Survey (UDHS) estimates about two percent of women within the 

reproductive age (15-49 years) have experienced fistula. This translates into an incidence of 

about 1,900 cases occurring annually (Barageine et al., 2014). 

Virtually all studies into the case of VVF are conducted from the medical point of view. 

Treatment, correction, and repair of VVF is possible, however, due to the high cost involved, a 

majority of the victims are unable to afford the cost for the treatment. In this case, their physical, 

social and mental conditions are worsened (Maheu-giroux et al., 2016). 

At Kagadi Hospital in Kagadi District, victims of VVF suffer from urinary incontinence, which 

makes them stink of urine at all times exposing them to tract infection, vaginitis, and excoriation 

of the vulva. The HMIS annual Medical records show that about 17 patients out of 900 giving a 

total percentage of 2% suffered from vesicovaginal fistula at Kagadi Hospital post natal ward 

(HMIS, 2022). This therefore called for a study to assess the factors contributing to increased 
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cases of vesicle vaginal fistula among women of child bearing age in post natal ward Kagadi 

district hospital, Kagadi district. 

1.3 Study objectives 

1.4.1 Purpose of the study 

The main purpose of the study was to assess the factors contributing to increased cases of vesicle 

vaginal fistula among women of child bearing age a case study in post natal ward Kagadi district 

hospital, Kagadi district. 

1.4.2 Specific objectives. 

1. To identify the social-demographic factors contributing to the increased cases of vesicle 

vagina fistula among women of child bearing age in Kagadi general hospital. 

2. To identify the obstetric factors contributing to the increased cases of vesicle vagina 

fistula among women of child bearing age in Kagadi general hospital. 

3. To identify the health care related factors contributing to the increased cases of vesicle 

vagina fistula among women of child bearing age in Kagadi general hospital. 

1.5 Research questions. 

1. What are the social-demographic factors contributing to the increased cases of vesicle 

vaginal fistula?  

2. What are the obstetric factors contributing to the increased cases of vesicle vaginal 

fistula?  
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3. What are the health care related factors contributing to the increased cases of vesicle 

vaginal fistula?  

1.6 Justification of the study. 

In Uganda, the actual prevalence of this condition remains unknown but the 2011. Uganda 

Demographic Health Survey (UDHS) estimates about two percent of women within the 

reproductive age (15-49 years) have experienced fistula. This translates into an incidence of 

about 1,900 cases occurring annually. Therefore there is need especially in Uganda for more 

studies on this subject so as to provide information that can be used to make necessary 

recommendations towards a very serious but yet preventable complication that not only affects 

the women but also health workers and the community at large.  

In Uganda, the Ministry of Health has put in place measures for handling cases of mothers with 

vesicle vaginal fistula and these strategies include organizing fistula camps where every after 

three months, screening and making fistula repairs is done.  

The researcher therefore intends to assess the factors contributing to increased cases of vesicle 

vaginal fistula among women of child bearing age a case study in post natal ward Kagadi district 

hospital. 

The study helps in the following ways.  

The findings would help the government through the ministry of health to formulate policies and 

interventions to handle cases of vesicle vaginal fistula in the entire country.  
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The findings would try to enlighten the district health team on the prevalence of vesicle vaginal 

fistula so that clear statistics are got and proper intervention measures be got to handle the 

problem.  

It helps the administration on formation of new policies regarding vesicle vaginal fistula among 

the women of child bearing age. 

The study findings would act as a source of literature to other researcher who would carry out a 

similar study on factors contributing to increased cases of vesicle vaginal fistula among women 

of child bearing age.  

The findings of the study will help the researcher to compile a report which will be submitted to 

Uganda Nurses and Midwives Examination Board in partial fulfillment for the award of a 

Diploma in midwifery.  

 

 

 

 

 

 

 

 

 



7 
 

CHAPTER TWO: LITERATURE REVIEW. 

2.0 Introduction. 

This chapter presents the related literature from other authors about vesicle vagina fistula. Data 

has been gotten from various sources like internet, journals, newspapers, previous research 

reports and text books. It is written guided by the specific objectives. 

2.1 Social-demographic factors  

Among the socio-economic factors of obstetric fistulas, age at first marriage, age at first birth, 

educational status, wealth index and employment status have all been found to have a significant 

effect on the incidence of obstetric fistula (Andargie & Liga, 2017) 

In a recent study to examine factors associated with the prevalence of 

obstetric fistula in Ethiopia, it was found that women whose first marriage fell between the ages 

of 15 and 19 years old were 87.4% less likely to develop obstetric fistula than those whose first 

marriage was at an age ranging below 15 years of age. In the same study the researchers 

indicated that women who first married at age ranging between 20 to 24 years old were 81% less 

likely to experience obstetric fistula that those who were married before the age of 15 when 

controlling for other variables in the logistic model (Andargie and Debu (2017) 

In another study, Lufumpa et al. (2018) found that cultural practices around marriage played a 

key role in the perpetuation of obstetric fistulas sub-Saharan Africa. The researchers also found 

that dowries decreased with age of the bride in some cultures which served as an incentive for 

parents to give their daughters in marriage at a younger age. Furthermore, Delamou et al. (2016) 
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examined the estimated proportions of failure of fistula closure and incontinence among women 

undergoing obstetric fistula repair in Guinea. 

Sexual assault has been linked to obstetric fistula, especially in conflict settings. In a 

retrospective study of 604 consecutive patients seeking treatment for fistula in the Democratic 

Republic of Congo,24 (4%) had fistula related to sexual assault: 5 (0.8%) directly from forced 

penetration with foreign objects and/or gang rapes; 6 had a fistula before they were raped; 9 had 

iatrogenic fistulas following inappropriate instrumentation to manage rape induced spontaneous 

abortion or stillbirth, or after abdominal hysterectomy, and 4 developed fistulas after prolonged 

and obstructed labour (Alie, 2021) 

 

A study by Dr. Muhammad Shah Alam on 132 VVF patients was conducted to assess and 

identify the social risk factors related to obstetric fistula1. About 54% of the respondents 

developed VVF as an outcome of their first pregnancy and none of them had a living child, and 

39% fell in the age group 15-20 years (Muhammad Shan, 2016) 

 

A study in Ethiopia found that the highest prevalence of fistula  was observed for women who 

had no education (19.4%) (Bello et al., 2020). This similar to results from Congo where a high 

number of our patients with fistula in this study had a very low level of education (Nsambi et al., 

2020). 

Even though female genital cutting engage the external genitalia and no effect to the pelvis 

where obstruction requiring Caesarean Section mostly occurs, there is well-liked belief that 

female genital mutilation increases the jeopardy of fistula formation. It is possible that female 

genital mutilation may cause direct trauma to the urinary tract during the procedure. The vaginal 
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opening may also be too small, causing a delayed second stage labour. Under such 

circumstances, an extended midline episiotomy may be performed, leading torecto-vaginal 

fistula Heller, (2017). 

There is no specific age at which an obstetric fistula may occur and a woman may develop an 

obstetric fistula at any age if she does not have a safe delivery (Paluku & Carter, 2015). However  

a multilevel analysis of Ethiopian Demographic and Health Survey data showed that The odds of 

obstetric fistula among older women (age >=41) were 1.38 times more likely as compared with 

the women age less than or equal to 20 years. This could be due to the women may bear 

macrosomic infant when age increases which could contributes obstructed labor and fistula 

(Alie, 2021). The other possible reason could be the women’s at older age decreased health 

seeking behavior and reluctant to take maternal health services like antenatal care and skill birth 

delivery (Mikah et al., 2011). 

Many research studies have shown that women who live in  urban areas  are less likely 

experienced obstetric fistula as compared with women’s in rural area (Bahadur et al., 2021). This 

could be due to maternal health service utilization is lower among women living in rural area 

which could increase the risk of obstetric fistula (den Hollander & Janszen, 2020) .In rural areas, 

there could be long distance and low quality of service that lower maternal health service usage  

which may accelerate the occurrence of fistula. This could be due to the lower access to 

emergence obstetric care and other maternal health services like ANC and skilled delivery (Alie, 

2021) 

Importantly there is no literature supporting association of VVF with any religious affiliation. 

According to extant research, living in rural places, with poor roads and limited access to 

transportation are associated with delay in reaching health facility (Mbbs et al., 2020) A 
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contextual analysis of key drivers of a high burden state of obstetric fistula  in Nigeria found that 

women in rural areas with labor complications lacked access to health facilities due to long 

distances to the facility and the lack of suitable transportation means (Bello et al., 2020). 

2.2 Healthcare related factors 

Shortage of and negligence from health staff, improper monitoring of women during labor, 

incorrect diagnosis and delayed referral are defined as factors that are associated with obstetric 

fistulas(Mbbs et al., 2020) 

Village  midwives possess low knowledge on danger signs, usually acquired during in-service 

training offered by the Ministry of Health (MOH) officials in areas where supervision is minimal 

(Bashah et al., 2018).This means that often women deliver at health facilities with incompetent 

health providers thus  are prone to experience poor health outcomes (Maheu-giroux et al., 2016). 

Poor management of prolonged obstructed labor is known to be a primary cause of obstetric 

fistula in developing countries (Swain et al., 2020). Generally lack of timely access to quality 

emergency obstetric care is among the leading factors to formation of VVF, especially lack of 

skilled birth attendants to perform safe caesarian sections and delayed decision-making to 

perform a caesarean section when labor is obstructed (Paluku & Carter, 2015). 

A study in western Uganda found that fistula patients took twice as long time to make a decision 

to seek care compared to the controls. This delay in seeking care may be explained by the fact 

that despite women attending, the antenatal care messages may not be well packed to emphasize 

delivery under skilled attendance (Barageine et al., 2014). 
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Furthermore, when women reach the health facility, the delay in receiving prompt and adequate 

emergency maternal care services  influenced by the unavailability of skilled staff and of 

commodities and services needed to attend to the pregnant women at such a critical time and 

condition is also a strong risk factor(Mbbs et al., 2020). 

In a study in Tanzania, it was found that 82% of the participants lived in rural areas, and had no 

primary education consisting 88% of the study population, and 100% of them were not 

employed. What all these studies have in common are inability to access quality health care due 

to distance and lack of money or source of income (Mselle & Kohi, 2016). While there is no 

guarantee that a pregnant woman will receive effective interventions in maternal health, the 

likelihood of receiving effective maternal health interventions during those visits increases for 

pregnant women that comply with this recommendation by the WHO (United Nations Children’s 

Fund [UNICEF], 2018).  

Lyimo & Mosha (2019) concluded that inaccessibility or unaffordability of public transportation 

to access a health care facility is among the causes of delay in seeking treatment among women 

with fistula. Many women reached treatment centers using motorcycles or walked long distances, 

and some even used other means of transportation. However, a woman who is already in labor 

that may have already been prolonged may, not have a chance if an emergency obstetric care 

center is distance away. 

In their study to examine the determinant factors associated with the prevalence of obstetric 

fistula in Ethiopia, it was found that women who delivered their babies in health centers were 

80.3% less likely to experience obstetric fistula compared to their counterparts who delivered 

their babies from home, adjusting for other variables in the model. Adelman, & Wall (2017) 

further found that place of delivery has a significant link with the incidence of obstetric fistula. 
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2.3 Obstetric factors 

A case control study to assess the risk factors for obstetric fistula in Western Uganda showed that 

a baby’s weight of 3.5 kg or more was a significant risk factor for fistula. This can be explained 

by the fact that a big baby is more likely to lead to obstructed labour due to cephalo-pelvic 

disproportion as has been highlighted in other studies (Barageine et al., 2014) 

Some studies have shown that the risk of developing fistula was not predicted by attending 

antenatal care or not (Ugochukwu et al., 2015).However, a study in Afghanistan found that the 

odds of women experiencing obstetric fistula among those who had taken antenatal care visits for 

7 days and above during pregnancy was 87.1% less likely to occur compared to women who had 

no antenatal care visit (Samad et al., 2021). In addition another study found the highest 

proportions of obstetric fistula were observed among women who did not know about antenatal 

visits (35.7%) and had no antenatal visits (24.2%)  

A younger age at first delivery is also associated with fistula. This could be due to physically 

maturity is the main factor for the occurrence of fistula. This could be due to younger and early 

adult age women were immature pelvis and more at risk of obstructed labor that results obstetric 

fistula. Other possible reason could be those younger and early adult age girls and women had 

poor in maternal health service utilization. (Alie, 2021) 

According to the study done by Kafunjo et al in western Uganda, time spent at the health facility 

before delivery, delivery attendant, a woman being told the baby's presentation, use of herbs 

during pregnancy, having a delivery plan, husband accompanying the wife during antenatal care, 

attending antenatal care services and the number of times a woman attends antenatal care clinic 

were not associated with fistula in this study (Kafunjo & Mbona, 2014) 
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A study conducted in Zambia found that Obstetrical fistula is most often the result of prolonged 

and obstructed labor. Up to 95.5% of 259 cases of obstetrical fistula reported it occurred 

following labor for more than 24 h before the completion of delivery (Babatunde Bulndi, 2021). 

 

In a study in Kenya, Majority of respondents attributed prolonged labour as an associated risk 

factor for the occurrence of VVF. This would be because prolonged labour may lead to 

emergence of birth complications such as damage to tissues and therefore resulting in cutting of 

blood supply. Obstructed labor with unrelenting pressure on the baby’s head against the pelvis 

greatly reduces blood flow to the soft tissues surrounding the bladder, vagina and rectum 

(Barageine et al., 2015). 
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CHAPTER THREE: METHODOLOGY 

3.0 Introduction 

This chapter presents the methodology that was used including the study design, study setting, 

study variables, population, sample size determination, sampling procedure, inclusion criteria, 

definition of variables, research instruments, data collection procedure, data management, data 

analysis, ethical consideration, limitation of the study, dissemination of results. 

3.1 Study design and Rationale 

The study was descriptive and cross sectional in nature using both qualitative and quantitative 

methods of data collection. It was descriptive because the researcher described factors 

contributing to increased cases of vesicle vaginal fistulas and data was analyzed using 

descriptive statistics.  It was cross-sectional because data was collected at one point in time 

during the first two weeks of May 2022. This design was adopted because it was cheaper, easy to 

carry out in a shorter period that can fit the timeframe required by UNMEB for research report 

submission. 

3.2 Study Setting and Rationale 

The study was carried out at Kagadi General Hospital in the obstetrics and gynaecology 

department. The hospital is 150 bed capacity serving as a general hospital with medical, surgical 

obstrical and gynaecology, paediatrics, and outpatient departments. Its government funded 

hospital through the ministry of health offering free service to people of Kagadi and its 

neighbouring districts. The hospital is located 200km from the capital Kampala in mid-western 

Uganda .The hospital also serves as a teaching hospital for nursing students. 



15 
 

Kagadi General Hospital was selected as the study area  due to the high number of women of 

child bearing age who turn up to receive reproductive services who are relevant in providing 

relevant information for this study. 

3.3 Study Population and Rationale 

The study population was the VVF patients obtaining their healthcare services at Kagadi hospital 

3.4 Sample size Determination 

Yamane’s, (1967) simplified formula was used to calculate the sample size for this study as 

follows.  

n =
𝑁

1+𝑁(𝑒)2  

Where;  

e= Margin of error of 0.05 

n= sample size  

n=population size (Number of women of reproductive age attending Kagadi hospital = 58). 

Substituting in the formula;  n =
58

1+58( 0.05)2        

 =
58

1+58𝑥 0.0025
 = n = 50    

Therefore, the total sample size (n) is 50. 

3.5 Sampling Procedure 

Convenience sampling procedure was used which included all women of reproductive age 

attending the obstetrics and gynaecology department who were easily accessible at Kagadi 

hospital were recruited into the study.  
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3.5.1 Inclusion criteria 

• This study included all women with VVF attending Kagadi-fistula camps between 

January  and July 2022  

• Women with VVF who consented to participate in the study. 

•  It also included mothers who had given birth from Kagadi hospital and had been 

discharged from the hospital with fistula. 

3.5.2 Exclusion Criteria 

The exclusion criteria included. 

• Voluntary withdraw from the study. 

• Patients who never consented to participate in the study 

3.6 Research Instruments and Rationale 

Data was collected using an interviewer administered questionnaire. The questionnaire consisted 

of open ended and close ended questions written in a simple and easy to read language. 

3.7 Definition of variables 

These are dependent and independent variables 

3.7.1 Dependent variables 

 A dependent variable is the type of variable which is affected or influenced by other variables in 

the study. In this study, increased cases of vesicle vaginal fistulas were the dependent variable.  
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3.7.2 Independent variables 

Independent variable is a type of variable which affects or influences other variables in the study. 

The independent variables included; Social-demographic factors, Obstetric factors and 

Healthcare related factors contributing to increased cases of vesicle vaginal fistula among 

women of child bearing age. 

3.8 Data Collection 

3.8.1 Data Collection Procedures 

Data collection procedure began by the researcher obtaining an introductory letter from the 

principal tutor which was used to seek permission and assistance from the relevant authorities 

and offices. The researcher used the introductory letter to seek permission from the in charge. 

Before data collection, the researcher introduced herself to each individual respondent, explained 

the purpose and objective of the study. Those who consented were allowed to participate in the 

study. Data was collected by distributing the questionnaire to the literate mothers who filled in 

the responses themselves and the researcher further translated the questionnaire in local 

languages to the illiterate mothers where they gave responses and the researcher filled the 

questionnaires herself.  
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3.8.2 Data Management 

3.8.2.1 Editing 

Research instruments were checked for errors and omissions so as to ensure consistency, 

completeness and accuracy in filling them. This was done in the field after the questionnaires are 

being filled. Elaborating answers were written in a note book. 

3.8.2.2 Data storage 

Data was stored in safe custody by not allowing other people to look in the already filled 

questionnaire. While in the field, recorded or filled questionnaires were stored in water proof and 

sealed box before analysis of data is done. 

3.8.2.3 Coding 

This was done daily after the field. It involved grouping resources into categories. This was 

facilitated by constructing coding frames. Each response was entered by use of double entry, 

meaning that data of each respondent were entered twice on separate sheet of paper. 

 By comparing spread sheet of entered data and corrections made on detection of any error, the 

code was designed and made exhaustive and representative. 

3.8.3 Data Analysis and Presentation 

The data collected was analyzed using a computer data analysis package like Microsoft excel. 

The data was fed into the computer and later presented in form of graphs, tables, pie charts and 

the narrative data was presented descriptively. 
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3.9 Ethical Considerations 

The researcher obtained an introductory letter from FINS to second her to carry out the research.  

The letter was taken to the Hospital Director to seek permission and assistance in carrying out 

research. Before the researcher administering the questionnaire to the respondents, each 

respondent was given an explanation on the objectives and the purpose of the study and was 

requested to make an informed consent before any information is asked. The researcher 

explained clearly that there are no incentives to offer respondents after data collection. 

Respondents were assured of utmost confidentiality of their responses and they are free to quit 

the study at any point if they wished. Respondents were assured that there are no risks that 

respondents would be exposed to through their participation in the study. They were assured that 

the participation in the study has no legal implication or any form of legal prosecution. 

3.10. Limitations of the study 

Time, since the study had to be carried out alongside with other school and academic programs. 

The researcher overcame it by utilizing the little time available profitably. 

Financial support constraints during the process of conducting the study. The researcher 

overcame it by acquiring funds from family members and well-wishers. 

Uncooperativeness and unwillingness to give information. The researcher overcame it by being 

polite, calm and making more classification whenever needed. 
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3.11 Dissemination of results 

The study findings were compiled into a report that was submitted for partial fulfillment for an 

award of Diploma in Nursing of Uganda Nurses and Midwives Examination Board; Ministry of 

Education and Sports. 

Three copies of the report will be disseminated as follows: 

i. Uganda Nurses and Midwives Examination Board 

ii. Fort portal International Nursing School.  

iii. Kagadi Hospital 

iv. The researcher will keep a copy. 
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CHAPTER FOUR: RESULTS 

4.0 Introduction 

This chapter presents the findings of the study from a sample of 50 respondents. The results have 

been presented in line with the study objectives and illustrated using frequency tables, and pie 

charts.  

4.1 Demographic Characteristics  

Table 1: Demographic characteristics (n=50) 

DEMOGRAPHIC VARIABLES FREQUENCY PERCENTAGE 

Age of respondents    

Below 15 years  5 10 

15-20 years 12 24 

21-25 years 13 26 

26-30 years 15 30 

Above 30 years 5 10 

Total 50 100% 

Tribe of respondent    

Munyoro 37 74 

Muganda 3 6 

Alur 6 12 

Other 4 4 

Total  50 100 
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Marital status of respondents    

Married 31 62 

Not married 19 38 

Total  50 100 

Occupation of respondents    

Business 18 36 

Farmers  25 50 

Formally employed 7 14 

Total  50 100 

Source: primary data  

The study revealed that a significant fifteen (30%) of respondents were between 26 -30 years of 

age while a few 5(10%) were above 30 years.  

It was revealed that majority 37(74%) of respondents were Banyoro by tribe while a few 4(8%) 

belonged to other tribes.  

By marital status, most 31(62%) of the respondents were married while a few 19(38%) were not 

married. 

Half 25(50%) of the respondents were farmers while a few 7(14%) were formally employed.  
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4.2 Socio-Demographic Factors 

Table 2: Showing respondents age at the time of marriage (n=50) 

Response Frequency Percentage 

Below 15 years 14 8 

16-20 years 19 38 

21-25 years 13 26 

26 and above 4 8 

TOTAL  50 100 

Source: primary data  

A significant number nineteen (38%) of the respondents were 16-20years at the time they got 

married while a few 4(8%) were 26 and above by the time they got married.  

Figure 1: Showing the respondent’s age at the time of first birth (n=50) 

 

Source: primary data  

20(40%)

12(24%)

7(14%)

11(22%)

Below 16 years

16-20 years

21-25 years

26 and above

KEY 



24 
 

Less than half twenty (40%) of the respondents were below 16 years at the time of their first 

birth while a few 7(14%) were 21-25 years. 

Table 3: Showing whether respondents have any history of rape (n=50) 

Response Frequency Percentage 

Yes 3 6 

No 47 94 

Total  50 100 

Source: primary data  

Majority forty seven (94%) of the respondents revealed that they don’t have any history of rape 

while a significant number 3(6%) of the respondents revealed that they have a history of rape.  

Table 4: Showing respondents level of education attained (n=50)  

Response Frequency Percentage 

No formal education  7 14 

Primary level 27 54 

Secondary level  12 24 

Tertiary level  4 8 

Total 50 100 

Source: primary data  

Slightly more than half 27(54%) of the respondents had completed primary level of education 

while a few 4(8%) of the respondents had attained tertiary level of education.  
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Table 5: Showing whether respondents have ever delivered a dead child (n=50) 

Response Frequency Percentage 

Yes 4 8 

No 46 92 

Total 50 100 

Source: primary data  

Majority forty six (92%) revealed that they have never delivered a dead child while a few 4(8%) 

revealed that they have ever delivered a dead child. 

A significant 4(8%) of the respondents who agreed that have delivered a dead child revealed that 

it was caused by delay of being attended to by the health workers and delay to push out the baby.  
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4.3 Health System Related Factors 

Table 6: Showing the type of facility where respondents deliver from (n=50) 

Response Frequency Percentage 

Government owned hospital 22 44 

Private owned hospital 11 22 

Missionary hospital 10 20 

Clinic 4 8 

TBA 3 6 

Total 50 100 

Source: primary data  

Less than half twenty two (44%) of the respondents revealed that they deliver from a government 

owned hospital while a significant 3(6%) revealed that they deliver from a TBA.  

Table 7: Showing how long respondents waiting at the health facility to be attended to 

(n=50) 

Response Frequency Percentage 

Below 2 hours 15 30 

Between 2 hours and 4 hours 27 54 

Above 4 hours 8 16 

Total 50 100 

Source: primary data  
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More than half twenty seven (54%) of the respondents revealed that they wait Between 2 hours 

and 4 hours at the facility to be attended to while  a significant 8(16%) revealed that they wait 

above 4 hours.  

Table 8: Showing how long respondents travel to reach the health facility (n=50) 

Response Frequency Percentage 

5kms and below 22 44 

Above 5kms 28 56 

Total 50 100 

Source: primary data  

More than half 28(56%) of the respondents revealed that they walk above 5kms to reach the 

health facility while a significant 22(44%) revealed that they walk 5kms and below. 

Table 9: Showing whether respondents were told that they have an abnormality with their 

pregnancy during ANC Visit (n=50) 

Response Frequency Percentage 

Yes 5 10 

No 45 90 

Total 50 100 

Source: primary data  

Majority forty five (90%) of the respondents revealed that they were not told that they have an 

abnormality with their pregnancy during ANC Visit while a significant 5(10%) revealed that 
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they were told that their pregnancy had an abnormality of a baby being with a big head 

(hydrocephalus).   

Table 10: Showing who made a decision of where the respondent delivered from (n=50) 

Response Frequency Percentage 

Mother-in-law 3 6 

Husband 39 78 

My self 8 16 

Total 50 100 

Source: primary data  

Majority thirty nine (78%) of the respondents revealed that it is the husband who made the 

decision on the place of delivery while a significant 3(6%) revealed that was the mother in law.  

4.4: Obstetric Factors.  

Figure 2: Showing the mode of delivery for the previous pregnancy (n=50) 

 

Source: primary data  
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Majority thirty (70%) revealed that they delivered by vaginal delivery.   

A significant 15(30%) of the respondents revealed that they delivered by caesarean section due 

to failure to push the baby (obstructed labor).  

Table 11: Showing whether respondents attended antenatal care (n=50) 

Response Frequency Percentage 

Yes 45 90 

No 5 10 

Total  50 100 

Source: primary data  

Majority forty five (90%) of the respondents revealed that they attended antenatal care while a 

few 5(10%) never attended antenatal care because majority had trust in Traditional Birth 

attendants more than the trained midwives.  

Table 12: Showing the number of times respondents attended antenatal care (n=50)  

Response Frequency Percentage 

At least 4 times 23 46 

Less than 4 times 27 54 

Total  50 100 

Source: primary data  

More than half twenty seven (54%) revealed that they attended antenatal care less than 4 times 

while less than half 23(46%) revealed that they attended antenatal care At least 4 times. 
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Table 13: Showing whether respondents had a delivery plan (n=50) 

Response Frequency Percentage 

Yes 38 76 

No 12 24 

Total  50 100 

Source: primary data  

Majority thirty eight (76%) of the respondents revealed that they had a delivery plan while a 

significant 12(24%) had no delivery plan.  

Table 14: Showing respondents’ duration of labour (n=50) 

Response Frequency Percentage 

Below 24 hours  29 58 

Above 24 hours  21 42 

Total  50 100 

Source: primary data 

Slightly more than half twenty nine (58%) of the respondents revealed that their duration of 

labour was below 24 hours while less than half 21(42%) of the respondents revealed that their 

duration labor was above 24 hours.  
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Table 15: Showing whether respondents have history of VVF repair (n=50) 

Response Frequency Percentage 

Yes   4 8 

No  46 92 

Total  50 100 

Source: primary data 

Majority forty six (92%) of the respondents revealed that they don’t have any history of VVF 

repair.  

A significant 4(8%) of the respondents revealed that they had a previous history of VVF which 

could have caused the reoccurrence of VVF.  
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CHAPTER FIVE: DISCUSSION, CONCLUSION, RECOMMENDATIONS 

5.0 Introduction 

This chapter presents the discussion, conclusion and recommendations regarding a study about 

assessing the factors contributing to increased cases of vesicle vaginal fistula among women of 

child bearing age a case study in post natal ward Kagadi district hospital, Kagadi district. The 

results are presented under the study objectives. 

5.1 Discussion 

5.1.1 Demographic characteristics of respondents. 

The study findings revealed that a significant fifteen (30%) of respondents were between 26 -30 

years of age. This implies that they were old enough to produce a baby vaginally without any 

difficulties.  

The study findings further revealed that majority 37(74%) of respondents were Banyoro by tribe, 

most 31(62%) of the respondents were married while Half 25(50%) of the respondents were 

farmers by occupation.  

5.1.2 Socio-Demographic Factors 

The study findings revealed that a significant number nineteen (38%) of the respondents were 

16-20 years at the time they got married. The younger woman whose body was not yet well 

formed to allow normal delivery most times their pelvis are not adequate enough to allow easy 

passage of the baby hence leading to complications in labor like obstruction which may result in 

vesicle vaginal fistula. Therefore this implies that age at marriage is a factor that determines 
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vesicle vagina fistula. This is in line with Andargie and Debu (2017) in a recent study to examine 

factors associated with the prevalence of obstetric fistula in Ethiopia where he found that women 

whose first marriage fell between the ages of 15 and 19 years old were 87.4% less likely to 

develop obstetric fistula than those whose first marriage was at an age ranging above 15 years of 

age. In the same study the researchers indicated that women who first married at age ranging 

between 20 to 24 years old were 81% more likely to experience obstetric fistula than those who 

were married before the age of 15 when controlling for other variables in the logistic model. 

The study findings revealed that most twenty (40%) of the respondents were between were 

below 16 years at the time of their first birth. This implies that age at first birth determines the 

prevalence of vesicle vagina fistula where by producing at an early age is associated with 

obstructed labor. This is in line with Andargie & Liga, (2017) who revealed that Among the 

socio-economic factors of obstetric fistulas, age at first marriage, age at first birth, educational 

status, wealth index and employment status have all been found to have a significant effect on 

the incidence of obstetric fistula.  

The study findings revealed that majority 47(94%) of the respondents didn’t have any history of 

rape. Although rape to some extent contributes to vesicle vaginal fistula, in this study most 

respondents were not victims of rape and hence a significant factor in the occurrence of fistula in 

my study sample. A smaller percentage had rape related fistula which agrees Alie, (2021) in a 

study in DRC which revealed that 24 (4%) had fistula related to sexual assault: 5 (0.8%) directly 

from forced penetration with foreign objects and/or gang rapes; 6 had a fistula before they were 

raped; 9 had iatrogenic fistulas following inappropriate instrumentation to manage rape - induced 

spontaneous abortion or stillbirth, or after abdominal hysterectomy 
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 The study findings revealed that slightly more than half 27(54%) of the respondents had 

completed primary level of education. Women with a low level of education have less 

knowledge about dangers of delivering from traditional birth attendants since they are not trained 

on management of obstetric conditions which may predispose mothers of low education 

background to acquire vesicle vaginal fistula.  This is in agreement with Bello et al., (2020) in a 

study in Ethiopia found that the highest prevalence of fistula  was observed for women who had 

no education (19.4%). This is similar to results from Congo where a high number of our patients 

with fistula in this study had a very low level of education (Nsambi et al., 2020). 

5.1.3 Health System Related Factors 

The study findings revealed that majority twenty two (44%) of the respondents delivered from a 

government owned hospital which at times has a low staffing with overwhelming numbers of 

mothers giving birth hence causing delays to access quick health services. This implies that place 

of delivery is also a determinant factor to developing vesicle vaginal fistula. This is in agreement 

with Adelman, & Wall (2017) in a study to examine the determinant factors associated with the 

prevalence of obstetric fistula in Ethiopia, where it was indicated that women who delivered their 

babies in health centers were 80.3% less likely to experience obstetric fistula compared to their 

counterparts who delivered their babies from home, adjusting for other variables in the model. 

He further found that place of delivery has a significant link with the incidence of obstetric 

fistula. 

The study findings revealed that slightly more than half twenty seven (54%) of the respondents 

wait between 2 hours and 4 hours at the facility to be attended to since most government 

facilities are not well equipped with essential equipments like theatre equipments used during 
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management of obstetric conditions. In case of obstructed labor delay would cause death of 

tissue where obstruction has occurred which would later lead to tissue necrosis and hence fistula 

formation. This implies that there was poor management of labor at the health facility since 

mothers in labour spend more time unattended to. This is in agreement with (Paluku & Carter, 

2015) who revealed that Poor management of prolonged obstructed labor is known to be a 

primary cause of obstetric fistula in developing countries. Generally lack of timely access to 

quality emergency obstetric care is among the leading factors to formation of VVF, especially 

lack of skilled birth attendants to perform safe caesarian sections and delayed decision-making to 

perform a caesarean section when labor is obstructed. 

The study findings revealed that more than half 28(56%) of the respondents walk above 5kms to 

reach the health facility. This implies that there was limited accessibility to the nearest health 

facility which lead to delays in seeking immediate care. This is in agreement with Lyimo & 

Mosha (2019) who indicated that inaccessibility or unaffordability of public transportation to 

access a health care facility is among the causes of delay in seeking treatment among women in 

labour. Many women reached treatment centers using motorcycles or walked long distances, and 

some even used other means of transportation. However, a woman who is already in labor that 

may have already been prolonged may not have a chance if an emergency obstetric care center is 

distance away. 

5.1.4 Obstetric Factors.  

The study findings revealed that majority thirty (70%) delivered vaginally and a significant 

15(30%) caesarean section was opted due to younger age associated with immature pelvis and 

more at risk of obstructed labor which causes vesicle vaginal fistula. This implies mode of 
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delivery is a determinant factor for vesicle vaginal fistula. This is in line with a study by Alie, 

(2021) who indicated that  younger age at first delivery is also associated with fistula. This could 

be due to physical maturity being the main factor for the occurrence of fistula. This could be due 

to younger and early adult age women were immature pelvis and more at risk of obstructed labor 

that results in obstetric fistula. Another possible reason could be that younger and early adult age 

girls and women had poor maternal health service utilization.  

The study findings revealed that majority forty five (90%) of the respondents attended antenatal 

care. Attending Antenatal care helps to detect any abnormalities like cephalopelvic 

disproportionate due to big baby or inadequate pelvis, abnormal lies and presentations which 

cause obstruction during labor hence predisposing the mother to get vesicle vaginal fistula if 

there is no quick interventions. This implies that attending antenatal is to a smaller extent a factor 

leading to vesicle vaginal fistula as most mothers indicated to have attended antenatal care. This 

is in agreement with Ugochukwu et al., (2015) who indicated that developing fistula was not 

predicted by attending antenatal care or not  .However, a study in Afghanistan found that the 

odds of women experiencing obstetric fistula among those who had taken antenatal care visits for 

7 days and above during pregnancy was 87.1% less likely to occur compared to women who had 

no antenatal care visit (Samad et al., 2021).  

The study findings revealed that slightly more than half twenty nine (58%) of the respondents 

their duration of labour was below 24 hours while less than half 21(42%) revealed that their 

duration of labor was above 24 hours which was prolonged labor. Prolonged labour lead to 

emergence of birth complications such as tissue damage and therefore resulting in cutting off 

blood supply. This implies duration of labor is a determinant of vesicle vaginal fistula. This is in 

agreement with Barageine et al., (2015) in a study in Kenya which indicated that Majority of 
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respondents attributed prolonged labour as an associated risk factor for occurrence of VVF. This 

would be because prolonged labour may lead to emergence of birth complications such as 

damage to tissues and therefore resulting in cutting of blood supply. Obstructed labor with 

unrelenting pressure on the baby’s head against the pelvis greatly reduces blood flow to the soft 

tissues surrounding the bladder, vagina and rectum. 

5.2 Conclusion  

Among the socio-demographic Factors, age at marriage, age at time of birth, history of rape and 

level of education had a relationship with vesicle vaginal fistula. Among Health System Related 

Factors, place of delivery, waiting hours at the hospital and distance to the health facility had a 

relationship with vesicle vaginal fistula. Among the obstetric factors associated with vesicle 

vaginal fistula included attending antenatal care, mode of delivery and duration of labour.  

5.3 Recommendation  

To the ministry  

The government through the ministry of health should put much more emphasis on the 

implementation of the policy of “no marriage before 18 years”. This should not only apply to 

those who have come to report to police but the village chairpersons can do active check and 

ongoing surveillance to discourage early marriages. 

The government should improve the accessibility of health facilities through improvement of 

roads, and implementing 5 kilometre radius. This will help to detect abnormalities during 

pregnancies hence timely interventions. 
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To the district  

Sensitization of mothers should be done about the causes of VVF and involve parents against 

early marriages since age was found to be statistically significant in the VVF occurrence. 

To the health facility  

The health care providers should provide necessary information regarding the occurrence of 

VVF. They should ensure they discourage practices that are related to development of VVF such 

harmful cultural practices and ensure barriers associated with delayed access to emergency 

obstetric care are addressed.  

5.4 Nursing Implication  

Health care practitioners need to carry out more sensitization and education on women of 

reproductive age on timely seeking of health care and attending antenatal care. This would help 

to eliminate on the prevalence of vesicle vaginal fistula.  
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APPENDIX III:            INFORMED CONSENT FORM (ENGLISH) 

Hello!  

Dear respondents my name is TUSIIME NASALI a student at Fort Portal International Nursing 

School. I kindly request you to lend me your attention to explain you about the study and how 

you have been selected as study participant.  

Purpose - To find out factors contributing to increased cases of vesicle vaginal fistula among 

women of child bearing age a case study in post natal ward Kagadi district hospital, Kagadi 

district. 

Procedure and duration: First of all I selected you to take part in this study purposely. There 

are different questions to answer. Interview questionnaire will be used which will be take 15-20 

minutes.  

Risks: The risks of being participating in this study are very minimal, only taking few minutes. 

Benefit: At this moment you may not get any direct benefit by being involved in this study but 

the information you provide is very important to solve problems concerning HMIS and other 

related problems.  

Confidentiality: The information that you provide us will be confidential. The questionnaire 

will be coded to exclude showing your name on questionnaire and consent form.  

Rights: Participation in this study is fully voluntary. You have the right to declare not to 

participate in this study and you have the right to with draw from participating at any time.  

Contact address: If there is any questions or unclear idea any time about the study or the 

procedures, do not hesitate to contact and speak to Researcher at Fort Portal International 

Nursing School. 

I have read this form and I comprehend and understand all condition stated above.  

Therefore consent to participate in the study 

Respondent’s signature ______________________date _____________________________ 

Thank you 
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APPENDIX IV                  DATA COLLECTION TOOL 

SERIAL NO …………………………………... DATE………………………….. 

SECTION A: DEMOGRAPHIC FACTORS 

 1. What is your age?  

a) Below 15 years  

b) 15-20 years  

c) 21-25 years  

d) 26-30 years 

e) Above 30 years  

2. What is your tribe? 

a) Munyoro  

b) Muganda 

c) Alur 

d) Other……………………. 

 3. What was your marital status at the time of giving birth?  

a) Married  

b) Not married  

4. What is your religion?  

a) Christian  

b) Moslem   

c) Others (specify)……………………………………………………………..  
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5. What is your highest level of education attained?  

a) None 

b) Primary  

c) Secondary  

d) Tertiary / vocational/ university  

6. Are you employed  

a) Yes  

b) No  

7. What was your occupation (source of income) at the time of giving birth? 

a) Farmer  

b) Business  

c) Formally employed 

8. If yes, what is your main source of income (only one)……………………….…………… 

 9. What was your level of income monthly at the time of giving birth? 

a) 10,000-100,000  

b) 110000-200,000  

c) Above 200,000  

SECTION B:SOCIO-DEMOGRAPHIC  FACTORS  

10. How old were you when you got married?  

a) Below 15 years 
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b) 16-20 years  

c) 21-25 years  

d) 26 and above  

11. What age were you when you first gave birth?  

a) Below 15 years 

b) 16-20 years  

c) 21-25 years  

d) 26 and above  

12. Do you have any history of rape? 

a) Yes  

b) No 

 13. What is the highest level of education attained?  

a) No formal education  

b) Primary level 

c) Secondary level  

d) Tertiary level  

14. How many pregnancies have you ever had?............................................................  

15. How many abortions have you ever had?................................................................  

16. Have you ever delivered a dead child?  

a) Yes 

b) No  
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 SECTION C: HEALTH SYSTEM RELATED FACTORS 

 17. What type of facility did you deliver from? 

a) Government owned hospital  

b) Private owned hospital  

c) Missionary hospital 

d) Clinic  

e) TBA 

18. How long did you take at the health facility while waiting to be attended to?  

a) Below 2 hours  

b) Between 2 hours and 4 hours  

c) Above 4 hours  

19. What is the distance between your place of residence and the health facility? 

a) 5kms and below  

b) Above 5kms  

20. If you attended ANC, were you told that you have any abnormality with your pregnancy?  

a) Yes 

b) No  

21. If Yes in No. 2o above, what abnormality…………………………………………………… 

22. If you attended ANC, were you told that the baby had any abnormality?  

a) Yes  
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b) No  

23. If yes in No. 22 above, what abnormality?  

………………………………………………………………………………………………… 

24. Who made a decision of where you delivered from?  

a) Mother in law  

b) Husband  

 Any other care-taker, please specify…………………………………………………..……  

 SECTION D: OBSTETRIC FACTORS  

25. What was the mode of delivery of the previous pregnancy? 

a) Caesarean delivery 

b) Vaginal delivery 

26. Did you attend antenatal care?  

a) Yes 

b) No  

27. If yes, how many times did you attend antenatal care?  

a) At least 4 times  

b) Less than 4 times  

28. During antenatal care were you told about the baby’s presentation?  

a) Yes  
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b) No  

29. Did you have a delivery plan?  

a) Yes 

b) No  

30. What was the duration of labour?  

a) Below 24 hours  

b) Above 24 hours  

31. Do you have any history of VVF repair? 

a) Yes  

b) No 

GOD BLESS YOU 
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APPENDIX V:  MAP OF UGANDA SHOWING LOCATION OF KAGADI 
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APPENDIX VI:  INTRODUCTORY LETTER 

 


