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Preface

Despite its devastating impact on the lives of girls and women, obstetric stula
is still largely neglected in the developing world. It has remained a hidden
condition, because it affects some of the most marginalized members of the
population poor, young, often illiterate girls and women in remote regions of
the world.

On a global scale, the continued incidence of obstetric stula in low-resource
settings is one of the most visible indicators of the enormous gaps in maternal
health care between the developed and developing world. Obstetric stula still
exists because health care systems fail to provide accessible, quality maternal health
care, including family planning, skilled birth attendance, basic and emergency
obstetric care, and affordable treatment of stula. In addition, social systems are
failing to provide a safety net for girls and women.

Thankfully, stula has recently begun to gain international attention. Efforts to
prevent and treat stula have, until now, been primarily conducted by dedicated
individuals who have worked with very limited political, nancial or institutional
support. Now, however, there is a growing global momentum to reduce drastically
the incidence of obstetric stula. Today, everyone working in reproductive and
maternal health has the opportunity to make changes that will turn despair into
hope, and restore dignity to the millions of girls and women living in shame and
poverty.

No woman should have to endure a condition which is both preventable and
treatable. Our long-term goal should be to make stula as rare a problem in
the developing world as it is in the developed world. I hope this manual on

stula prevention and management will promote increased coverage of the
recommended interventions, and become an integral part of the international
Campaign to End Fistula.

Joy Phumaphi

Assistant Director-General
Family and Community Health
World Health Organization
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Understanding the problem and
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Terefas story

Terefa is fourteen years old. She lives in a small village in Africa, more than
200 km from the country s capital. She is the sixth child in a family of eight
children and has never been to school. Her father, a farmer, did not have
enough money to send all of his children to the village school. The older
children two boys thus bene ted from schooling, while Terefa stayed at
home to help her parents to survive. Her chores were to gather rewood,
draw water and help work the elds.

When she was thirteen, her father married her to one of his friends who was
a little better off. Terefa could only accept this marriage and, a few months
later, she became pregnant. Throughout her pregnancy she continued
working, as if nothing had changed. The closest antenatal clinic was a few
dozen kilometres from her house, but she didn t go to it because she didn t
have money to pay for transport. Also, everyone in the village said that
pregnancy was not an illness and that the other women had always given
birth without any problems, so why shouldn t she?

Terefa s husband and mother-in-law let the village traditional birth attendant
know when labour started. The contractions became more and more violent,
and more and more painful, but the baby did not seem to want to come out.
Terefa saw the sun rise and set three times. She was exhausted by the long
ordeal. The village birth attendant tried to speed up events, rstwith herbal
potions, then by inserting various substances into the vagina and, nally, by
making incisions with a rusty knife in her vagina, but nothing worked.

The village elders then met to take a decision: Terefa had to be sent to the
health centre. It took several hours to collect the necessary money, transport
Terefa in a cart to reach the road and nd a driver to take her to the town.
Terefa was afraid, for she knew no one there and wondered how she, a simple
peasant, would be received.

At the health centre she was examined by a midwife. The midwife was not
happy that Terefa had come so late and told her that the baby was dead, but
that an operation was required. As the doctor who performed caesarean
sections was away for several days for a training course, she had to go to
another hospital.

After the operation, Terefa realized that she couldn t retain her urine. Back
at the village she was ashamed because she had lost her child, was constantly
wet and continually gave off the smell of urine. Seeing that the situation did
not improve, her husband rejected her and chose another wife and, little by
little, the entire village turned its back on her.

Since then Terefa and her mother have lived in a tent at the edge of the
village. The two women subsist on charity, but Terefa s health is becoming
a little more precarious every day. No one knows how much longer she will
survive.




1 Introduction

In an unequal world, these women are the most unequal among unequals. *

Living in shame

Millions of girls and young women in resource-poor countries are living in
shame and isolation, often abandoned by their husbands and excluded by
their families and communities. They usually live in abject poverty, shunned
or blamed by society and, unable to earn money, many fall deeper into
poverty and further despair.

The reason for this suffering is that these young girls or women are living
with an obstetric stula (OF) due to complications which arose during
childbirth. Their babies are also probably dead, which adds to their
depression, pain and suffering.

An OF is an abnormal opening between a woman s vagina and bladder
and/or rectum, through which her urine and/or faeces continually leak.
Naturally these women are embarrassed that they are unable to control
their bodily functions, that they are constantly soiled and wet, and that

they smell. Their pain and shame may be further complicated by recurring
infections, infertility, damage to their vaginal tissue that makes sexual
activity impossible and paralysis of the muscles in their lower legs which may
require the use of crutches, if any are available.

The greater tragedy is that these OF can largely be avoided by delaying the
age of rst pregnancy, by the cessation of harmful traditional practices and
by timely access to maternal and obstetric care. They can be repaired by
simple surgery.

The burden of suffering

The development of OF is directly linked to one of the major causes of
maternal mortality: obstructed labour. This is labour where the mother s
pelvis is too small to enable the baby to be delivered without help. The
labour can last many days and often results in the death of both the mother
and the baby. Should the mother survive, she will probably develop a stula
and her baby will most likely be dead. With access to skilled maternal care,
such labour can be predicted, identi ed and treated.

Worldwide each year more than half a million healthy young women die
from complications of pregnancy and childbirth. Virtually all such deaths
occur in developing countries (2). The World Health Organization (WHO)
estimates that, globally, over 300 million women currently suffer from
short- or long-term complications arising from pregnancy or childbirth,
with around 20 million new cases arising every year (3). Problems include
infertility, severe anaemia, uterine prolapse and vaginal stula.

Worldwide, obstructed labour occurs in an estimated 5% of life births and
accounts for 8% of maternal deaths (4). Adolescent girls are particularly
susceptible to obstructed labour, because their pelvises are not fully
developed.
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Throughout the world, but mainly in parts of sub-Saharan Africa and Asia, it

is conservatively estimated that more than 2 million young women live with
untreated OF. It has also been estimated that between 50 000 and 100 000 new
women are affected each year (5). It is probable these gures are underestimates
but it has been impossible to determine the true burden of suffering to date. Not
only has there been generally a lack of commitment in addressing and resolving
this problem, but also these young girls or women tend to live with their fear and
stigmatization in silence and isolation, unknown to the health-care system.

Some in-depth studies serve to support the widely held belief that the true number
of women living with untreated stula and suffering the consequent pain and
degradation may have been underestimated, suggesting that there may be between
100 000 and one million women living with stula in Nigeria alone (6) and over 70
000 in Bangladesh (7,8). Other studies in Ethiopia, Nigeria and other parts of West
Africa estimate the incidence of stulato be 1 10 per 1 000 births(6). In Ethiopia
it is estimated that 9 000 women annually develop a stula, of which only 1 200 are
treated (9).

Unless they have access to a hospital that provides subsidized treatment and care,
women may live with the stula until they die, often at a very young age, from
complications of their stula. Such women often receive no support from their
husband or family members. At the Addis Ababa Fistula Hospital, 53% of the
women had been abandoned by their husbands, and one woman in every ve said
that she had to beg for food to survive (10). In India and Pakistan, some 70% to
90% of women with stula had been abandoned or divorced, according to limited
hospital studies (11). It is not surprising, therefore, that some women can no
longer cope with the pain and suffering, and resort to suicide (10).

The causes of OF

Physical causes

Obstetric stula are predominantly caused by a very long, or obstructed, labour
which can last several days or even, sometimes, over a week before the women
receives obstetric care or dies. If labour remains obstructed, the unrelenting
pressure of the baby s head against the pelvis can greatly reduce the ow of
blood to the soft tissues surrounding the bladder, vagina and rectum. If the
mother survives, this kind of labour often ends when the fetus dies and gradually
decomposes enough to slide out of the vagina. The injured pelvic tissue also rots
away, leaving a hole, or a stula, between adjacent organs.

If the woman had received timely care, the baby would have been delivered by
a caesarean section, and both the mother and baby would most probably have
survived.

Rarer causes of stula are from sexual abuse and rape, the complications of unsafe
abortions and surgical trauma (most commonly, injury to the bladder at caesarean
section). Gynaecological cancers and/or related radiotherapy treatment can also
cause this condition, although this is rare in developing countries.

Lack of access to maternity care

In developed countries, both obstructed labour and OF are medical problems
which are largely in the past. This is because problems with labour may be
anticipated during antenatal care and a dif cult labour that may become
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obstructed can be identi ed by the use of the partograph, and a caesarean section
can be performed.

In resource-poor countries, the reality is different. In these countries the vast
majority of the women who die, or who develop stula during childbirth, do so
because they did not receive the health care that they needed. This may be due to
a lack of basic health-care provision or through, for whatever reason, an inability to
access the local health-care services.

The need for skilled care

Skilled care before and after birth, and particularly during labour, can make the
difference between life and death for women and their babies, and can help to
prevent OF. Yet only half of the women in developing countries receive assistance
from a skilled attendant during delivery (4). The WHO publication, Global action for
skilled attendants for pregnant women (12), sets out the evidence and responsibilities
for increasing access to skilled professionals at delivery as well as identifying

steps to maximize the effectiveness of current staff in countries where trained
professionals are scarce.

Availability of facilities

Accessing suitably equipped facilities for antenatal care and safe childbirth is
usually dif cult, especially in rural settings where health centres able to provide
basic emergency obstetric care' may be 70 kms away, and there is no easy or
affordable form of transport. Even where such centres exist, there is often a
lack of accessible referral facilities further away that can provide comprehensive
emergency obstetric care' such as a caesarean section.

Assessments of basic and comprehensive emergency obstetric care in a number
of anglophone and francophone African countries, conducted recently by
United Nations Population Fund (UNFPA) and United Nations Children s Fund
(UNICEF), found that each country had one comprehensive emergency obstetric
facility per 500 000 inhabitants, but none had the required number of facilities
for basic emergency obstetric care (13). Further, only 8.2 35% of women with
complications in labour received care at an appropriate facility.

Even if women manage to travel to these facilities, they are often required to
provide their own surgical gloves, dressings etc., for a clean delivery and may be
required to pay of cial and, often, unof cial costs. For a poor family living in
extreme poverty, the costs of an emergency caesarean section can be crippling;
some families cannot afford them, or are left in debt for many years (14). A recent
study in rural Tanzania estimated the average cost of an emergency caesarean
section at US$135, compared to the average family annual income of US$115 (15).

Improving access to timely obstetric care is the most important rst step that
can be taken to prevent stula from occurring in the rst place. The problems

' Basic emergency obstetric care (BEmOC) includes the availability of parenteral antibiotics, oxytocics,
treatments for eclampsia, assisted vaginal delivery (vacuum extraction), manual removal of placenta
and removal of retained products (MVA).

't Comprehensive emergency obstetric care (CEmOC) should include all elements of Basic emergency
obstetric care (BEmOC) plus 24 hour facilities, caesarean section and blood transfusion.
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in accessing maternity care that can lead to maternal death or complications are
commonly referred to as the three-delays. (16). Fistula can develop because of
any one of these:

1) adelay in deciding to seek care caused by community or sociocultural factors,
by being unaware of the need for care, or of the warning signs of problems;

2) adelay in reaching a health-care facility, perhaps because of transport
problems, distance or cost; and

3) adelay in receiving adequate care at the facility, because resources (human,
equipment, etc.) may not have been available, or the care provided was
inadequate or harmful.

Lack of knowledge about, or facilities for, stula repair

Once they occur, OF require surgical repair; they usually cannot heal by
themselves. The principles for this are described in Chapter Three on surgical
repair. Over 90% of women can be cured with one operation and can resume an
active and ful lling life, including having further children.

However many women and/or their families, especially those who lacked skilled
care during delivery, may not even know that a treatment exists for stula.

And these services, when they exist, are often too far away or too expensive. In
some developing countries, a few specialized stula hospitals or services exist,
particularly in parts of Ethiopia, Nigeria, Pakistan, Sudan and Tanzania. But most
doctors lack training in  stula repair, and most hospitals and clinics are unable to
treat stula successfully.

Underlying social causes

Most stula occur among women living in poverty in traditional cultures, where a
women s status and self-esteem may depend almost entirely on her marriage and
ability to bear children.

Poverty

While the immediate causes of OF are obstructed labour and a lack of emergency
obstetric care, pervasive poverty is an important underlying cause. Women who
suffer from OF tend to be impoverished, malnourished, lack basic education and
live in remote or rural areas. Two epidemiologic studies of stula have found that
over 99% of women undergoing repair were illiterate (17,18).

In sub-Saharan Africa the incidence of OF has been estimated to be about 124
cases per 100,000 deliveries in rural areas, compared with virtually no cases in
major cities (19). Like many other women in remote areas of poor countries, most
women who develop untreated stula give birth at home, without assistance from
skilled birth attendants.

Early marriage and childbirth

The traditional practice of early marriage contributes to a risk of obstructed
labour and stula. In parts of sub-Saharan Africa and South Asia, where OF is most
common, women often marry as adolescents, sometimes as young as ten years of
age, and many become pregnant immediately thereafter, before their pelvises are
fully developed for childbearing. In Ethiopia and Nigeria, for example, over 25%
of stula patients had become pregnant before the age of 15, and over 50% had
become pregnant before the age of 18 (20). Fistula formation is also more likely
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to follow a rst labour (21) and often these girls and women may have been the
victims of forced marriages. Many adolescent girls in developing countries may also
be undernourished and underweight, thus compounding the risks (7).

Too early marriage, inadequate family planning and birth spacing

In many traditional communities early marriage and childbearing, and large
families, are the norm. There is little awareness of the need to delay the rst
pregnancy, or to space pregnancies well apart to enable the mother to recover and
gain strength before a subsequent pregnancy. However, health services alone are
unable to respond to these problems. Deeply embedded cultural and social values,
and systems of beliefs, continue to form barriers which prevent young women from
being able to manage their own lives and bodies. Changes in social and cultural
attitudes, and enabling legislation to protect the rights of the health of adolescent
girls, are also needed to help women delay their rst pregnancy until they are
physically able to deliver safely.

It has been estimated that up to 100,000 maternal deaths could be prevented

each year if women who do not wish to become pregnant had access to, and used,
effective contraception (22). The number of stula that could be prevented by

the availability of family planning must therefore be considerably higher. The
Department for International Development (DFID) in the United Kingdom

of Great Britain and Northern Ireland (UK) estimates that delaying the age of
marriage and rst birth, preventing unwanted pregnancy and eliminating unsafe
abortion will avert one-third of maternal deaths. Further, DFID estimates that birth
spacing and prevention of pregnancy in very young women may reduce neonatal
mortality by one quarter (23).

The role and status of women

The low status of women, particularly young women just after marriage, plays a
fundamental part in stula development. Some women are denied access to care,
or actually harmed, due to cultural beliefs and traditional practices. Some women
may live in seclusion and, for many, the responsibility to decide to seek health care
in pregnancy, or even after prolonged labour, falls to the husband or other family
members, including the mother-in-law. When these women fail in their perceived
duty to bear live children and, still worse, develop the stigmatizing condition of OF,
they are often rejected by their husband s family and have no means of subsistence.
They are usually immediately divorced and left to fend for themselves.

Harmful traditional practices

Harmful traditional practices, such as female genital cutting or mutilation (FGC
or FGM), also contribute to the risk. Such cutting is usually carried out under
unsanitary conditions, often by removing large amounts of vaginal or vulval tissue,
thus causing the vaginal outlet and birth canal to become constricted by thick
scar tissue. These practices increase the likelihood of gynaecological and obstetric
complications, including prolonged labour and stula. Although there are few
reliable statistics available, these practices may increase the likelihood of such
complications by up to seven times.

Harmful cutting before or during labour by unskilled birth attendants also
contributes to stula formation. In some countries, a traditional midwife or barber
uses a sharp instrument, such as a knife, a razor blade or a piece of broken glass,
to make a series of random cuts in the vagina in an attempt to either prepare the
vagina for delivery or, during labour, to remove the obstruction and make way for
the baby. These practices may explain as many as 15% of stula cases in some parts
of Africa (14).
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Sexual violence

While most stula cases in developing countries stem from obstetric causes,
others result from direct tearing caused by rape or vaginal trauma. For example,
at the Addis Ababa Fistula Hospital, which treats about 1,200 stula cases per
year, a study found that over a six-year period, 91 stula cases were caused by rape
or sexual abuse within a marriage (25). It is dif cult to estimate the prevalence

of stula caused by sexual abuse, however, because many victims do not seek
treatment, often fearing stigmatization or lacking access to health care (26). In
wartime conditions, sexual violence is common, often used as tactic to intimidate
and control. Aid workers in war-torn areas have estimated that one woman in
every three is a rape victim and that the majority of new stula cases are caused by
rape (27).

Developing strategies: the time is now

Currently there is a worldwide effort to reduce maternal mortality in line with the
Millennium Development Goals (MDGs) to reduce maternal mortality by 75% by
2115 (28). This was restated and re-emphasized on World Health Day 2005, which
was dedicated to maternal and newborn health. The accompanying World Health
Report for 2005 was devoted entirely to advocating that more action should be
taken to save the lives of mothers and children.

As this chapter has shown, the determinants for both maternal deaths and OF are
the same. Thus strategies that are currently being designed to develop national
programmes to improve maternal and newborn health are directly linked to

those aimed at stula prevention and cure. There is no better time than now to
assimilate the stula prevention and treatment strategies, outlined in Chapter Two,
into an integrated maternal health strategy designed to ensure that all pregnant
women have safe deliveries and return home, with a healthy baby, to a loving and
supportive family.

UNFPA has published an in-depth background book, Obstetric Fistula: Ending

the Silence, Easing the Suffering, which provides more information on both the
international Campaign to End Fistula as well as much more in-depth information
on the problem and examples of good practice. Further information is available on
the UNFPA web site: www.unfpa.org/ stula.
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Principles for the development of a national
or sub-national strategy for the prevention
2 and treatment of obstetric stula

2.1 Introduction

As discussed in Chapter One, the factors that lead women to develop

OF are the same as those which cause maternal morbidity and mortality
as well as many newborn deaths. Preventive strategies to reduce one will
have a signi cant impact on the other. Any strategy for OF prevention and
treatment should, therefore, be an integral part of the national maternal
and neonatal health strategy, or the maternal and neonatal mortality
reduction plan. This is a particularly opportune moment for countries

to develop their own OF plans, as they are currently in the process of
developing and implementing strategies to reduce maternal and newborn
deaths in order to achieve the MDGs (1). It is also important that such plans
be integrated into broader reproductive health plans as well as national
development plans and poverty-reduction strategies.

The need for OF prevention and treatment services will vary greatly between
individual countries, and between regions or areas within one country.
Although policies and strategies to prevent and treat OF need to be adapted
with national support, in some circumstances they may need to be modi ed
at the local level to identify, address and overcome the particular constraints
due to circumstances in a particular area, or amongst speci c, local high-risk
populations.

Due to the variety of circumstances and barriers to care that need to be
overcome in countries, this chapter is not prescriptive. Instead it suggests
possible approaches and models for delivering preventive and treatment
services that a national OF strategy committee or regional sub-committees
may wish to consider.

The long-term goal of any national stula programme should be to:

Prevent women from developing stula through health promotion
and awareness, and the development of high-quality basic and
comprehensive maternal health services, available to all.

Ensure that all women living with stula have easy and early access to
skilled professionals able to repair simple stula and/or refer more
complex cases to more experienced colleagues.

Ensure that each girl s and woman s right to health, including
reproductive rights, which are closely linked with the prevention of OF,
are recognized and protected by the provision of an enabling policy and
regulatory environment.

The wider social determinants for the improvement of the general health of
girls and women may include, for example, addressing issues such as better
child and adolescent nutrition, recognizing a girl s right to education and
setting a minimum age for marriage. Health-system issues include providing
health education and access to modern methods for family planning as well
as easy access to maternity health services. Cultural barriers to be overcome
include enabling women to seek care without seeking authorization from
family or community members.
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None of these measures, clinical or social, will be easy to take, particularly in
resource-poor countries. However, it is possible to develop a realistic stula
programme with short- and medium-term goals that can be met in a step-by-step
manner, provided that there is continuing support at national, regional and local
levels.

2.2 Developing an OF prevention and treatment strategy

Developing a strategy will require a step-by-step, consistent approach. The elements
to be considered include:

1. Setting up a National OF strategy committee as an integral part of the national
maternal- and newborn-health strategy committee or task force.

2. Gathering available information on the prevalence and incidence of OF in
all parts of the country. Identifying any speci c local determinants, mapping
current preventive and curative service provision, and undertaking a needs
assessment to guide future policy development. In some countries existing
information may be enhanced by commissioning more speci c surveys, either
in facilities or at community level, as discussed later in this manual.

3. Based on these ndings, developing (within the national maternal and
newborn health strategy) a policy framework with realistic short-, medium-
and long-term objectives, with associated nancial costings and budget. The
programme will need to address the following:

a. strategies for OF prevention, including health promotion, family planning,
the provision of access to skilled care during pregnancy and childbirth, basic
and comprehensive emergency obstetric services, and an enabling legal and
policy framework;

b. provision of adequate facilities for OF repair and postoperative
rehabilitation;

c. building of a sustainable cadre of health-care workers trained in OF
prevention, management and repair.

4. Promoting and oversee the implementation of the policy, and advocate for
resources.

5. Regularly monitoring and evaluating the success and failures of the programme
and, in light of these ndings, modifying and re ning the programme
accordingly.

2.3 The national OF prevention and treatment policy committee

To date, the development of in-country OF treatment and prevention programmes
has been patchy. Experience in some countries has shown that the initial

work has been started by small groups of committed health professionals and
nongovernmental organizations (NGOs) working outside the formal health-system
structures and, for some, as their work developed it became part of mainstream
programming. However, without the support of national governments and rm
grounding within the formal health and social-care context, OF treatment and
prevention programmes will not become a routine part of the safe motherhood
initiative.
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As the principles for the prevention and treatment of OF are so closely aligned
to safe motherhood, the development of a national OF strategy should either

be part of the core work of the national Maternal and Newborn Health (MNH)
committee or undertaken by a sub-group reporting to the national committee.
The membership of the team should be multidisciplinary and multi-agency. The
team should be as small and easy to manage as possible, and should include, as a
minimum:

At least one representative from the national Ministry of Health (MoH) and, if
necessary, from local health agencies to represent speci c areas of need. The
Ministry of Women s Affairs, or its equivalent should also be represented, when
in existence.

Representatives from the leaders of professional organizations whose members,
once sensitized to the issues, can make a difference both in terms of promoting
good preventive and clinical practice as well as in ensuring that OF becomes

a mandatory part of all relevant undergraduate and post-graduate training
curricula. These may include nominees of the national societies of obstetricians
and gynaecologists, midwives, nursing, public health and health promotion as
well as academic institutions responsible for pre- and in-service training and
research.

Doctors and surgeons, midwives, nurses and social workers experienced in
working in the eld of OF prevention, surgery and rehabilitation.

An economist and a statistician.

Representatives from international and bilateral cooperation agencies, national
and international NGOs and private institutions involved in stula-service
provision, safe motherhood activities, community development or participatory
governance.

Representatives from women s and community based organizations.

All members of the team should be able to advocate powerfully for the need to
prevent and treat OF within their own constituencies and through the media, as
well as working together at the national level. The team should have a clear terms
of reference, well-de ned roles and responsibilities and the power and autonomy
to make decisions. Adequate resources and lines of communication should be
available to enable it to function effectively.

It is also necessary for the national committee to work closely with other
government departments and agencies. By working together, an aligned vision
can be formed which will be able to deliver the wider long-term objectives of
eradicating OF through health-promotion programmes and the provision of
adequate health-care services. Other wider determinants of health, including
poverty, transport, agriculture, education and the environment will also need to
be taken into consideration.

2.4 Collecting information

Ideally, different types of base-line information should be available to develop
and monitor OF prevention and treatment programmes. These include data
to determine the size of the problem and which particular groups of women
are affected (levels/numbers), data on underlying factors that directly cause or
contribute to the problem and which can lead to the identi cation of potential
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solutions (determinants and interventions), and information on which actions to
reduce the problem can be planned, carried out and assessed (progress). All this
type of information can also draw attention to the problem of OF (advocacy). No
single data-collection tool will be able to provide information to meet all of these
needs. This manual suggests a variety of methods which could be combined to help
design and direct such programmes with a cost-effective use of resources. However,
it should be borne in mind that the overall priority should be to take action as soon
as possible rather than waiting for the results of detailed and possibly costly studies
that may detract from such scarce resources as are available.

Before planning data collection to underpin OF policy development, it is
important that the national committee identify what types of information on

OF, maternal deaths and severe morbidity are already available. Health-care
planners, managers and professionals may have access to multiple sources and
types of information that should help to identify strengths and weaknesses in the
maternal health-care system, including the policy environment, and which they
can use in their planning and management activities. Population-based data, such
as demographic and health surveys, censuses and vital registration systems, can
provide information on the population as a whole, including data on the estimated
level of OF, maternal mortality, maternal-health coverage, and community
knowledge, attitudes and practices. Routine health information activities as well

as special surveys and maternal health needs assessments can provide health-
service related information, such as that on health-service infrastructure, available
resources, and current health-care practices in facilities.

Boxes 2.1 and 2.2, (pages 28-29) show lists of indicators that may help provide
some baseline data and could help those monitoring the success or limitations of
the programme.

A baseline needs assessment and service mapping

Building on the information that is already available, and before developing a
strategy for reducing the prevalence of OF and improving treatment services, it

is advisable to perform a needs assessment of the situation within the particular
country or region, because the data readily available may be scant, incomplete,
directed to maternal and newborn mortality and morbidity, and not speci cally
designed to provide information on the prevalence and unmet need for OF
services. This assessment should not only provide baseline estimates of the current
burden of women living with stula but also indicate the capacity of the existing
health-care system and maternal health services to care for these women, and
identify the speci c barriers to care faced by women from particular groups in
society or from speci c areas of the country. The information provided by the
needs assessment will thus enable policy-makers to devise realistic programmes to
reduce the impact of OF and to set reasonable milestones for achieving this.

Mapping existing services provides useful information to planners and policy-
makers by identifying any gaps in services, equipment and human resources for
emergency obstetric care (basic and comprehensive) and stula services. The
Service Availability Mapping (SAM), a WHO tool, is available to help with this (2).
Needs assessments, aimed at estimating the number of women living with  stula
and the current national treatment capacities have been conducted in a number
of countries within the international Campaign to End Fistula by EngenderHealth
and UNFPA (3).
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If data is inadequate, activities related to the prevention and treatment of OF
should not be delayed. The top priority for any OF programme should be to

start to address and overcome the current shortcomings in service provision as
further data collection can be undertaken as and when resources allow. Should the
committee consider it appropriate to undertake larger studies to determine the
prevalence and incidence of OF, there are some relatively simple approaches to
needs assessment that could be applied in settings where data is currently limited.

i. Epidemiological
This involves the collection, collation and analysis of data routinely collected by
health and other government departments, and other data such as community
surveys to give an indication as to the unmet need for stula prevention and
repair services for a particular community. Unfortunately, in many areas where
stula is prevalent, data-collection systems have either not been established or are
not robust or reliable, as is also the case with other maternal morbidities. Most
data on stula are from hospital services, which do not take into account the
majority of women hidden in the community who are unable to seek medical care.
It may therefore be necessary to collect primary data. This may be done through
community-based surveys using more qualitative approaches to estimate the unmet
need. Proxy measures may also be available to estimate the prevalence and burden
of OF. For example high maternal mortality rates or high rates of uterine rupture
are often associated with a high prevalence of OF. The quality of data available
will also provide helpful information on what type of support will be required to
strengthen the overall maternal and newborn health information systems.

iil. Stakeholder analysis

This approach involves drawing together the information and opinions of experts
in the eld, women and their families who live with stula or have had stula
treated, local providers or potential local providers of services, government,
community-based organizations, NGOs, and other relevant stakeholders. This
may involve mapping out in detail the current preventive and treatment services
available to women in a particular area, and revealing areas of potential unmet
need. The information can then be assimilated to provide an overview of the
existing situation, provide information on what is currently working well, what
could be improved and how this could be achieved. Methodologies based on
participatory processes aimed at creating strong ownership, such as the Strategic
Approach developed by WHO (4) may be adapted for use in relation to OF.

Community or facility-based reviews

Knowing the prevalence of women living with stula, or the incidence of new
cases occurring each year, is in itself not suf cient to develop a sustainable OF
programme. It is also necessary to understand the underlying determinants that
lead to stula formation as, only then, can effective ways to improve the local
situation be determined. The causes may well be multi-factorial but often relate to
access to services during complicated or obstructed labours. Reviewing individual
cases and aggregating the ndings, either retrospectively or prospectively, through
community-based or facility-based case reviews will help to delineate the particular
issues locally and provide indications as to potential solutions. It is vital that local
health professionals and relevant policy-makers are involved in the process, as
these are the key people who can advocate for, and implement, the necessary
changes at the local level.
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How to undertake such studies is described, step-by step, in the WHO manual,
Beyond the Numbers Reviewing maternal deaths and complications to make pregnancy safer
(BTN) (5), which also describes a number of other approaches to enable policy-
makers to understand why pregnant women die or suffer severe morbidity, such
as OF. Such understanding will enable them to develop programmes designed

to promote safe motherhood. Other methodologies presented in the BTN
manual describe how to undertake reviews of severe morbidity (near-miss cases),
con dential enquiries into maternal deaths and clinical audits.

Reviewing the cases of women living with stula in the community will help
determine any personal, family or community factors that led to the stula
formation or why the woman did not seek treatment for the stula once formed.
Issues may include a lack of education about pregnancy and childbirth, cultural
factors inhibiting women s access to appropriate care or nancial and logistical
barriers to accessing services. Community-based surveys require the cooperation of
the women, their families and communities, and need particular sensitivity to avoid
appearing to apportion blame. These studies are of particular importance in areas
of high OF prevalence, where most women have not sought intrapartum care, and
live in isolation and shame with a condition they and their families probably do not
know can be cured. These reviews involving community members can be designed
and used as opportunities for increasing community awareness and mobilization
for safe motherhood activities. Case reviews should be action oriented.

Facility-based reviews are easier to undertake, as the women will have gone to a
hospital for management of obstructed labour or stula repair. These reviews will
not only identify similar issues as the community-based reviews but will provide
further information on delays such as, for example, dif culty accessing professional
help locally, lack of availability of such services or long journeys to a health-care
facility. As women who go to health-care facilities may have travelled long distances,
such reviews may not provide information relevant to the speci ¢ community in
which they are conducted. These reviews are useful, however, in providing an
overall picture of the problems these women face.

2.5 Developing realistic policies and strategies

A national strategy with short-, medium- and long-term objectives

Strategy and policy development to overcome OF needs to be based on developing
and promoting short-, medium- and long-term objectives and milestones to
measure achievement. Where possible, estimations of the resources ( nancial and
human) required, and feasibility studies should be included. When identifying
priorities, and calculating the costs of interventions and services, it is best to

look beyond the constraints of individual budgets and consider the long-term
bene ts. Formal and informal consultations with stakeholders will help to increase
ownership of the proposals.

A strategy document should be produced which summarizes the information
gathered, the policy objectives, how these relate to the national policy for maternal
and neonatal health, and how these are to be delivered locally. This may include
integrating some of the goals and milestones suggested later with appropriate
timescales and lines of responsibility. The strategy should be agreed upon by the
national OF strategy committee and endorsement should be sought from key
individuals from the MoH and partner organizations. Since the determinants of
stula are broad in nature, the OF strategy, and also the maternal and newborn

health strategy, should be endorsed across governmental departments. Developing
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a coalition of support in this way will maximize successful delivery. Eliciting media
and private-sector support may also increase effectiveness.

Different countries and regions will differ in the level of need for the development
of preventive and curative services. There will also be differing levels of available
resources, both in human and economics terms, and it is not possible for this
manual to describe an ideal programme suitable for every country. Individual
national OF strategy committees will need to develop their own population-speci ¢
policies and measurable milestones. The following are offered as suggestions for
these, knowing that a combination of short-, middle- and long-term objectives will
need to be addressed throughout the process:

Short-term objectives

1. Establish a national OF strategy committee and programme, integrated with the
national maternal and newborn health strategy.

2. Undertake a national needs assessment and map current services.

3. Identify any gaps in information available and commission relevant research,
if this is considered necessary, and an ef cient use of resources by the OF
national strategy committee.

4. Improve support to, and strengthen existing obstetric and stula-repair
services, including capacity building and the use of international expertise
when necessary.

5. Plan the introduction of a given number of accessible, quality stula treatment
and rehabilitation services, using a suitable and sustainable local model of
service delivery.

6. Introduce health promotion and education initiatives to reduce the incidence
of new OF by stressing the need for skilled care during childbirth, as well as
explaining what stula is, how it can be prevented, and most importantly, that it
is curable.

7. As part of the safe motherhood programme, strengthen maternal health
services to enable all pregnant women to have access to antenatal care and a
skilled attendant during childbirth.

8. Include knowledge of OF, its prevention and treatment (including
management of labour, use of the partograph, obstructed labour, etc.) in all
relevant nursing, midwifery and medical undergraduate and post-graduate
curricula.

9. Start to increase awareness of stula-repair facilities among providers and
communities.

Medium-term objectives

1. Introduce a given number of accessible, quality stula treatment and
rehabilitation services, using a suitable and sustainable local model of service
delivery.

2. Start a core training programme for surgeons and others able to undertake
stula repair, with national oversight and measurable standards.

3. Develop at least one centre for training established surgeons to become basic
stula-repair trainers.
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4. Start a routine data-collection system and, if considered appropriate, an audit
system.

5. Strengthen health-promotion initiatives related to safe motherhood and
reducing stula formation and associated stigma.

6. Establish a good referral system for women living with  stula.

Long-term objectives
1. Have a fully functioning national OF stula treatment and prevention service.

2. Reduce the number of women requiring stula repair.

3. Increase the number of women who have access to antenatal care and a skilled
attendant during childbirth.

4. Provide access to comprehensive emergency obstetric care for all pregnant
women in need.

5. Address the wider issue of reproductive rights for girls and women, including
delaying the age of marriage and rst pregnancy.

2.6 Essential components for any strategy

Any strategy, within any timescale, needs to address concurrently both activities for
the prevention and the treatment of OF in communities at risk. It should also:

Be integrated into the national strategy to improve maternal and newborn
health, including providing skilled care during childbirth and access to basic
and emergency obstetric care services;

Be included as a key component of health-education programmes;

Be based on the results of the needs assessment and a sound understanding of
the social and medical circumstances that lead to OF;

Plan for the development of sustainable treatment services by building
capacity for services for OF repair both in terms of accessible facilities able to
provide treatment and by the training of local health-care personnel in the
management and surgical repair of OF;

Ensure that the prevention and treatment of OF is included in the
undergraduate and post-graduate curricula for all relevant health-care workers;
and

Address social and cultural issues such as early marriage, birth spacing, access
to family planning and socio-cultural barriers which may prevent women from
seeking obstetric care or treatment for OF.

2.7 Strategies for prevention

Recommendations to prevent OF fall into three types:

Primary-prevention strategies

These are aimed at ensuring that pregnancies are planned, wanted, and occur
at an optimal time in the woman s life. They are based on principles of health
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promotion and education designed to ensure that all women, their families and
communities, understand the need for delaying the age of rst pregnancy, as well
as the advantages of birth spacing and providing access to family planning.

Ideally, the wider social determinants of maternal ill-health that arise from

women s poor health before pregnancy, should be addressed by both the OF

and safe motherhood programme. In many parts of the world, it is usual for

girls and women to receive less nutritious food than their brothers or husbands.
Malnourished girls and women are often anaemic, and thus are less able to manage
the physiological demands of pregnancy or complications such as haemorrhage.
They have underdeveloped pelvises, that often increase the incidence of obstructed
labour and generally, reduce their ability to manage any other complications of
pregnancy that may arise. Girls also are less likely to be educated, and illiterate girls
are far more likely to suffer from complications of pregnancy including OF.

Cultural barriers to be overcome include enabling women to seek care without
seeking authorization from family or community members.

Secondary-prevention strategies

Once a girl or woman is pregnant, she, her family and the community need to

be aware of the need to seek antenatal care, the importance of skilled care at
childbirth, and the signs and symptoms of possible problems during pregnancy
and childbirth, such as prolonged labour. This can be promoted by increasing
community awareness, training traditional birth attendants, increasing women s
knowledge of normal pregnancy and delivery, and about when and where to seek
help, and why. However, increasing knowledge is not enough and easy access to a
local essential obstetric-care facility is paramount (6).

One of the principal measures to reduce maternal mortality and prevent stula
formation is to ensure that women have a skilled professional present during
childbirth and have access to comprehensive obstetric-care services. The recent
WHO publication, Global action for skilled attendants for pregnant women (7), sets out
the evidence and responsibilities for increasing access to skilled professionals

at delivery as well as identifying steps to maximize the effectiveness of current
staff in countries where trained professionals are scarce. The document, Making
pregnancy safer the critical role of the skilled attendant (WHO, ICM, FIGO) (8),
provides information on the required skills and abilities of professionals attending
delivery and also advice on planning a strategy to ensure adequate provision of
skilled attendants. WHO has developed a set of tools, Integrated Management of
Pregnancy and Childbirth (IMPAC), which provide the key clinical and managerial
interventions at rst and referral levels. Consistent use of a partograph for the
correct monitoring of labour has been proven effective for the early diagnosis and
management of prolonged/obstructed labour. A referral to a setting in which a
caesarean section or assisted vaginal delivery can be performed in a timely manner
is the key intervention to prevent deaths and complications related to obstructed
labour.

Tertiary-prevention strategies

These are designed to identify and prevent the development of stula in labour
or in recently delivered women who are at risk. This includes monitoring every
labour by use of a partograph to identify those women who are at risk of, or who
have developed, obstructed labour and to refer them quickly, if services are not
available on site, to a comprehensive emergency obstetric-care facility with the



20

Principles for the development of a national or sub-national strategy for the prevention
and treatment of obstetric stula

capacity to undertake caesarean sections and assisted vaginal deliveries. WHO
recommends the use of a partograph at any birth(6). Midwives and doctors should
also be trained, as described in detail in Chapter Three, to help prevent stula
formation or to enable closure of very small stula without surgery by the use of an
indwelling urinary catheter for all mothers who have survived an obstructed labour.
This simple technique will help very small OF to close and is estimated to prevent

stula formation in between 10% to 20% of cases (9). Further, all pregnant women
who experience prolonged or obstructed labour should be informed about stula
symptoms and encouraged to consult a skilled attendant as soon as such symptoms
appear.

Community involvement

Women living with stula very often suffer stigmatization and discrimination and
become social outcasts. This not only has individual psychological consequences
but also means women living with stula are often hidden and thus more

dif cult to reach if repair services are available. In tandem with changing the
wider determinants of stula and providing repair services, it is necessary for

all stakeholders to contribute to the empowerment of women, men, families

and communities to increase control over maternal and newborn health as well

as to increase access to, and utilization of, quality health services. This involves
education and health promotion on the prevention of stula and information on
the availability of repair services to both communities and their leaders. It has been
demonstrated that community involvement and participation is key for maternal
and neonatal mortality and morbidity reduction strategies. The role of local NGOs
and other groups active in local communities in promoting stula awareness,
prevention and treatment is also crucial, and they should be involved in the
development of any local or national action plans.

2.8 Providing services for stula treatment and repair

Settings for treatment care and models for service delivery

Although long-term strategies to reduce or eradicate OF must focus on access
to care, the management of obstructed labour, and delaying the age of rst
childbirth, the needs of women who have already developed stula and their
special claim on resources must also be met.

Women living with OF not only suffer from physical, psychological and social
problems and stigmatization, but are often from the most vulnerable and
marginalized groups of society. The care and support they will require to rebuild
their lives goes far beyond the initial medical interventions. They and, if possible,
their families, need understanding and support to enable them to adjust to their
new and changed circumstances and to repair their shattered lives. Ideally, this
would be addressed with a specialized, multi-disciplinary and holistic approach.

Currently, very few hospitals or surgeons offer stula-repair services because of a
lack of facilities, capacity or trained staff. Even if a woman reaches a facility able

to offer repair, these operations are often not regarded as emergencies and slip
down or off the already busy operating-theatre list. Such facilities may also lack the
capacity to care for the woman for a prolonged period of time. Until OF repair
and rehabilitation becomes a routine part of the work of any hospital, alternative
strategies need to be developed.
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There are several different models of care currently in practice, or under
development, in different countries and settings. There is no strong evidence to
date as to the most appropriate model for delivering stula-repair services, and
the best model to adopt must be considered in light of the local context. Factors
in uencing the best type of service to provide include geographical factors (such
as distance and terrain), transport infrastructures and communication networks,
the con guration of existing health-care services and the availability of current
and potential trained staff in stula repair. Depending on these and other factors,
countries can develop locally responsive strategies. Any of these models should be
grounded, however, on the promotion of good obstetric care and access to skilled
attendants. Current models of service delivery include:

Stand-alone stula centres (e.g. the Fistula Hospital, Addis Ababa, Ethiopia,
and Babbar Ruga Fistula Hospital, Katsina, Nigeria).

Fistula centres within existing general hospitals or maternity units (e.g. Nigeria,
Niger, Benin and Tanzania).

Fistula repair within the urology or obstetric department of general hospitals
(e.g. Tanzania, Mali, Senegal and Kenya).

Satellite stula-repair units linked to a stula centre (e.g. northern Nigeria,
planned development in Ethiopia).

Multilevel/multitiered national systems for stula care. This approach involves
smaller local units performing more basic stula repairs while more complex

stula repairs are treated by visiting surgeons (e.g. Kenya, Uganda and the
United Republic of Tanzania) or are referred to a national or sub-national
centre.

Fistula repair camps managed by national mobile teams (e.g. Pakistan, Somalia
and the United Republic of Tanzania).

In a very few parts of the world, speci ¢ stand alone stula centres are being
developed or proposed. These not only act as centres of excellence for treatment,
particularly for complex cases, and provide rehabilitation, but also serve as training
centres for future stula surgeons. They are often very dif cult for women to
reach, however, given that they are few in number and far from where women with

stula may live. Staff from these centres and the cured women they have treated
also act as powerful advocates for change by raising awareness of the issues and
providing practical solutions. Such is their success that the very few in existence are
overwhelmed with requests not only for treatment but also for training, and are
unable to meet this demand that will grow further once OF programmes develop.
If the development of a series of national stula centres is proposed, then attention
needs to be given to where they are located.

Other national stula service providers prefer to base their services within a
teaching or larger district hospital where there is easy access to facilities and on-site
staff training can be regularly undertaken. Such hospitals, if based in large cities,
may be distant and perhaps alien to rural women and their families but may be
easier to reach through better transport links. However, in these hospitals there
may be pressure on resources unless a separate operating theatre is dedicated

to stula repair, and long-term accommodations and rehabilitation services are
available.
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While the long-term aim of any programme should be to ensure that all
obstetricians and other trained staff can successfully undertake simple stula
repair within any facility in which they work, supported by other professionals
providing a multi-disciplinary team approach to care and rehabilitation, this may
take many years to achieve. Once trained, however, it is important that even those
surgeons competent to undertake simple repairs have a high enough case load to
maintain their skills. In the interim, when planning services, it is important to be
realistic as to how and where they may be best placed within the current health-
care system. There are, however, some basic principles that need to be considered
and these are discussed below.

2.9 Principles for planning service provision

As with preventive activities, the following principles should be adapted to address
speci c issues relating to particular problems of individual countries or its regions.
The Addis Ababa Fistula Hospital has recently published a paper on its experience
of setting up a stula centre which may provide helpful information for health
services planners considering establishing such a facility (10).

Initially treatment services should be set up where capacity commitment,
leadership and resources are found.

Facilities should be within relatively easy reach of the women and her family,
keeping in mind that these women are poor and live in mainly rural areas.
They may need a nancial subsidy to travel to the point of care and back to
their home. Services provided in the capital, or in other large cities, may be
expensive for rural women and their families. Consideration needs to be given
to how to overcome potential barriers to care.

Women undergoing treatment for OF require a holistic approach to their care.
The work of the centre should be that of a team where the women, relatives,
nurses, physiotherapists, occupational therapists, counsellors, surgeons and
anaesthetists all work together to maximize the outcomes. Training of surgeons
and nurses at the same time is recommended to create a team spirit and
generate ef cient team work.

The hospital providing stula treatment should be linked to a centre of
excellence for obstetric care and be part of a functioning network of maternity
services working in the same geographical area. Ideally women should be
referred to OF treatment centres from maternity wards, immediately after the
diagnosis of OF is made.

Women with more complex stula, or who need further surgery, should be
referred to a specialist stula-repair centre which is also part of the local
maternity-services network.

As a basic principle, it should be understood that elective surgery for OF repairs
should not be crowded out by emergency operations, either by providing

an operating list dedicated to OF or, in larger centres, perhaps a separate
operating theatre.

Ideally all facilities offering treatment need to be able to provide long-term
accommodation and rehabilitation services as well as the special multi-
disciplinary expertise, counselling and skills required.
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Each centre should work with communities to increase awareness and
contribute to changing attitudes to attract women living with stula to the
centre for repair, and to succeed in reintegrating these women socially.

Each stula centre should document and evaluate its work, and be involved in
research activities regarding stula prevention and treatment.

2.10 Training

As with other parts of the stula strategy, there is both a need to address the
immediate problems of training staff to undertake stula repair, or provide
other essential services, while simultaneously developing a sustainable long-term
programme. These must be done in parallel and be based on the ndings of the
local needs assessment.

The term training covers a number of important different issues, all of which will
need to be addressed within the national OF programme (11). These are:

1. Undergraduate training for all health professionals, social workers and other
professionals.

2. Post-graduate training for obstetricians, midwives, nurses, surgeons, clinical
of cers, general practitioners and others who may be caring for pregnant
women, women in labour and/or those who have developed OF.

3. Basic, supervized, surgical training in simple stula repair for those who will be
able and authorized to undertake such repairs once competent.

4. Training for nurses, midwives, physiotherapists, counsellors and social workers
who will be providing the integrated care required for the management and
rehabilitation of women undergoing OF repair.

5. Specialist training for obstetricians or surgeons who, once able to undertake
simple repairs, will become experts in complex stula repair. These specialists
will be able to manage the most complex cases, serve as a knowledge base to
whom other surgeons can refer, and train more junior or inexperienced staff.

2.10.1 Pre-service or undergraduate curricula

The pre-service, or undergraduate, curriculum must include a basic understanding
of OF, its causes, its management and, most importantly, its prevention. The
programme should also include a wider social and cultural understanding of

both the root causes of stula and its implications for affected women. It should
stress the need for all pregnant women to seek skilled care both in the antenatal
period and during childbirth. It will also include more clinical issues such as

the identi cation of prolonged or obstructed labour (including the use of a
partograph) and the need for early referral of such women to an obstetrician.

In countries where the prevalence of OF is high, all curricula for trainee midwives,
nurses and doctors should include not only theoretical training on OF prevention
but also treatment. Midwives and obstetricians should be trained in the clinical
prevention of OF (e.g. the systematic use of a partograph to monitor labour, the
use of an indwelling bladder catheter in case of prolonged/obstructed labour etc),
counselling for women living with  stula, and the importance of seeking family
planning and skilled care during their subsequent pregnancies.
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2.10.2 In service/post-graduate training

Surgeons and others able to perform simple repairs

A standardized training programme should be developed as a core component of
the practical post-graduate syllabus for all those who are able to undertake surgery.
These may include doctors, such as obstetricians and gynaecologists, urologists
and general surgeons, depending on the capacity of each country and the skill
mix. At the end of their training the trainees should be competent to undertake
asimple stula repair and to know which cases to refer to more experienced, or
specialist, surgeons. This should be a mandatory part of training and, once assessed
as competent in simple repairs, simple stula repair should become a regular part
of the routine work of these doctors. Developing such programmes will take time
but is necessary if the long-term aims of reducing the number of women living with
untreated stula are to be met.

Requirements for surgical training

Until such time as the national training programme is fully established, in order
to ensure a consistently high quality of repairs and to prevent unskilled surgeons
from causing more physical damage to women, it may be helpful to reward those
who have completed a recognized training programme with a suitable national or
international certi cate.

Speci c training of stula surgeons, nurses, and other health and social-care
professionals should ideally take place in a location where stula are prevalent, the
case load is high, the trainer is competent, and/or where women with stula have
been gathered together at special stula clinics. Until stula repair is routinely
available in the country, it may be necessary for the trainee to work side-by-side
with a visiting expert who comes to their facility, or for the trainee to visit another
unit or specialist centre as these types of apprenticeships will ensure access to
hands-on experience and the opportunity to observe both simple and complex
repairs. Visits to stula centres will also enable trainees to observe the teamwork
required to ensure that women return to full and active lives and will provide
insight into other associated medical and psychosocial problems.

It is generally agreed that during their initial training period, the trainees should
see or, better yet, assist at around 50 stula repairs and perform a minimum of
10 satisfactory repairs under supervision. They should not be allowed to practice
until certi ed as competent by their trainer. At the end of this period trainees will
be able to identify the simple cases they should be able to manage on their own
and the more complex cases which require referral to a specialist stula surgeon.
Depending on the case load of the trainers and the training centre, this may
require an additional four to six weeks or more of training. This training can also
be provided by an expert visiting the trainees own facility. It is important that the
newly trained surgeons regularly undertake simple stula repairs in their hospital
after their training. They can be assisted by an experienced surgeon (trainer)

for complicated cases and should continue to attend further intensive training
workshops or have access to other mechanisms for providing skills updates on a
regular basis. A continuous partnership between the trainees and the trainers is
important in maintaining and improving skills, and in acquiring new skills.
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Skill mix and who to train

Fistula services in different countries currently differ in their approach to the
profession, specializations and the level of training required for those who

can perform stula repair. Clearly, training obstetricians and gynaecologists

to undertake stula repair has the advantage that preventive (i.e. managing
obstructive labour) and curative activities can be dealt with by both. Trained
obstetricians should be available in all emergency referral obstetric centres,

i.e. those providing caesarean sections, to ensure prompt access to stula repair.
However urologists, general surgeons and general practitioners may have been
trained and may be competent in both simple and, occasionally, complex repair.

Until such time as simple stula repair is a routine part of the post-graduate
training syllabus for obstetrics and other appropriate medical specialities, the
training of health-care professionals to perform stula repair requires the use of
often scarce resources. To maximize the effectiveness of this training it is therefore
important to direct the limited resources to committed surgeons and health
personnel who will then use these skills regularly to bene twomen and their
families. It may not be appropriate to train professionals in stula repair who are
not practising in areas with a high stula prevalence or whose facilities do not have
the capacity or commitment to provide repairs on a regular basis.

Whichever professional performs stula repair, it is important that they have a

suf ciently high case load to maintain their surgical skills. It is widely accepted that
the rstattemptat stula repair is likely to be the most successful, as discussed in
Chapter Three on surgical repair, and it is vital that a fully trained and competent
surgeon carries out this operation. Incompetent, ill-equipped or unskilled
surgeons who do not undertake regular repairs may cause more damage to an
existing stula, making it subsequently more dif cult to repair, and thus reducing
the chance of a successful closure.

Nurses and other health-care professionals

All dedicated and motivated nurses and midwives working in special stula centres
or in any hospital providing stula repair will also require speci c training. This
training includes pre- and post-surgery care, psychological support, counselling
and communication skills. To encourage team building and mutual understanding,
nurses and others should be trained alongside surgeons whenever this service

is provided. This may be when trainers are visiting their home facility or when
accompanying trainee surgeons to a speci c training centre.

Continuing professional development

All health and social care professionals involved in the care of women with stula
should be encouraged to develop their knowledge and skills. Responsibility

for this lies not just with individuals, but also with governments, employers and
professionals bodies to ensure there is adequate time devoted to ongoing personal
development and the sharing of ideas. Professionals should, working as part of a
team, be encouraged to take part in formal audit programmes for the outcome
and impact of their work, and thus further improve the care of women with stula.
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2.10.3 Specialist stula surgery

Developing a cadre of expert surgeons

Apart from basic training and enabling more obstetricians and surgeons to
undertake simple repairs, each country will also need a number of specialist stula
surgeons able to operate both on more complex cases as well as to act as trainers
for expert surgeons. Such surgeons are currently few and far between and tend to
work in a number of different types of facilities, as described in sub-section 2.8.

The development of specialist centres and the training of trainers

The aim of providing training for complex stula repair is to enable the
development of:

A sustainable in-country specialist centre, or a set of hospitals able to provide
expert care for women with complex requirements.

A cadre of future trainers.

To develop an appropriately trained workforce in order to implement a successful
strategy for the reduction of stula, it is necessary to have an adequate number of
experienced stula surgeons who can train others. Specialist stula surgeons are
not only able to cope with the tertiary referrals for the management of women with
complex stula, but can also act as trainers for other rst-level or specialist stula
surgeons. It is generally agreed that a specialist surgeon and trainer should have
performed at least 300 stula repairs before starting to train others and have an
ongoing case load of more than 150 stula repairs per year.

Specialist training centres are very few, with only two in Africa to date: one is

the Addis Ababa Fistula Hospital, Ethiopia, and the second is a hospital located

in Katsina, in northern Nigeria. One or two others may be in the process of
development. The demand for training already far exceeds the capacity of these
centres to train the number of trainers required, or applying to be trained, and
additional training centres should be urgently identi ed and equipped. Many
countries are on the way to assessing their need for such trainers. All relevant
partners should work together at local and national levels to ensure coordination
between professional bodies, educational establishments, local experts and service
providers.

Any training centre that is developed should perform a minimum of 300 stula
repairs per year and be a model centre of excellence for all aspects of care and
treatment for OF. Whenever possible, a continuum of complete care from the
pre-surgery period through to rehabilitation and social reintegration should

be provided. Such centres should also be part of the maternity service network
to ensure prompt referral and treatment of stula. See also sub-section 2.9 for
more details and a checklist that may be helpful in planning for the expansion of
training centres.

If there is insuf cient expertise within a country, it may be necessary for external
experts to contribute to stula-repair services and stula-repair training. This
may involve local professionals being sent to be trained in other countries where
this type of training capacity exists or international experts, including those
from neighbouring countries, regularly visiting national or sub-national training
institutions.



Obstetric Fistula

As part of any national strategy, countries may decide that at least one or more
training centres should be established as part of the short- to medium-term plan.

The use of external expert support

A number of countries are supported by external experts who have, to date,
provided a signi cant proportion of the stula-repair services. This crucial work
will need to continue until a viable in-country programme has been established.
These experts are not only providing much needed services for local women but
are increasingly training local staff in both simple and advanced stula repair.

2.11 Monitoring and evaluating the national programme

As with any strategy, monitoring and evaluation are vital in determining the level
of success of implementation of new policies and initiatives and whether it is
necessary to make adjustments and changes. Evaluation plans should be integral
to the strategy and should be planned at the beginning of the process with clear
arrangements for how they will be performed, and with earmarked resources.

Evaluation relies on the introduction of robust data-collection systems to allow for
effective monitoring.

Clinical audit and research

Apart from monitoring the impact of the overall strategy it is also crucial to audit
the clinical care provided for these women, to ensure they receive the best possible
repairs, and to share the results of these audits with others. As Chapter Three
highlights, there is a lack of robust qualitative and comparative research into a
number of key areas, including the optimal timing for repair and the effectiveness of
types of repair undertaken. Participation in such research should also be included as
a key component of the national strategy.

Performance indicators

WHO has produced a list of 17 reproductive health indicators that may be useful
for safe motherhood programme monitoring(12,13). Those indicators that may
prove useful in helping monitor and evaluate stula programmes are shown in
Box 2.1. Suggestions for additional indicators are listed in Box 2.2.
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Box 2.1

Reproductive health indicators for global monitoring (12)

Percentage of births attended by skilled health personnel

Skilled health personnel include midwives, or doctors and nurses skilled in midwifery, and
exclude trained or untrained traditional birth attendants.

Number of facilities with functioning basic essential obstetric care per 500,000
population

Basic essential obstetric care should include the availability of basic emergency care:
parenteral antibiotics, oxytocics, sedatives for eclampsia, assisted vaginal deliveries
(vacuum extraction), manual removals of placenta and removals of retained products
(MVA).

Number of facilities with functioning comprehensive essential obstetric care per
500,000 population

Comprehensive essential obstetric care should include basic essential obstetric care plus
surgery, anaesthesia and blood transfusion.

Other indicators for monitoring obstetric care (14)

Proportion of women estimated to have complications who are treated in
essential obstetric care facilities (basic or comprehensive)

This indicator covers all obstetric complications and can be used for both basic and
comprehensive levels of essential obstetric care. It can be re ned to address speci ¢
complications related to OF such an obstructed labour, ruptured uterus or women who
present with OF after delivery. Minimum acceptable level: at least 10096 of women
estimated to have obstetric complications are treated in essential obstetric care facilities.

Caesarean-section rate

The caesarean-section rate is a percentage of all births. Minimum acceptable level: as a
proportion of all births in a population, caesarean sections should account for not less than
5%, nor more than 15%.

Case-fatality rate (CFR)

The case-fatality rate applies to all complications but can also be used for speci ¢ obstetric
complication: e.g. the number of deaths from obstructed labour divided by the overall
number of women admitted with obstructed labour. Minimum level acceptable: the case-
fatality rate among women with obstetric complications in essential obstetric care facilities
should be less than 1%b.
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Box 2.2

Possible speci cindicators for monitoring and evaluating stula prevention,
and the availability and quality of obstetric care and stula repair
for any given country or speci c area under consideration

Epidemiological
Estimated number of women living with OF, i.e. prevalence
Estimated number of new cases of OF per year, i.e. incidence
Estimated rate of OF per 1,000 deliveries
Number of women treated for OF per year
Estimate of unmet need for stula repair

Service delivery

Number of midwives, nurses and doctors with midwifery skills per 1,000
births

Number of doctors or mid-level providers able to perform caesarean
section per 1,000 births

Proportion of births managed with a partograph

Number of facilities providing simple stula treatment services
Number of centres providing specialist stula services

Number of stula treatment services which include social reintegration
activities

Number of surgeons able to undertake simple repairs

Number of surgeons able to undertake complex repairs

Training
Number of training facilities (pre-service and in-service) including OF
prevention and treatment as part of the core syllabus
Number of surgeons undertaking simple stula repair training per year
Number of in-country surgeons undertaking specialist stula training
(either in country or elsewhere) per year

Quality of care
Proportion of women with obstetric stula who have a successful rst
repair by each facility. Ideally the closure rate should be 85%, of which
90% should be without incontinence (15). This success rate can also be
disaggregated into different types of stula. (See Chapter Three.)
Proportion of women who have had two or more unsuccessful repairs
Percentage of women successfully reintegrated in their society after
treatment
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Clinical and surgical principles for the
3 management and repair of obstetric stula

Background

The guiding principles contained in this short chapter were discussed at

a meeting which brought together many experts in stula surgery from
around the world. As with many other aspects of OF, funds for research into
the optimal methods of repair have been limited. Thus the type of peer-
reviewed research, case control or randomized clinical trials and systematic-
reviews that are usually required to underpin international evidence-

based clinical guidelines are not available and the principles outlined

here are based on consensus alone. Over the years, different surgeons

have developed their own techniques and protocols, which may vary, and
these different approaches have been identi ed whenever possible. This
chapter is therefore not a textbook on how to undertake stula repair but
aims to summarize the main clinical points and provide a list of further
references. Everyone involved in drawing this chapter together stresses the
urgent need for more formal research in this area and makes this a priority
recommendation for all relevant funding organizations.

This chapter should be read in conjunction with the chapters on nursing,
physiotherapy and reintegration, since caring for these women during their
hospital stay requires teamwork and the development of local services and
protocols between surgeons, nurses, physiotherapists, counsellors, nursing
aides and other professional staff. The key role that a woman s relatives or
friends may be able to play on the team also needs to be recognized.

This chapter covers the principles for the management of women
presenting in the following three ways:

The immediate management of women who have survived prolonged or
obstructed labour.

The management of women who present immediately after delivery with
an OF.

The management of women who present with an established OF.

The aims and objectives of stula surgery
The vast majority of OF can be successfully repaired by the use of

appropriate and skilled surgical techniques. The clinical aims of stula-
repair surgery are simple:
To close the stula.

To make the woman continent and able to resume a full and active life.
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Principles for the immediate care of women who have survived
prolonged or obstructed labour

In order to try to prevent stula formation, or to encourage very small stula to
close spontaneously, it is important that all women who have survived prolonged or
obstructed labour, with or without a caesarean section, be treated by the following
regime immediately after delivery, or as soon as they present to a health-care
facility:

An appropriate size (Foley size 16-18) indwelling bladder catheter should be
inserted to enable free drainage of urine. Opinions vary as to the length of time
this should remain in place; in the case of a small healing stula it may be from
four to six weeks, but if no apparent damage has been shown to have occurred
it may be suitable to remove the catheter after 14 days.

The perineum and vagina should be cleaned with salty water (sitz-baths), or a
solution of mild detergent in water, twice a day.

The woman should be encouraged to drink a large volume of uids, around
four to ve litres a day.

The vagina should be examined as soon as possible, by speculum, and any
necrotic tissue gently excised. This should be performed under aseptic
conditions and may need to be repeated until the vagina is clean.

Any intercurrent infection should be treated according to local protocols, as
should routine prophylaxis against urinary tract infections, if used.

All maternity units should draw up a protocol for the management of women who
have survived prolonged labour based on the above principles. These women

can be cared for by any suitably trained staff including obstetricians, urologists,
general surgeons, medical of cers, clinical of cers or midwives, and will not
require referral for stula repair unless the above regime fails or unless there is any
remaining doubt. Should this treatment prove successful, and before discharge,
the woman, preferably with her husband, should receive the pre-discharge

advice given later in this and the nursing chapter about family planning and
contraception. The need to deliver future babies in a unit equipped and staffed to
undertake emergency caesarean sections should be emphasized as well as the need
to seek antenatal care in future pregnancies.

Principles for the management of women who present immediately
after delivery with an obstetric stula

The spontaneous closure of around 15-20% of simple or small stula can be
achieved by conservative means, provided these women are treated immediately
after, or within a few days of, delivery.

The regime is identical to that previously described for the management of women
who have survived a prolonged or obstructed labour except that continuous
bladder drainage by catheter should be maintained for a minimum of four to a
maximum of six weeks according to the local protocol. As before, any necrotic
tissue should be regularly and gently debrided, if necessary, even if the woman will
eventually require surgery, as stula surgery should not be performed if necrotic
tissue is present in the vagina.
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Women for whom the above regime proves successful may be discharged when
their vagina is clean and has completely healed. As with other women who have
had a stula repair, before discharge the woman should receive advice about family
planning and contraception, the need to seek antenatal care in future pregnancies
and to be delivered in a unit equipped and staffed to undertake emergency
caesarean sections. It is preferable that this information is also given to her
husband and family members.

There is no clear consensus on the optimum timing to undertake stula surgery

in recently delivered women for whom the above measures have failed. Many
experienced stula surgeons prefer to operate as soon as the vagina is clear of
necrotic tissues while others prefer to wait for two to three months after the stula
occurred. This chapter describes the guiding operative principles for either option.

Principles for the management of women who present with
an established OF requiring repair

The following principles generally apply to both those women for whom
conservative treatment immediately following formation of the stula has failed as
well as formation for women who present with established stula and who have not
received previous of the medical attention.

The initial consultation

The chapter on nursing care provides protocols for the management of women
when they present to the clinic, including outpatient procedures and the
completion of the basic registration card. Annex B of the nursing chapter (p. 55)
contains an example of a stula patient record form used in Addis Ababa Fistula
Hospital which can be adapted for local use. The collection of such background
data is not only helpful in managing a woman s own care plan but also for the
collection of aggregated statistics that can be used in developing stula prevention
strategies as well as for advocating for or planning future stula services in the
district, region or country. Such data will also provide insight into the barriers
women may encounter whilst trying to access obstetric or midwifery services for
safe delivery.

The information contained on the basic registration card can be used to
complement the fuller social and medical history required as part of her initial
examination. It is the woman s history and the physical examination which are key
to successful surgical decision making.

A full medical and social history
This should, as a minimum, include the following:
Age, parity and past obstetric history.
History of any ritual genital cutting or circumcision.

Number and ages of living children, and dates of delivery and death for those
who were stillborn or who died later.

Menstrual history following her most recent pregnancy.

Who cared for and assisted her during her last pregnancy and delivery.
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Duration of labour and how it was managed (particularly in relation to the
use of traditional herbs or techniques including vaginal or perineal cutting by
traditional birth attendants).

Whether the baby was a vertex, breech or transverse/abnormal lie (if known).

Mode of delivery (caesarean, forceps, ventouse or spontaneous vaginal) and if
episiotomy, symphysiotomy or destructive surgery was required.

Outcome for the baby (living/stillbirth/early or late neonatal death, sex).

Symptoms of urinary and/or faecal incontinence and for how long have these
been known.

At what point after delivery were these symptoms rst noticed.

What, if any, problems have there been with mobility in general and walking in
particular.

Past medical history including any illness, surgery and/or allergies.

Who has been giving care until now and who is able to give care should surgery
be required.

Marital status and social history, including any problems which have arisen as a
consequence of stula.

Her physical examination

The nursing chapter stresses the importance of preparing women for examination
and surgery as many will be frightened and will require reassurance. Each woman s
consent should be sought before the examination and it is important that she
understands what will happen and why it is being performed. Many, especially the
young, may feel more comfortable and secure if they are accompanied throughout
the process, and a companion or nurse should be provided if at all possible.

The examination should cover both the woman s general medical condition as
well as conditions associated with OF. The routine medical examination should
include checking the vital signs including the pulse, blood pressure, respiration,
temperature and noting any indicators of possible malnutrition or anaemia. A
gentle abdominal palpation should be performed together with an assessment

of the ability to walk unaided and the presence of any limb contractures or foot
drop. There are differing opinions as to whether more than a visual inspection of
the vulval and perineal areas are necessary. Some surgeons prefer to wait until the
operation before undertaking a complete vaginal examination as it is only then
that the full extent of the stula can be appreciated and this causes less pain and
distress. Others perform a preliminary gentle digital and speculum examination
if the extent of the stula is not readily apparent. All have however agreed that
the guiding principle should be look before you touch, and to touch only if really
necessary.

The visual inspection should include an assessment of the perineal, vaginal and labial
tissues and thighs to check for signs of:

urinary/ammonia dermatitis
ulceration

concurrent infection of the skin or urine
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faecal soiling

genital cutting of the vagina or perineum, either as a result of an episiotomy,
the attempts of untrained attendants to assist in an obstructed labour or female
genital mutilation.

The gentle digital examination, if performed, should note:
any concurrent pelvic pathology

the presence or absence of the uterus

the presence and severity of any vaginal scarring
the location and number of stula

the approximate size of each stula

any urethral involvement

the presence of any recto-vaginal stula, again noting location, size, scarring,
anal sphincter involvement, any rectal stricture or circumferential defect.

Some surgeons will compliment this with an inspection of the vagina using a Sims
or other speculum, with the woman in the exaggerated left-lateral position.

Sometimes bladder calculi can be palpated during a physical examination, but
the passage of a small metal catheter or uterine sound though the urethra can aid
in the diagnosis, although this procedure may be uncomfortable. Some surgeons
therefore prefer to wait to do this until the operation.

Basic laboratory tests

Following the examination and prior to surgery a number of basic laboratory tests
should be performed. Depending on the availability of facilities and resources,
there should be stool and urine tests for parasites or infection, and renal function
tests if considered appropriate. Blood tests should routinely include a haemoglobin
(Hb) count and blood grouping. If facilities are available, consideration can be
given to screening for parasites and to offering a VDRL, Hepatitis B or HIV test,
with consent. If there is a clinical suspicion of AIDS, this should be discussed with
the woman alone, and, if she wishes, pretest counselling should be arranged.
Although a positive HIV diagnosis will not in uence the treatment options for her

stula, it will enable the woman to access any local treatment programmes and
receive advice and counselling concerning her health and reducing the risk of
transmission to her partner and future children.

Explanation, discussion and consent

Once the results of these preliminary investigations are available, the treatment
options, details of the operation and post-operative period and the possible long-
term sequelae should be explained to the woman, and her husband and family
where possible. It is important to try to involve her husband and family in these
discussions, for they are likely to be the decision-makers for her future. Thus,
explaining that she can most likely be cured and return to an active and normal
life, and involving them in the decision-making, is likely to increase their support
for her after the operation and during future pregnancies.
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The woman and her husband/family may need some time or counselling to enable
consideration of the various options before a decision can be made. If she agrees
to the operation, her informed consent for the procedure should be obtained and
formally recorded. It is important that the decision and the consent is freely given
by the woman herself.

Preoperative management

The nursing chapter describes the principles for admission to hospital and the
supportive care required for women awaiting surgery. It also covers routine pre-
operative care prior to surgery, the key principles of which are repeated here
although, again, there is no clear consensus. However, each unit will have its
own protocol which should cover the following:

The timing of washing and shaving (if required) of the perineum. Some
surgeons prefer to wash and shave the perineum at the onset of surgery, while
in other units this is undertaken by the nursing staff before surgery.

The use of enemas before the operation. While some surgeons do not use
enemas before operations for simple vesico-vaginal stula (VVF) repair, the
majority do, as spinal anaesthesia relaxes the anal sphincter with resultant
soiling of the operative eld. Enemas are recommended for the repair of a
recto-vaginal stula (RVF).

Some surgeons prefer the women to be nil by mouth from midnight before
the operation but others encourage a high uid intake before surgery for those
women who will be having their stula repaired under spinal anesthesia.

The optional use of preoperative sedation such as 10 mg madazolam or 100 mg
phenobarbitone the night before and just prior to her surgery.

Her preoperative anaesthetic check.

Deciding who should operate

Fistula surgery has a reputation of being dif cult; however, with adequate training
and suitable experience, competent doctors with surgical expertise should be able
to repair simple stula. Training issues are discussed in more detail in Chapter
Two of this manual. All staff trained to undertake simple stula repair need to
recognize and work within the limits of their own skills and refer women with more
complex stula to more experienced expert surgeons in this eld when in doubt
or if the surgery looks beyond their own competence.

Surgical classi cation of OF

The degree of complexity of the stula is crucial to the decision as to who should
operate, as there is a decreasing possibility of success with each successive attempt
at repair. A number of classi cations have been developed which attempt to gauge
the severity of the injury and classify stula into the simple and more complex, thus
assisting in deciding which women will require preoperative referral to an expert

stula surgeon and those who may be treated by a suitably trained local surgeon.
Two such classi cations are given in Annex A (p. 44) of this chapter.
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Operative principles
The overriding principle is that the rst attempt at repair offers the best chance

of success which is why emphasis is placed on determining the classi cation of the
stula in order to decide who should operate.

A number of different surgical techniques are employed, depending on the
surgeon s preference. None are described here and, although references for many
of the different techniques are given at the end of this chapter, it is stressed that
none should be attempted by untrained surgeons.

The following are the basic principles for stulasurgery:

The route of repair

The usual approach for stula repair is the vaginal route. However, the surgeon s
own experience, the site of the stula and the extent of injury determine whether
the vaginal or, less commonly, the abdominal route is chosen.

The operative position

The most commonly used position for the vaginal route is the exaggerated
lithotomy position with shoulder supports for comfort and to help prevent the
woman from sliding from the table. The operating table should be tilted in the
steep Trendelenburg position so that the surgeon can look down easily into the
vagina. The woman s legs should be placed outside the lithotomy poles or padded
supports, and supported in the stirrups of the poles, with a small pillow placed
under her head.

Preventing infection

Strict asepsis should be ensured by using antiseptic wash, sterile drapes and

employing an aseptic technique. Some surgeons also routinely use prophylactic

antibiotics, while others do not. It is, however, common practice in developed

countries to give appropriate prophylactic antibiotics to all patients undergoing

pelvic surgery at induction of anaesthesia and this principle should be followed

wherever possible, particularly for women undergoing repair of recto-vaginal
stula, who are at higher risk of coliform contamination.

The basic surgical principles for vesico-vaginal stula (VVF) can be summarized
as follows:

The stula should be exposed and the ureters protected.

The bladder should be mobilized to enable tension-free closure and wide
enough dissection of the bladder and vagina. The bladder and vagina should be
closed separately, excluding the mucosa and inverting the bladder. The majority
of stula surgeons use one layer closure for the bladder but some prefer closure
in two layers, though this may necessitate wider dissection. The vaginal skin/
epithelia can be opposed either by minimal suturing to allow for drainage or
closed more formally, but in either case haemostasis should be obtained.

The bladder should be drained with a size 16-18 catheter. Larger sizes may
cause urethral irritation and smaller sizes may be by-passed if urine output is
high. The type of catheter used varies according to personal preference. Some
operators prefer plain catheters, while others use Foleys with or without the
balloon in ated. The catheter should be held rmly but gently in place by tape
on the thigh or sutures at the introitus to keep it in place and to avoid pulling
on the repair site.
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The basic surgical principles for complex stula can be summarized as follows:

Recto-vaginal stula (RVF)
The principles of repair of a RVF are similar to those given for VVF except:

Care should be taken not to cause an inadvertent stricture of the rectum.

Preoperative bowel preparation should be more thorough than for VVF alone.
This can be achieved by the use of enemas.

A temporary colostomy may be required for large, high or severely scarred RVF.
A previous failed repair may also require a colostomy.

In the opinion of many surgeons, RVF repair requires prophylactic antibiotic
coverage to prevent intra-operative infection, although no case-control studies
have been undertaken to evaluate this.

Postoperative women who have had an RVF repair that has not required a
colostomy, should remain on a uids-only diet for the rst two days and then a
low-residual diet but with a high uid intake for a few more days.

Combined stula

Combined vesico- and recto-vaginal stula should be repaired at the same time,
usually commencing with the vesico-vaginal stula, but circumstances and common
sense should determine the most practical approach.

Postoperative care

Skilled postoperative care is paramount in determining the success of the stula
repair. More detailed guidelines and principles for postoperative care are given in
the nursing chapter as it will be nurses who are largely responsible for providing
such care, but these are also summarized here:

The immediate postoperative period

The vital signs (blood pressure, pulse and temperature) should be regularly
observed and recorded as per the unit protocol. (See Chapter Four on
nursing.)

The woman should be observed for excessive blood loss both vaginally and
through the catheter.

Intravenous uids should be given until uids can be taken orally as per the
unit protocol. (See Chapter Four on nursing.)

The uid balance should be regularly monitored, including both uid input
and output.

The woman should be kept comfortable with adequate analgesia.

The woman should be mobilized as soon as possible if she has had a simple
repair.
After 24 hours and during the following days:

The woman should be encouraged to maintain a high oral- uid intake level to
enable her to produce two to three litres of urine per 24 hours.

The vaginal pack, if used, should be removed within 24 to 72 hours, according
to the local protocol.
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The indwelling catheter to enable free drainage should be retained for 10 14
days.

It is important to ensure that neither the drainage tube or urinary catheter
become kinked, and that the drainage receptacle is always at a lower lever than
the bladder.

The woman should be encouraged to become fully mobilized as soon as
possible depending on the type of repair, she has received. Women who have
had a simple repair can start to be mobilized within a day of operation; those
who have undergone complicated stula repairs, e.g. those requiring a ureteric
implant, will need bed rest for up to seven days after surgery depending on the
type of operation and the surgeon s own preference. Relevant physiotherapy
exercises should be started the day after the operation, as discussed in Chapter
Five on physiotherapy.

Any non-absorbable sutures should be removed when the tissues are healed.

The woman should be observed for possible anaemia and, if necessary, have a
post-operative Hb check.

Possible postoperative complications

Secondary vaginal haemorrhage

This requires immediate attention including assessing the need for resuscitation.
Immediate measures should be implemented if this is necessary. In cases where
the bleeding, is not arterial, a rm vaginal pack should be used. In cases of arterial
bleeding the woman should be taken to the operating theatre and the bleeding
points identi ed and ligated. Should bleeding continue, other causes should be
sought. She will need her Hb levels checked if her bleeding has been severe, and
any resulting anaemia treated by iron supplementation.

Catheter blockage

Blockage of a catheter requires immediate attention in order to relieve pressure on
the surgical repair site. Further details on how to unblock a catheter are given in
Chapter Four on nursing.

Anuria

In case of anuria, it is essential to ensure that the catheter is not blocked and the
ureters have not been ligated. After ensuring the woman has had suf cient uid
replacement, that her catheter is not blocked, and that the in ated balloon is not
causing ureteric obstruction, if the woman has not passed urine she should be
taken back to the theatre and, if the ureters have inadvertently been tied off then
the sutures must be undone. If the medical of cer in charge is not able to do so
then the woman should be referred urgently to a specialist. If anuria persists, look
for other causes (prerenal, renal and postrenal).

Breakdown of repair

A dye test to check the completeness of the repair should be performed before
removal of the catheter. If positive, the catheter should remain in place and on free
drainage for four to six weeks afterwards to facilitate healing as discussed earlier.

In most cases of early breakdown (within the rst ve days), it is unlikely that
prolonged catheter drainage will help heal the repair but those which occur later
(after 7 14 days) may do so.
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Infection
Infections of the repair site, or of the urinary tract, should be treated with

appropriate antibiotics and in accordance with local protocols. Wound infections
also require the wound to be re-opened.
Longer-term post-operative clinical problems may include:

Residual incontinence, either due to the breakdown of the repair or the
persistence of vesico-vaginal stula, genuine urinary stress incontinence,
detrusor over-activity or mixed incontinence. Chapter Five on principles for
physiotherapy provides treatment strategies for urge and stress incontinence.
Cases due to failed repair will require surgical intervention.

Urethral or vaginal strictures.

A genuinely failed repair.
Dyspareunia.

Haematometra.

Secondary amenorrhoea or infertility.

Bladder stones.
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