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ABSTRACT 

Background  

Vesicovaginal fistula is an age-long, preventable calamity in many lower-income-countries 

including Nigeria. 

Objective 

The objective of this thesis to analyze the Determinants of vesicovaginal fistula in Nigeria 

and also interventions with the potential to reverse the trend of the problem in Nigeria. The 

study offers recommendations to the Government and all stakeholders in the provision of 

policies and guidelines in prevention and are of women with VVF.  

Methods  

A literature review of articles was conducted of peer-reviewed articles, grey literatures using 

Google, Google scholar, Pubmed as search engines, Nigerian Demographic and Health 

survey and official sources of Nigerian statistics. Data was analyzed using the Rainbow 

model of Dahlgren and Whitehead for the Determinants of Health.  

Results  

Vesicovaginal fistula is a huge public health problem in Nigeria with a incidence rate of 2.11 

per 1,000 deliveries and prevalence of 3.2 per 1,000 deliveries. Obstructed labor is the major 

cause of vesicovaginal fistula in Nigeria accounting for more 70%-90% of cases in Nigeria. 

Other causes include accidents during pelvic surgeries (iatrogenic), infiltration by advanced 

malignancies like cervical cancer, uterine rupture and gishiri cut. Consequences include 

physical, social, psychological and economical. The determinants of Vesicovaginal fistula are 

interlinked. Young age at marriage and childbearing, low literacy and awareness, low socio-

economic status and access to Emergency Obstetric care services and gender inequality are 

the main drivers of the problem in Nigeria. Interventions including strict laws and 

enforcement against child marriage, improved access to Emergency Obstetric care, promotion 

of girl-child education and women empowerment have shown to have the potential of 

reversing the current trend.  

Conclusion  

Analysis of the association of VVF with the determinants at the different levels in the society. 

Low socioeconomic status, poverty, low literacy and access to Emergency care the drivers 

that constitute an interlink that makes it difficult to prevent and eliminate the problem in the 

country. There is need for the Government and all stakeholders to come together and bring 

forth measures to prevent and eliminate the problem in the country. 

  

 

Keywords: Vesicovaginal Fistula, Magnitude, Consequences, Determinants of Health, 

Intervention, Sub-Saharan Africa, Nigeria. 
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CHAPTER 1 

BACKGROUND INFORMATION OF NIGERIA 

1.1 Introduction 

My name is Bashir Hamzat Isa. I am a Nigerian working as a Medical Doctor working with a 

state-owned hospital, located in the north western region in Nigeria. I graduated from medical 

school in 2013 and worked as an intern and later as a general practitioner in a hospital dealing 

with women with fistula, a fistula center for a year before joining another hospital, all in 

Sokoto state.  

During my time at the fistula center, I have encountered several women with Vesicovaginal 

fistula (VVF), with different forms and level of severity. This triggered my inquisitiveness in 

wanting to know all that entails about the problem of VVF in Sokoto state and Nigeria at all. 

I realized that despite the Nigerian government’s and several stakeholders’ efforts to reduce 

and prevent the disease, it continues to prevail and surge at an alarming rate and with the frail 

nature of Nigeria’s health system, the picture is not a pleasant one to predict.   

VVF is one of worst childbirth complication that can befall on any woman. Hence, they need 

to quickly prevent and arrest this problem. However, to properly address the problem, there is 

need to properly understand and analyze what truly the problem is, what are the determinants 

and promote or threaten its prevalence as well as interventions with the potential to reverse 

the trend.  

As the most populous nation in Sub-Saharan Africa and the country with the highest number 

if VVF cases, I find it interesting and necessary to study and analyze what the magnitude, 

consequences and determinants of VVF are in Nigeria and hopefully come with evidence-

based recommendations to the Nigerian government through the Federal Ministry of Health 

to tackle the burden of VVF in Nigeria. 

1.2 Country Profile on Nigeria   

1.2.1 Geography 

Nigeria, officially called Federal Republic of Nigeria is a country located in the Western, 

Sub-Saharan part of the African Continent. It shares border with Republic of Benin on the 

West, Republic of Cameroon on the East and the Republics of Chad and Niger on the 

Northern border(1). It has a total land mass of about 910,770 km2 and a population density of 

226/km2. The movement of airmass from the South to the North of the inter-tropical 

convergence zone of the equator gives Nigeria its 2 seasons of wet and dry seasons, typically 

seen in a tropical climate(2).   

The country is divided into 36 states and a Federal Capital Territory, with 774 Local 

government areas and 9,572 political wards(3).  
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1.2.2 Demography  

As at early 2020, Nigeria’s population was 205,912,789 and the UN estimated Nigeria’s mid-

year population to be around 206,139,589, which is equivalent to 2.64% of the total world 

population(4)(5). This makes the country the most populous country on the African continent 

as well the 7th most populated country in the world. With the current high annual population 

growth of 2.58%, it is estimated that the population will reach 264 million by the year 2030 

and 300 million in the year 2036(4). People within the age range of 0-14 years constitute the 

highest percentage of the age profile with 42%, then followed by 15-24 years with 20.27%, 

25-54 years with 30.6%, 55-64 years 4.13% and 65 years having the least with 3.3%(6). The 

current median age is 18.4 years and the number of male and females is almost the same 

(1.04 male: 1 female). Though the females tend to outnumber the males after the age of 65 

Figure 1 showing the map of Nigeria 

Source: www.mapsofworld.com  
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years(4).  The figure below shows the population pyramid of Nigeria showing the age and sex 

distribution. 

  

Figure 2: Showing Population Pyramid of Nigeria, 2020 with age and sex distribution 

 

 

Source: www.worldometers.info/world-population/nigeria-population/ 

  

Nigeria is a country with diverse cultural background owing to its multiple ethnic groups. 

The Hausa-Fulani, which are 2 different groups but merged into one as result of inter-tribal 

marriages, constitute the largest ethnic group in the country and mainly occupies the Northern 

states of the country (up to about two-third of it). They are the most politically-active group 

since the country’s independence in 1960. Other major ethic groups are the Igbo in the South-

Eastern Nigeria and the Yoruba mostly in the South-Western states of the country(4). Annual 

increase in urbanization is  4.23% and 52% of the total population are urban dwellers(6).   

 

1.2.3 Religion 

There are two (2) main religions in Nigeria are Islam and Christianity. Nigeria has the highest 

population of Muslim followers in SSA and is the predominant religion in the country with 

about 53.5% of the total population being Muslims(7). They are mostly in the North (Hausa-

Fulani) as well as has some followers in the Yoruba or South-Western states. Though, some 

Yoruba people also practice Christianity and traditional religion. In the Igbo lands in the 
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South-East, it is predominantly Christianity and constitute about 45.9%, while other religions 

make up the remaining 0.6% (7)(8).  

1.2.4 Socio-economic status   

Nigeria is a Lower-middle-income country but has the largest economy in Africa. According 

2019 official data from the World Bank, the country’s Gross Domestic Product (GDP) is 

worth 410 US dollars per capita, which is also equivalent to 0.34% of the global economy(9). 

Prior to the discovery of oil in the 1950s, agriculture was the main source of foreign 

exchange. As at 2016, agriculture contribute about 36.5% of labor workforce and 21% GDP 

to the economy. However, almost 90% of Nigeria’s farmers are practicing subsistence 

farming making more than 70% of Nigerians farmers to thrive below the poverty level of 

1.09 US Dollar per day(10). Total youth unemployment rate is 13.8%(6). As of 2019,  

national poverty rate is 40.1% and Gini index/coefficient 35.1 with northern states in Nigeria 

been the worst hit(11)(12). 

Developmental challenges like lack of financial management systems, reduce dependency on 

oil and lack of economic diversification has continue to negatively affect the nation’s 

economy. As of 2018, Nigeria’s Human Development Index (HDI) is 0.534, making it to 

occupy the 158th position out of the 189 countries(13). 

1.2.5 Education 

Education is jointly given by the three tiers of government in the country, namely- local, 

states and the federal governments. Though the formulation of educational policies, quality 

control and tertiary education is chiefly the responsibility of the Federal Government through 

the Federal Ministry of education(14). Language of instruction at all levels from the fourth 

grade is English. The organizational structure is divided into three  levels; the basic education 

level which is 9 years, then post-basic/secondary schools which is 3 years and tertiary level, 

which depending on program is 4-6 years(14). Despite basic education being officially 

compulsory and free in Nigeria since the year 1999(15), more than 10 million of the 

country’s total population of children aged 5-14 years are without education or are out of 

school. The picture is even worse for girls in the Northern states of the country where more 

50% of their population do not go to school(16).  

As of 2019, 62% of Nigeria’s total population is literate with the figure higher in males than 

in females- 71.3% and 52.7% respectively. Total school life expectancy, which is progression 

from primary to tertiary schools is 9 years, males with 9 years and females having 8 years(6). 

1.2.6 Health Indicators 

Life expectancy from birth has improved from 55 and 56 years in 2016 to 58.6 and 62.3 years 

in 2020 for males and females respectively. Total life expectancy is 60.4 years(6)(17). 

Nigeria has one of the highest birth rate in the world with 39 births per 1,000 population with 

discrepancies across states and regions in the country(2). Total fertility rate in those aged 

between 15-49 years is very high and is 5.5 birth per 1,000 population, with rural population 

(6.2 per 1,000 population) having higher rates than urban counterpart (4.7 per 1,000 

population)(2).  
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Despite having high fertility and birth rates, maternal health indices are abysmal in the 

country. Maternal mortality rate (MR) is 1.05 per 1,000 women-years of exposure and is 

equivalent to 32% of global maternal deaths in those aged between 15-49 years. Maternal 

Mortality ratio (MMR) is 576-917 deaths per 100,000 live births. This translates to 1 in every 

30 women stands the risk of dying as a result of pregnancy or childbirth(1)(2)(6).  The figure 

below shows major obstetric complications in Nigeria. 

 

Figure 3 Showing major obstetric complications in Nigeria 

 

Source: www.njcponlinne.com  

1.2.7 Health Systems  

Provision of Health care services in Nigeria is via primary, secondary and tertiary levels by 

the local, state and federal Governments respectively, and involves also both the public and 

private sectors(18). The health systems are decentralized in a way that, the federal 

government is responsible for tertiary/referral centers, the secondary health institutions are 

overseen by the state governments, while the local governments are responsible for the 

primary health centers(19)(20). Nearly all states in the country have declared free access to 

maternal and newborn health services (MCHS) to lessen financial barrier and improve access, 

services rendered and coverage differ, and oftentimes the declaration of free MCH services 

are not in tune with the resources provided for ensure proper implementation(1). Health 

financing is through multiple sources viz; government budgeting through revenue generating 

from tax, out-of-pocket payments, National health insurance scheme and donor funding(21). 

Out-of-pocket payment constitute more than 90% of health financing in Nigeria as less than 

10% of the entire population is enrolled in the national health insurance scheme(21).  

Expenditure on health from all the three tiers of government in Nigeria is less than 6% and 

constitute less than 25% of the country’s health spending, while the private sector make up 

the remaining 75% of the country’s heath spending(22). 
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Generally speaking, the Nigerian Health system is weak and this cut across all the health 

system building blocks. The biggest challenges are poor referral system, geographical 

inaccessibility of these facilities especially to those in the rural areas, as well as 

unaffordability due to low socioeconomic status The frequent strike actions by health workers 

in the public health institutions, are the major blockades that cause disruption of healthcare 

services in the country(1)(23).  

On the positive side, Nigeria has achieved some encouraging milestones like halting the 

spread of Wild Polio Virus, control of Ebola Virus disease outbreak and eradication of guinea 

worm(23). Nigeria’s total expenditure on health per capita is 217 USD and total expenditure 

of health as percentage of GDP is 3.7%. The ratio of Doctor or Physician per 1,000 

population is 0.38(17).    

1.2.8 Instability/Insecurity  

Nigeria as a multi-ethnic country has been dealing with numerous ethno-religious and tribal 

instabilities from independence till date. The Northern geopolitical zone of the country is the 

region that has been affected the worse. In 2009, the Islamic terrorist group known as Boko 

Haram (BH) with Headquarters in the North-Eastern state of Borno, came into existence with 

the sole purpose of launching an Islamic caliphate in the region and replacing the Nigerian 

government by adopting the Islamic Shari ‘a law(6)(24).  In 2018, another Islamic group by 

the alias Islamic State of Iraq and Ash-sham- West Africa (ISWAP) also started their 

campaign that it similar to that of BH. They are also located in the northern parts of Nigeria 

sharing border with Niger republic in addition to the north-east and lake Chad regions(6).  

From 2009 till date, thousands of both military and civilian lives were lost, farming and 

trading were disrupted, millions of citizens were displaced, attending formal schools for 

education, especially for the girl child was criminalized and made punishable by them. This 

also affected the utilization of health care services as well contributes to the high rates of 

maternal deaths in the country(6).  
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CHAPTER 2 

PROBLEM STATEMENT, JUSTIFICATION, STUDY OBJECTIVES, AND 

METHODOLOGY 

2.0 Background 

Vesicovaginal Fistula (VVF) is an age-long, avoidable and preventable tragedy affecting women. 

It is one of the spectra of medical conditions known as obstetric fistulas or fistulae. These are a 

group of medical or gynecological complications that arises in most cases as a result of 

prolonged and obstructed labor, without timely and adequate medical intervention by qualified 

personnel. This leads to creation of an abnormal connection between the vagina and the urinary 

bladder (vesicovaginal), rectum(rectovaginal) or the ureters (Uterovaginal) (25). For the purpose 

of this work, we will limit our focus only on vesicovaginal fistula.  

Historically, it is an ancient problem believed to have been in existence since 2050 BC as seen in 

some Egyptian mummies(26)(27).  VVF due to obstructed labor occurs as result of cutting-off of 

blood supply of the entrapped tissues between the skull of the baby and the small maternal 

pelvis. This leads to sloughing, thereby creating an abnormal connection between the bladder 

and the vagina(28). Sequel to this, the patients or survivors of VVF may not only present with 

physical problems, but some may have psychological problems as well  

There are disparities in the incidences of the problem worldwide. Exact estimates of incidences 

and prevalence are considered to be underreported as they rely on self-reporting, studies from 

advocacy groups and hospital records. However, the World Health Organization (WHO) in 2014, 

put the global estimate at 50,000-100,000 new cases each year. This data is of course scanty and 

needs updating(29). VVF due to prolonged obstructed is presently uncommon in high income 

countries (HICs) due to provision of adequate and appropriate obstetric services including timely 

interventions like caesarian sections (25)(30) and has an incidence rate between 0.3% and 

0.2%(31). About 83.2% of cases of VVF in HICs are mainly through accidents during pelvic 

surgical procedures, malignancies or cancers like cervical and vaginal cancers or during 

radiotherapy in cancer treatment. The remaining less than 20% is due to vaginal instrumentation 

or external trauma like in rape (30). On the contrary, VVF persists in almost all low- and middle-

income countries (LMICs) especially in Sub Saharan Africa (SSA) and South Asia. In about 

95% of instances, it is mainly due to obstructed labor(31)..In the remaining 5% or less in LMICs, 

VVF is due to accidents during surgical interventions (27)(29)(32) . The incidence in Western 

parts of Africa is estimated to be 3-4 per 1000 deliveries.  

Precise data on the number of VVF cases in Nigeria is scanty and there seem to be dissimilarity 

in the number of VVF cases across all the 6 geopolitical zones of the country. However, a report 

by United Nations Children Emergency Fund(UNICEF) shows that, the Northern geopolitical 

zone has the highest proportion of VVF cases in the country, as compared to other geopolitical in 

the country (33).     
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2.1 Problem Statement.  

In Nigeria, VVF is a nationwide problem and of great public health concern. Recent data from 

the National Demographic Health Survey (NDHS) put the incidence rate at 2.11 per 1000 

deliveries with 12,000 new cases every year(3). Nigeria alone is said to account for more than 

half of all VVF cases worldwide(34). The prevalence rate in women aged 15-49 years in Nigeria 

is 3.2 per 1,000 deliveries (1) with about 150,000 backlog cases in Nigeria (3) . There are 

variations in terms of prevalence of VVF across different states in geopolitical zones of the 

country, and thus the prevalence of VVF in the country may be higher as majority of patients are 

remotely situated and/or are not registered in any health center(35).  The prevalence of VVF is 

lower in Southern parts of Nigeria with 0.2% than in the Northern parts of the country, with a  

prevalence rate of  0.3% (3). The exact and reliable estimate of the incidence of VVF in the 

country is difficult to define, as it is known that there is low utilization of hospital services for 

deliveries and as high as 62% of pregnant women aged between 25-34 years do not deliver their 

babies in a hospital and/or are not registered at a health facility(2)(36).  

The most common cause, in more than 70%-90% of VVF cases in Nigeria is prolonged 

obstructed labor(27)(35)(37). Other known causes for the development of VVF include; 

advanced gynecological  cancers like cervical cancers, rupture of the uterus, accidents during 

pelvic surgeries (iatrogenic) and harmful traditional practices like female genital mutilation 

(FGM) or ‘gishiri’ cutting(27). Risk factors for VVF are low socioeconomic background, low 

educational status, rural dwellers who have little or no access to adequate, accessible and 

affordable basic health care facilities and services (28)(38)(39).  A hospital study carried out 

shows there is also an increasing trend in the number of cases of iatrogenic fistula which 

constitute about 23% of fistula cases in one of the studies done in Sokoto and 16% in Katsina 

state(33).  

Consequences of VVF are not just limited to the individual. It affects the household/family and 

the community as well.  At individual level, it causes physical trauma like pain, urinary 

incontinence, foot drop, vulva excoriation, recurrent infections and infertility. VVF also causes a 

lot of psychological trauma on its survivors or patients such as feeling of sadness, especially 

because in majority of the pregnancies leading to the development of VVF, the baby is a still-

born or die few days after birth. Other psychological issues are depression, deliberate self-harm, 

suicidal ideation and sometimes suicide. The psychological disturbance is also due to marital 

disruption, rejection or neglect by their spouses and some of their family members, stigma and 

discrimination they face in the community, thereby making them to feel “empty” or to be seen as 

lesser human beings (40)(41). Hence, it exerts a negative impact on the general household and 

the community at large.   

Acknowledging the problem of VVF in the country, in the year 2002, the Nigerian Government 

in collaboration with other developmental organizations like the UNFPA and Fistula care, agreed 

that the approach to tackle VVF in the country should be an integrated exercise, with the aim to 
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improve the overall sexual and reproductive health status of the whole country and should not 

just be limited to  medical and surgical care, but must include prevention measures and 

rehabilitative care services (3).  

The following year 2003 gave the birth to the UNFPA and its partner’s global Campaign to end 

fistula, which Nigeria is an active member and a beneficiary. Apart from treating and 

rehabilitating VVF survivors, the campaign also support the training of Health care workers 

ranging from Surgeons to community health care workers, all in the effort to tackle VVF (42). 

Till date, Nigeria is fully determined to achieve the goal of eliminating VVF by the year 2030, 

which is in tune with the Sustainable Development Goal (SDG) agenda. The country through the 

Federal Ministry of Health, had developed 2 National Strategy Frameworks for Fistula 

elimination from 2005-2010 and then 2011-2015. Some important progress made thus far 

include inclusion of budgetary allocation in the National budget to fund fistula programs, 

training of health workers and establishment of more fistula treatment and rehabilitation centers 

where almost 3,000 VVF patients are treated annually either at a subsided fee or free (1).   

Currently, there are 12 fully-dedicated centers, distributed across all the 6 geopolitical zones or 

regions in the country for the treatment and rehabilitation of VVF survivors. They are 6 in the 

North-West (Sokoto, Kebbi, Zamfara, Kano, Jigawa and Katsina states), 2 in the South-East 

(Ebonyi state), and 1 in each of the remaining South-South (Cross River state), South-West (Oyo 

State), North-Central (Kwara state) and North-East (Bauchi state) geopolitical zones. There are 

also other centers designated as supporting centers for VVF cases (3)(43).  Presently, there is a 

new Strategic framework for fistula elimination, programmed to last from 2019-2023 with a goal 

of achieving a fistula-free Nigeria by contributing 30% reduction in incidence, 30% reduction in 

prevalence and an increase of 30% for those undergoing rehabilitation, all within the 4-year 

period. 

2.2 Justification   

The number of women living with VVF in Nigeria remains persistently high and the number of 

new cases keeps rising, it is very important to explore, identify and address the root causes and 

the determinants of the problem within the Nigerian context. Previous National Strategic 

frameworks for the elimination of VVF all elapsed without any concrete evidence of achieving 

any goal of eliminating or reducing VVF in the country. This could be due to the fact that there 

were mainly focusing on the treatment, training of Health workers and rehabilitation of VVF 

patients and not concentrating enough on the factors or determinants influencing the problem in 

the country.  

Even with the current efforts in place, less than 4,000 VVF patients are surgically treated 

annually across all centers in the country. This translates to a fact that, it will take about a 

century to treat those currently living with the problem, not to talk of adding new cases(1). 

Knowledge gaps seems to exist about VVF in Nigeria as information about the problem of VVF 
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in Nigeria is scattered and not put-together in one piece. Looking at these scenarios, it is 

pertinent to not only focus on treatment and rehabilitation of VVF women but there is also the 

need to focus more and analyze the determinants that affects the problem in the country(44).   

This thesis works aims to collect, bring together and analyze the determinants and responses to 

the problem of VVF in Nigeria and also to come up with an overall picture and recommendations 

to aid the Ministry of Health and other stakeholders in making and adopting policies and 

guidelines towards elimination of VVF in Nigeria.  

2.3  Study Objectives 

2.3.1  General objective  

To describe and analyze the determinants and responses to the problem of VVF in Nigeria 

aiming to give recommendations to the Ministry of Health and all stakeholders for better policies 

and guidelines in the prevention and care of patients with VVF in Nigeria. 

2.3.2 Specific Objectives 

1.    To describe the magnitude and consequences of VVF in Nigeria. 

2.    To analyze the determinants of VVF influencing the problem of VVF in Nigeria. 

3.    To identify and analyze interventions that could potentially be used in the Nigerian context    

with the aim of reversing the trend and effects of VVF in Nigeria. 

4.    To give recommendations to the Ministry of Health and all stakeholders for better policies 

and guidelines in prevention and are of women with VVF. 

 

2.4 Methodology 

The thesis is going to be carried out by doing literature review of relevant articles. Search 

engines namely PubMed, MeSH, Google, Google scholar will be employed as well as KIT/Vrije 

Universiteit (VU) virtual library will be used in fetching relevant books and articles. Information 

obtained from grey literatures of relevant and recognized local and international organizations 

include but not limited to Nigeria’s DHIS, Federal Ministry of Health, WHO, UNICEF, 

UNAIDS, World Bank, CIA, UNFPA, FIGO. Internationally recognized and relevant journals 

including AJOL, BMC, BMJ, PLOS ONE, Fistula-Plus, were all included in this exercise. Also, 

while snowballing through initial literature, quite a number of relevant articles were found, 

reviewed and used in this article. Only articles in English Language, within the last ten years 

were used.  Personal experience of the author as a medical practitioner working in Nigeria was 

also used as information source. 

Keywords and combinations were used in the search engines using the Boolean search strategy 

as depicted in the figure below Keywords as well as the inclusion and exclusion criteria are given 

in table below.    
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Determinants of 
Vesicovaginal 

fistula (VVF) in 
Nigeria

LMICs. 

SSA. 

Nigeria.

VVF.

2.4.1 Inclusion Criteria and Exclusion Criteria   

The inclusion and exclusion criteria applied in this work is given in table Below.  

Table 1 showing Inclusion and exclusion criteria 

 

 

Figure 4 showing The Boolean search strategy 

 

Inclusion criteria. Exclusion criteria. 

• Articles, journals and papers 

published in English 

language.  

• Articles with publication 

dates ranging from the years 

2010-2020.  

• Information from studies in 

other Sub-Saharan countries 

with similar disease pattern 

with Nigeria.   

• Vesicovaginal fistula.  

• Obstructed labor. 

 

• Articles in any other language apart from 

English.  

• Older articles that are published more than 

ten years ago 

• Information from duplicate studies were also 

excluded.  

• Rectovaginal fistula.  

• Uterovaginal fistula. 
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2.4.2 Search Strategy  

Table 1 Search strategy/strings used in the literature review 

 AND 

Objectives Search term Keywords Geographical area. 

1. Magnitude 

and 

consequences 

of VVF in 

Nigeria 

• Vesicovaginal 

fistula.  

• Obstetric fistula.  

• Obstructed 

labor. 

• Prevalence.  

• Incidence  

• Physical consequences  

• Social consequences  

• Psychological consequences  

• Economic consequences. 

• Low-middle-

income countries 

(LMICs).  

• Sub-Saharan 

Africa (SSA).  

• Nigeria. 

2. 

Determinants 

of VVF 

influencing 

the problem 

of VVF in 

Nigeria. 

 (Using the 

Dahlgren and 

Whitehead 

framework).  

 

 

 

 

• Vesicovaginal 

fistula.  

• Obstetric fistula. 

•  AND Age.  

 AND [Individual lifestyle 

OR use of contraceptives].  

• AND Social support.  

• AND [Community network 

OR support].  

• AND [agriculture OR food 

OR malnutrition].  

• AND [education OR 

literacy].  

• AND [unemployment OR 

poverty].  

• AND [water OR sanitation].  

AND [health care services 

OR health care access].  

• AND economy.  

• AND [culture OR tradition 

OR ethnicity OR religion]. 

• LMICs.  

• SSA.  

• Nigeria. 

 

2.4.3 Applied Conceptual Framework   

In this thesis, the conceptual frame work for the determinants of health by Dahlgren and 

Whitehead (figure below) will be used to analyze the thesis objectives.  
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Figure 4 Showing the Dahlgren and Whitehead framework 

 

Source: https://esrc.ukri.org/about-us/50-years-of-esrc/50-achievements/the-dahlgren-

whitehead-rainbow/ 

  

The frame work is also called the ‘rainbow model’. It was developed in 1991 by Goran Dahlgren 

and Margaret Whitehead and since then has been used widely by researchers. It was chosen for 

this thesis work because disentangle a wide range of determinants that threaten and promote 

health and is also appropriate for preparing interventions in the process of policy making. It 

demonstrates the important inter-relationship that exists between individual, society and 

community, living and working conditions, general socio-economic, cultural and environment 

conditions interacts with and affect health. It also creates an avenue for analysis of the various 

determinant of health in an arranged, systematic way as well how these are intertwined with one 

another and thereby further clarifies on the processes by which determinants of health generate 

health inequities within and outside communities and thus helps in mapping out specific level of 

interventions (45), though it does not right away provide an approach for the intervention aspect 

of the objectives.  

 The framework outlines four (4) intervention levels and one level that is uncontrollable, which is 

age, sex and constitutional factors. The levels/layers of the framework are as follows;  

https://esrc.ukri.org/about-us/50-years-of-esrc/50-achievements/the-dahlgren-whitehead-rainbow/
https://esrc.ukri.org/about-us/50-years-of-esrc/50-achievements/the-dahlgren-whitehead-rainbow/
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1. Age, sex and constitutional factors.  

2. Individual lifestyle factors level and deals with obesity, diet, cigarette smoking and alcohol.  

3. Social and community network level- deals with interpersonal relationships, social support, 

stigma and discrimination.  

4. Living and working conditions which deals with unemployment, poverty, agriculture and food 

supply chain, education and health care services.  

5. General socioeconomic, cultural and environmental conditions that deals with the 

socioeconomic status of the people, cultural practices, power and gender roles, traditional and 

religious practices.  

Components of the framework excluded are agriculture and food production, work environment, 

water and sanitation, housing. No association to the problem VVF was established in the 

literature search 

Other Frameworks considered but not used in this work include The Frieden model or 

Framework. Frieden model is a 5-tier pyramidal framework and focuses more on public health 

interventions, policy-making or decisions rather than the analysis of the various social 

determinants. It is more of an action-oriented framework.     

The WHO-CSDH Conceptual framework is another framework with primary focus area on 

policy development and decision-making. It consists of 2 components which makes it extensive, 

and must be put together in order to define the inter-relationship between the various 

determinants of health. The downside of using it is, the findings will be vast rather than in-depth. 

 

2.4.4 Limitation of the Study  

There is limitation of information needed in analyzing all the determinants of VVF within the 

Nigerian context using the conceptual framework. Thus, reports from other Sub-Saharan 

countries were used because they seem to share totally similar disease pattern with Nigeria, as 

well as the determinants Also, data and articles for individual state analysis in the country were 

scanty and very limited. Hence, in some instances, data from a certain state or geopolitical zone 

in the country was used  generating inference with caution in the analysis of the problem of VVF 

in Nigeria.   
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CHAPTER 3 

RESULT/FINDINGS 

3.1 Magnitude  

Despite being a huge public health problem in the country, it is not given the needed attention 

with associated paucity of accurate and reliable data(1). Currently no large studies were carried 

out in the country to ascertain its precise incidence. Notwithstanding, available estimates put the 

incidence rate at 2.11 per 1000 deliveries with 12,000 new cases every year(3). This however, 

could go as high as 20, 000 new cases or more every year owing to the fact that only about 38% 

of childbirth occur in a health facility, with majority, about 62% are taking place outside a health 

facility(46)(2)(36).   

The prevalence rate is 3.2 per 1000 deliveries(1). The Northern parts of the country have a higher 

prevalence rates than in the Southern parts of the country(1). To be more accurate, the 

prevalence rate in North-central is 0.8%, 0.5% in the North-East and North-West having the 

lowest in the northern region with 0.3%. On the contrary, the South-south region of Nigeria has 

the highest in the region with a prevalence rate of 0.5%, then 0.3% in the South-east and South-

west region having the lowest with a prevalence rate of 0.2%(3). This high magnitude means 

that, about 150,000 out of the total 37,425,000 women of the reproductive in Nigeria either had 

VVF or have experienced fistula symptoms in the past(3). In a study, it was revealed that women 

in the age range of 10-18 years constitute the peak age range of VVF in Nigeria and as high as 

58%-90% was seen in the northern states of Sokoto (90%), Kano (75%) and Borno state 

(59%)(27), while the age range of 20-29 years constitute the highest frequency of VVF 

occurrence in the southern regions of Sagamu, Ogun state (58.3%) and Port Harcourt, Rivers 

state   (27). This variation in peak ages could be explained by early marital practices in the 

northern states and will be discussed later in the following sections. 

 

3.2 Consequences   

Women with VVF faces a lot of consequences of the diseases and suffers much more than just 

physical pain or leakage of urine. These consequences ranges from physical pain to serious 

emotional and psychosocial issues. In this thesis and for the sake of better understanding, the 

consequences of VVF are grouped in to physical, social, psychological and economic 

consequences.  

3.2.1 Physical Consequences    

Continuous leakage and associated urine stinking are common to all women with VVF which 

they suffer following the complex and painful mechanism they had during childbirth. This makes 

them to stink and also difficult to mingle with other people. Though some women may try to 

arrest this involuntary leakage by using rags from cloth or pads, it always ends up in vain and 
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just increases their vulnerability to urinary tract infection due to ascending infection and 

excoriation of skin of the vulva(47)(48). A study in Kano, Nigeria shows as high as 31% of VVF 

patients have this skin dermatitis(27).  This infection can affect the kidneys and cause severe 

renal impairment. Unfortunately, even after surgical repair of fistula, urinary incontinence will 

persist in about 14%-30% of VVF survivors(40)(49). 

Similarly, Peroneal nerve injury due to obstructed labor can lead to difficulty in walking and 

other gait abnormalities(48). Few studies were carried out and there is little literature on this in 

Nigeria. However, in one of studies conducted in VVF center located in Sokoto State, it was 

found that 59.2% of women (106 out of 179 women) had foot drop(50).  In another similar 

carried out in Ethiopia, it was also found that about 20%-30% of those with VVF have walking 

problems due to foot drop(51). This cause them to drag their legs while walking, limp or can 

only walk with the aid of a walking stick.   

Another problem is the issue with fertility. Only about a quarter of VVF survivors especially in 

those that suffer VVF in their first childbirth, usually have stillbirth and experience difficulty in 

trying to conceive or  have another baby in the future(48). A study in Sokoto VVF center shows 

about 63% of the patients have secondary amenorrhea, making it rather difficult for them to 

conceive pregnancy later on(50)(52). This is a problem in societies that attach affluence to 

having large families or where having a very large family is the main source of reliable and 

affordable labor like in agriculture, as typically seen in many Nigerian communities(47). 

 

 3.2.2 Social Consequences  

 Apart from physical consequences, VVF patients also experience serious forms of social 

injustices as a result of their condition. These include rejection from the community like banning 

them from social gatherings, isolation, minimal social support and in some cases, rejection or 

divorce from their spouse(52). This is all because of the smell of urine due to incontinence. In 

the typical Nigerian setting where the worth of a woman is dependent on carrying out house 

chores and satisfying her husband’s sexual needs and childbearing, the condition can make her 

life a difficult one by facing maltreatment from the husband and marginalization by the family 

members and the community at large, especially in those communities that attribute the condition 

to supernatural causes or  believe VVF is a punishment from Gods(53). This is the case that was 

found in the Sokoto VVF center where 55.6% of VVF patients attributed their condition to evil 

supernatural elements and 33.3% consider it a punishment from God(35).    

Divorce is the commonest social discrimination faced by VVF women throughout the country 

and is as high as 55% especially in the northern states like Sokoto(27). Another study in Akwa, 

Ibom state and Ilesha in Ogun state in Southern Nigeria show more than 60% of VVF survivors 

are divorced due to their inability to duly perform their conjugal duties due to pain they 

experience while having sexual intercourse with their husbands and sporadic leakage of urine 
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even post-surgical repair(54)(55). Some are sent back to their parents or care-givers, while others 

seek refuge in institutionalized centers like religious homes(54).  These all make them to have a 

perceived feeling of shame, humiliation, isolation and low self-worth. 

 

3.2.3 Psychological Consequences  

It is not surprising that VVF patients have a lot of psychological problems looking at the high 

still-birth rates of 75%-92% associated with the condition and in many times, the psychological 

conditions are more traumatic than actually having a fistula(27). Psychological conditions like 

depression, Post-traumatic stress condition, other somatic complains were found to be higher in 

VVF patients in contrast with the other woman(52). A study from Ethiopia reported that 100% of 

VVF survivors on arrival to a health facility have one form of psychological problem or the other 

with 40% of them previously considering suicide(56).  

The Nigerian scenario is almost no different. One study done in Enugu, South-eastern Nigeria 

shows that depression is the commonest (73.8%) psychological problem faced by VVF 

patients(57). Similarly, in the Northern state of Sokoto VVF center, it was found that 104 out of 

179, about 58.1% of VVF women were found to be having depression(50). Post-traumatic stress 

disorder (PTSD) is common in about 65% those screened with VVF(58). The culmination of 

these effects renders the patients vulnerable to ideas of deliberate self-harm, stress, anxiety and 

sometimes committing suicide(41)(53).  

Despite all this, VVF survivors in Nigeria create coping and survival strategies in the face of 

their sufferings. These include using rags from torn clothes or pads to absorb the moisture from 

the urine leakage, frequent bathing, attending religious crusades and seeking solace from 

religious leaders.   

 

3.2.4 Economic consequences 

VVF survivors also faced economic hardship due to family and societal rejection and isolation 

they experienced as a result of their condtion, hence could not get the opportunity to be gainfully 

employed except for low-skill, petty trading(48). From a study done in Sokoto, it was found that 

61% of VVF patients were not gainfully employed or full-time housewives while the remaining 

39% were involved in home-based petty trading(27). As they are rejected by their spouses, 

family and community, they faced a lot of financial hardship and to over come this, they engage 

in small scale domestic businesses like selling of firewood and other petty trading not just as a 

coping strategy, but to also cater for of their financial needs(53)(59).    
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 3.3 Determinants of VVF in Nigeria  

These results were obtained using the Dahlgren and Whitehead framework. Only components of 

the Dahlgren and Whitehead framework that relates to the problem of VVF in Nigeria were used 

in the analysis. Components of the framework excluded are agriculture and food production, 

work environment, water and sanitation, housing. No association to the problem VVF was 

established in the literature search. 

 

3.3.1. Constitutional Factors.  

3.3.1.1  Sex.  

Since VVF is a majorly a complication of obstructed labor which happens only in women that 

were pregnant, being a female is a determinant. 

3.3.1.2  Age at first intercourse/childbearing  

In many SSA countries including Nigeria, marriage is an important milestone in a woman’s life 

because is the moment when conceiving and childbirth are considered to be socially acceptable. 

Early marriage equates to early exposure to coital activities leading to pregnancy, at a period 

when the young girl is neither physically nor sexually aged(60), especially in Nigeria where 

fertility rate is high(1)(2)(27). Young girls are married off by their family members or care givers 

at a very young age, sometimes immediately after their first menstrual bleeding (menarche). This 

is mostly based on tradition and religion and not backed by any civil law(60).  Nigeria’s median 

age at marriage is 18.1 years in those aged 25-49 years and pregnancy rates among is 23%(1), 

though women in rural areas marry four years earlier  than those in urban areas (16 and 20.8 

years respectively)(2). These figures however do not reflect on the variations that exists across 

the national geopolitical zones. The lowest median age at marriage, 15.3 years is found in the 

Northwest zone while in the South-east zone, the median age at marriage is 22.7years(2). The 

NDHS data in 2018 reported that about 19% of women aged between 15-19 years had either 

commenced motherhood or had experienced pregnancy in their life(61). Higher rates were found 

to be in the North-western and North-east states of the country, where 53% was found in Katsina 

state alone(1).  

In the Northern states where the burden of the disease is highest, most (50%-80%) of the VVF 

patients were married at an early age. As study shows that in Kano and Borno states, 81.5% and 

52.3% respectively of their VVF patients were married at the age of 15 years. While in Sokoto 

state, more than 90% of their VVF patients were married before attaining the age of 18 

years(27). This is even below the median age at marriage in the country.   

In many LMIC setting including Nigeria, early marriage, early sexual exposure and subsequently 

early childbirth are closely interrelated and as a result, may increase their risk of developing 

VVF (60)(62). A similar result was seen in a pooled analysis of SSA countries which shows that, 
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early age of first intercourse or childbirth promotes the chances of developing VVF(63). Thus, 

early age at first intercourse and childbirth has a positive association with VVF. Reasons for this 

practice include fear of  poverty by the parents or care givers as there will be less family member 

to feed and cater for, preservation of virginity or ‘purity’ of the girl child, peer pressure on the 

parents from the society, and perceived prevention of promiscuity among young girls (64) 

3.3.1.3  Maternal Height/Short stature   

The relationship between maternal height and small maternal pelvis has been shown in very few 

studies carried out, which affirmed it to be a negative factor. No data of this in Nigeria was 

found. However, in other African countries like Ethiopia and Ghana, it was found that women 

with a height of less than 150cm stands the risk of cephalopelvic disproportion, a complication 

that can lead to obstructed labor and subsequently VVF(65)(66)(67).  In the study it was shown 

that about 52% of the VVF patients in Ethiopia are below the height of 150cm(68). In 

comparison, the average height of women in Ethiopia is 158cm(69). 

3.3.1.4  Nutritional status 

Nutrition affects the overall growth and of an individual and could play a role in pelvic 

maturity(63). Lack of vitamin and calcium could result in potential undeveloped pelvis which 

could predispose to obstructed labor and then VVF(60). Nigeria is the country with second 

highest burden of children with stunted growth and severe acute malnutrition, with a prevalence 

rate of 32% and about 2,000,000 children under the age of 5 years have stunted growth(70). Lack 

of adequate nutrition leads to growth stunting. Data from the 2018 NDHS shows that 12% of all 

Nigerian women of reproductive age (15-49 years) have a body mass index (BMI) of 18.5, 

signifying being underweight(61). Inadequate nutritional intake during childhood and early 

adolescence period leads to short stature in women. This leads to small and undeveloped pelvis, 

which of course is an important risk factor of poor or bad obstetric outcomes including 

obstructed labor, the main cause of VVF in the country(2)(68)(71).  

Thus, inadequate nutritional intake influence negatively the development of underdeveloped or 

deformed pelvis which in turn can lead to obstructed labor and VVF.  

 

3.3.2. Individual Lifestyle  

3.3.2.1  Use of contraceptives and Family planning    

The importance of the use of contraception and family planning methods has been established as 

a critical step in the prevention of all forms of obstetric fistulas as well as reduction of maternal 

morbidity and mortality. Obstructed labor, the commonest cause of VVF in our settings, can be 

prevented by delaying pregnancy especially in those married off at an early age(72)(73). Even 

with a high fertility rate (5.5 births per 1,000 population) only 10% of women of reproductive 

age (15-49 years) use modern contraceptives, though 85% of and 95% of women and men 
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respectively are aware of it.(1)(2)(27). Only 9% of rural dwellers where the cases of VVF are 

common have access to and use family planning or contraception services(2). In study done in 

National obstetric center, Katsina, one of the high burden areas, shows only about 28% of the 

VVF patients are aware of what family planning and contraception methods are(72). This finding 

is lower than the one earlier reported by the NDHS which stated 84%(2).  

The low level of use contraceptives and family planning methods can be said to be drivers of the 

problem of VVF in Nigeria.  

 

3.3.3. Social and Community Networks   

Literature for Social and Community networks and VVF could not be found. However, from the 

author’s experience while working in one of the VVF centers, health care workers in these health 

centers are the ones who provide social support for the patients. They create a small discussion 

group session for them and educate them on their conditions and ways to prevent its occurrence 

in future. Similarly, the state Ministry of Health provide them with all their health needs, 

including family planning and contraception services.  

 

3.3.4. Living and Working conditions   

3.3.4.1 Education/Literacy/Awareness   

The relationship between education, awareness and timely usage of orthodox health care services 

has been established by several studies. The current literacy rate of Nigerian women of 

reproductive ages is about 53%, more in the urban areas with 77% than the rural areas having 

36%(2). This however, masks the huge discrepancies that exists in the states of the country’s 

geopolitical zones. While none of the states in the South has less than 80% literacy rates, the 

Northern states have the lowest rates with 26% and 28.3% in the North-west and North-east 

respectively(2). Education has been shown to have a positive effect on a woman’s health-seeking 

and decision-making abilities, willingness to patronize and utilize hospital-based health care 

services, as well as to have economic autonomy(74). It also empowers women with the ability to 

overcome and resist harmful cultural norms in the society. Despite the Government’s effort in 

providing and declaring free and mandatory universal basic education in the country(15), girl-

child education is controlled, because once a young girl becomes a teenager, she is considered 

suitable for marriage and is subsequently given out in marriage thereby limiting her educational 

progression(75). Also, preference for education is given to male child than that of a girl(68). The 

outbreak of the terrorist group, Boko Haram in the Northern-eastern Nigeria also impacted 

negatively on the educational profile of the country, as of their sole purpose is to prohibit all 

forms of formal education by attacking students and teachers, sometimes even killing them. This 

causes disruption to educational access in the country(6)(15). 
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Unfortunately, more than 70% of all VVF patients who present to a health facility in Nigeria are 

lacking formal education(27), and are not aware of what fistula is, that fistula is treatable or the 

place to go for aware of the need for delivery in a health facility (35)(76). In a hospital-based 

study, about 6.5% of the VVF patients were found to be lacking  awareness on the availability of 

a health center for VVF cases(27).  

Education leads to delay in marrying at an early age and subsequently early pregnancy,  reduces 

desire for large family size and decrease the chances of getting VVF by 13%(62)(74). Hence, 

education is a determinant and has a protective effect on young girls and women. 

3.3.4.2  Poverty 

Poverty is an important determinant of VVF affecting Nigerian women, as VVF is mainly found 

in the poorest and remote regions of the world(77). Poverty greatly restricts women’s access to 

hospital-based antenatal and delivery care services, as it serves a financial barrier for women to 

attend antenatal care (ANC) or deliver in a health facility(78). As of 2018, national poverty rate 

is 40.1%, with women constituting 70%-79% of the national poverty rate. The rural areas where 

high burden of VVF is, has a poverty rate of 52%(79)(80). They are from rural and remote areas, 

who cannot afford to pay for transportation to hospital facilities, not to talk of affording hospital 

services. In Nigeria, about 70% of health expenditure is mainly out-of-the-pocket payment, 

hence adding more financial burden(81).  Thus, being poor has a negative effect in the 

development of VVF. 

3.3.4.3 Unemployment 

 A strong positive relationship exists between unemployment and poverty, as revealed by a 

Nigerian study(80). When an individual is unemployed, the effect is continuous waning of his or 

her living standard and incapacity to meet the need of his household. As of 2018, Nigeria’s 

unemployment rate stands at 23%. Many of VVF patients are women with no employment and 

usually from poor family background, compared to their wealthy peers(78)(80).  

3.3.4.4  Health-care services   

Inequity in the distribution of MCHS and EmOC services is a determinant that undesirably 

influences  VVF in Nigeria, as services are concentrated in the urban areas than in the rural areas 

where they are most needed(34). Women living in remote areas lacking accessible and affordable 

maternal health care services (MHCS) are the ones largely affected by VVF as only 41% of them 

in the lowest wealth quintile have access of Antenatal care (ANC) and BmOC(82). There is also 

lack of facilities that is not restricted to equipment and supplies, many health facilities in Nigeria 

also lack skilled Doctors and other trained healthcare personnel to render EmOC services(76). In 

Nigeria, only 4% of public health facilities meets the standard requirement for rendering 

EmOC(82).  



22 
 

Affordability is another barrier to the utilization of MCHS by pregnant women in the country, 

where many people cannot afford basic healthcare services(83). Though the NHIS was launched 

more than two decades ago, less than 5% of the total population and only 2% of women within 

the reproductive age range were enrolled(2)(84). This reason constitutes some of the 

explanations why hospital-based deliveries in the country are very low with a rate of 38%(36). 

Delivery in the presence of skilled birth attendant is low in Nigeria, about 43% and 66.3% of 

women attend hospital ANC at least once, while 58.7% have at least four visitations(85).  

Delivery in the presence of traditional birth attendant (TBA) constitute 70%-75% of all 

deliveries in Nigeria, with figures higher in the rural settings(85). TBA do not offer any ANC, 

rather they are called when a woman is in labor to assist and deliver the baby, cut the umbilical 

cord and dispose the placenta(86).  

The perceived quality of care and bad attitude of health care providers can affect the health-

seeking behavior of VVF patients and cause delay. Some health personnel have diagnostic 

challenges, poor communication skills, which some patients may consider as verbal abuse or 

some see VVF patients as a low priority case(76). Furthermore, perceived bad attitude or 

behaviors of health care providers can hinder effective utilization of reproductive care services in 

health facilities (87). Long queues and waiting hours before a patient sees a doctor leads to 

overcrowding and perceived time-wasting, all negatively affecting or hindering attitude towards 

seeking healthcare in a hospital(87). 

 

3.3.5. General socio-economic, cultural and environmental conditions   

3.3.5.1  Socio-economic status   

Low socioeconomic status (SES) has been shown to be negatively linked with many negative 

health problems including increased maternal mortality and morbidity(88). VVF is a disease of 

poverty and majorly affects the most marginalized women and young girls in the society, 

especially those living in remote places with very limited accessibility to affordable 

MHCS(25)(34). VVF studies done  in Nigeria indicates that more than 55%-89% of VVF 

patients have a low SES and mainly subsistent farmers (27)(32). Low SES also has a negative 

impact on the timely health-seeking behavior among people. High SES is associated with high 

education level which empowers women to seek and utilize better health care. Low SES deters 

women accessibility to affordable MCHS and in those with VVF, can exact a great deal of 

financial burden on them(81).   

3.3.5.2  Cultural factors    

There are cultural and religious practices in Nigeria harmfully affects and contribute to the high 

prevalence of the problem in the country. These practices are early marriage, female genital 

mutilation/cutting, ‘yankan gishiri’ or ‘gishiri’ cutting and suppression of women/gender issues. 
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3.3.5.3  Early Marriage    

Early marriage, defined as the betrothal of a girl or boy before the age of 18 years(89), is a 

common practice among many ethnic groups in Nigeria, but is practiced more predominantly 

among Hausa- Fulani ethnic group, of Islamic faith, in Northern Nigeria(90). As highlighted in 

the previous section, reasons for this practice include fear of  poverty by the parents or care 

givers as there will be less family member to feed and cater for, preservation of virginity or 

‘purity’ of the girl child, peer pressure on the parents from the society, and perceived prevention 

of promiscuity among young girls (64) 

A study conducted in the north east Nigeria shows that, about 84% of those with VVF developed 

it before attaining the age of 15 years and 97% of them experienced obstructed labor after getting 

married at the age of 14 years or younger(60). The notion used by the Northerners that early 

marriage is associated with the religion of Islam could be due to lack of awareness, as Islam is 

strongly against harming girl child through early marriage(91). There are also many Muslims in 

other regions of the country but studies have shown that they do not engage in early marital 

practices(68). This shows that, there is misunderstanding in those that based their reasons on 

Islamic religion as the justification of their early marriage practice. As a result, early marital 

practice is a driver in the development of VVF. 

3.3.5.4 Female Genital Mutilation/cutting and Yankan gishiri   

Female Genital Mutilation (FGM), is the partial or complete removal of some parts of the female 

external genitalia for non-medical reasons and mostly done by traditional or local healers(92). It 

is carried out on young girls between the ages of 0-15 years and is based on ethno-cultural or 

religious beliefs including maintaining chastity, reducing promiscuity in the girl child , social 

acceptance and as a ritual for initiation of the girl child into womanhood(93). Nigeria currently 

having the third highest number of women with FGM in the world with 19.9 million cases, just 

behind Egypt and Ethiopia(94). In Nigeria, the highest prevalence of this tradition is seen in the 

South-south states of the country with 77%, however, the most severe form of it, which is the 

excision of labia and clitoris and then suturing the edges of the cut vulva to coitus), is found in 

the Northern states(95). The correlation between this harmful traditional practice and VVF has 

been debated in many studies, and only few studies establish this association. One of the few 

studies reveals that FGM is responsible for 2%-13% of VVF cases in northern Nigeria(60). Main 

reason why it’s done in the north is the belief that FGM is an obligation in Islam. However, no 

evidence exists in the Muslim Holy book or any scripture confirming or recommending such 

act(96). In fact, the practice of FGM does not have a place in any religion(97). 

‘Yankin gishiri’ is another harmful traditional practice among the Hausa-Fulani in Nigeria and 

can also lead to urinary incontinence and VVF. Unlike typical FGM, it is done on a woman with 

obstructed labor at home by a traditional healer, using a sharp knife or blade, to cut the pelvic 

outlet/vagina with the aim of increasing the passage for the delivery of the baby and this can lead 
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to VVF. Same study also shows that about 30% of women who experienced this procedure, later 

on developed VVF(60). 

3.3.5.5  Status of women in the society  

In many societies in Nigeria, women are expected to be in subordinate positions and only to be 

engaged in unskilled or semi-skilled, low-paying jobs(76). For instance, in the northern states of 

the country, women are expected to remain hidden, submissive, marginalized and totally under 

the control of their husbands, parents or other caregivers(68). Only about 31% of currently 

married women partake in the decision-making and other health-related decisions pertaining 

their health, like attending ANC and child delivery in a hospital(2). They are subjugated and do 

not have autonomy. They have to seek permission from their husbands or care givers to seek care 

in a health facility, they have no access to their finances and have to rely on their husbands or 

care givers to pay for hospital services rendered to them(68). 

3.4 Interventions that could potentially reverse the trend of VVF in Nigeria   

According to the WHO, interventions to prevent obstetric fistulas, for which VVF is among, 

contributes to SDG’s goal 3 in maternal health improvement(98). This can be done through; 

delaying the age of first pregnancy, the cessation of harmful traditional practices, timely access 

to good quality  and affordable obstetric care(98), as well as gender inequality. 

3.4.1 Delaying the age of first pregnancy  

As highlighted in the section above, early marriage and subsequent early teenage or adolescent 

pregnancy are important determinants of VVF in Nigeria. Avoiding and delaying teenage or 

adolescent pregnancy until a girl is at least 18 years of age, not only have a protective effect 

against maternal morbidity and mortality,  but also improves the chances of having a healthy 

baby(99). A study of obstetric fistula in SSA shows that if adolescent pregnancy or childbirth 

(and early marriage) is prevented or abolished, the ensuing complications of childbirth like 

obstructed labor (and subsequently VVF), as predicted would be reduced in Niger by  11.2%, in 

Nigeria by 11.4% and in Tanzania by 13% (100). 

One of the interventions that could potentially prevent and reduce the burden of VVF in Nigeria 

is by strengthening and enforcing strict laws against child marriages. The Nigerian government 

adopted the Child Right Act in 2003, setting the legal age of marriage at 18 years. However, this 

is ineffective as it can only be effective if the states in the country also adopt the same act.(44). 

As of 2016, out of the 36 states in Nigeria, only 23 states have adopted the act. In many Northern 

states where VVF burden is higher, the Sharia (Islamic) system of law is the one responsible for 

handling marital issues. And to many Islamists, marrying a minor is allowed once she attains 

menarche. This however, is contradictory to the Nigerian constitution and the Child Rights Act 

and contrary to Islam as well(44). Thus, without strengthening and enforcing these laws, child 

marriages will continue to happen.  
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Another promising intervention of delaying early pregnancy and subsequently VVF, is by 

promoting the education of the girl child(1). As seen from above, over 70% of all VVF patients 

who presents to a health center in Nigeria lack formal education(27). There is a strong positive 

relationship between the literacy level of young women and early pregnancy. The higher the 

educational level of women between the ages of 15-19 years, the less the chances of early 

pregnancy and early childbirth(101). Study conducted in North-Eastern Nigeria reveals that, in 

96.3% of VVF cases, lack of education was found to be a contributing factor(100). A similar 

study done in Cameroon shows 81% of their VVF cases had no formal education(100). 

Education reduces or prevents child marriage and adolescent pregnancy/childbearing by 

increasing girl’s awareness of their sexual and reproductive health including use of modern 

contraceptive methods, better livelihood and ability to partake in proper decision-making 

involving their health and general wellbeing(74)(101).   

3.4.2 Cessation of Harmful Traditional Practices  

Some traditional practices like FGM and yankan gishiri can be seen to be determinants of the 

problem of VVF in Nigeria. Hence, interventions aimed at preventing or reducing these practices 

would invariably help in reducing the burden of the disease. The Nigerian Government in 2015 

passed legislation called Violence Against Person Prohibition act (VAPP), including FGM, 

however there is laxity in enforcing the law only 13 states out of the 36 states ( 4 in the northern 

region and 9 in the southern region) in the country enacted this legislation(102), leading to 

persistent prevalence of the practice in the country. Evidence from countries like Eritrea shows 

that strict legislation and robust monitoring can accelerate the decline of the practice, as seen in 

some states of the country(103). Overall, strict legislation has decreased the national prevalence 

of FGM in Eritrea by 12.9% in those aged less than 5 years and by 33% in those aged 15 years of 

age(103). Strict laws against FGM will not be enough as there is the possibility that some people 

might continue the practice underground. Thus, the challenge is to develop and implement a 

legislation framework that will promote a societal and social change process that will eventually 

lead to stoppage of FGM in the communities(104). Additionally, they should also be laws against 

medicalization of the practice in some communities, as it accounts for about 12.7% FGM 

practice in Nigeria(105).   

3.4.3 Gender Equality 

Again, many women especially those from VVF high burden areas faces a lot of gender 

inequality. For example, women in northern states in Nigeria are expected to always be totally 

submissive to their male care givers or husbands and lack any power when it comes to decision-

making, autonomy or economic independence(68). The influence of gender norms has been 

highlighted in studies and shows that, women with more autonomy and have power in decision-

making are more likely to have a better health-seeking behavior and as well make better 

utilization of hospital-based health care services, than their counterparts(106). Thus all polices 

and interventions that promotes gender have the likelihood of decreasing the burden of maternal 



26 
 

morbidity and mortality(106). Another study also shows that, in many African countries, the 

promotion of gender equality, in addition to educating girl child and poverty alleviation, can 

invariably empower women to seek for, access and utilize hospital-based health care 

services(107).  

3.4.4 Timely access to good quality and affordable obstetric care  

Health-system based interventions like provision of improved antenatal care, EmOC services 

including timely cesarian section for women with obstructed labor have been found to be helpful 

in preventing and curbing the menace of VVF (100)(108).  According to studies, one of the ways 

by which accessibility can be improved to health facilities to those in the remotes areas is by the 

use alternative transport systems like bicycles and motorbike ambulances(109). Improving 

access to MCHS through this method has been shown to positively affect maternal and child 

health indices in LMICs. In Malawi, a study done shows that, in three years after the adoption of 

use of motorbike ambulances, there was an increase of hospital deliveries from 25%-49% and a 

reduction of maternal mortality from 586 to 235 per 100,000 livebirths(109).   

Another intervention to reduce the burden of geographic accessibility is by using maternity 

waiting homes (MWHs). These are residential homes or facilities situated near a qualified health 

facility, where women identified with “high risk pregnancy” can live, awaiting their delivery and 

also can be referred to a nearby health facility just before delivery or promptly, should there be 

any complication(110). They serve to bridge the gap between poor-resource communities and 

urban areas with better-equipped health equipment. As an intervention, it has shown to increase 

not just delivery in health facility but also uptake of family planning(111). As evidenced by a 

study done in Zambia, there was an increase in hospital-based delivery from 55% to about 62% 

by women living in an area with MHW than their counterparts living in an area with no 

MWHs(112). 

Apart from improving access, improving the quality of care given by HCWs is an important 

intervention to reduce VVF cases in Nigeria. One of the ways is by conducting and ensuring 

continuous training and retraining of skilled birth attendants on EmOC in health facilities, 

including the identification and (possible) referral of complicated  pregnancies, appropriate usage 

of partograph in labor monitoring and other conditions that can cause complications during 

childbirth(100).  

In communities where there is shortage of HCWs, task shifting to lower cadre of health staff can 

be implemented to potentially bridge this gap(100). A study shows that task-shifting can be 

employed to boost productive efficiency in health care service delivery, reduce the shortage and 

lack of HCWs in remote areas, reduces skill-mix imbalance and also at relatively lower cost 

thereby reducing financial barrier to seeking health care(113).  
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CHAPTER 4 

DISCUSSION 

4.1 Discussion   

This literature has looked into the magnitude of VVF in Nigeria together with consequences, the 

determinants that influence it Nigeria and interventions with the potential to reverse the current 

trend in the country.  

VVF though preventable, remains a disease of significant public health concern in Nigeria. It is 

prevalent in many resource-poor settings in LMICs. Exact incidence and prevalence in Nigeria 

are unknown and cumbersome to get due to inaccessibility of areas with high burden with the 

disease. But available data put VVF incidence in Nigeria at 2.11 per 1,000 and national 

prevalence rate at 3.2 per 1,000 deliveries. Though there are differences across all the six 

geopolitical zones, with states in the Northern geopolitical regions having more cases than the 

states in the southern region. Women with VVF suffer from several physical, social and 

psychological consequences.  

The determinants of VVF in Nigeria can be seen to be intertwined and interlinked and are not 

independent of one another. Early age at marriage and subsequent adolescent/teenage pregnancy 

was shown to be a huge determinant to the development of VVF in the country. Many patients, 

especially in northern Nigeria are teenagers and studies show the average age of patients are 13 

years in Sokoto, 17.5 years in Maiduguri, while patients in the Southern states in Nigeria, 

patients are older with 26.8years, 29.3 years and 30.2 years in Port Harcourt, Ilorin and Sagamu 

respectively. Early marriage is predominantly practiced in the northern states in Nigeria where 

young women are married off immediately after menarche. This is further complicated by the 

low-level uptake of modern contraceptive use. In Nigeria, contraceptive uptake in women within 

the reproductive ages in 10%, though there is high level of awareness among both men and 

women (85% and 95% respectively). Early marriage with low level of contraceptive use 

ultimately leads to early pregnancy at a time when the maternal pelvis is not fully developed to 

accommodate and withstand the processes of childbirth. This predisposes them to prolonged 

obstetric labor and subsequently VVF.  

Maternal height and stature are also linked to VVF, though no Nigerian data showing this 

relationship was found during the course of this work. However, according to studies in Ethiopia 

and Ghana, maternal height of less than 150cm are prone to develop VVF.  Short stature can be a 

result of childhood malnutrition. Nigeria is ravaged with childhood malnutrition and about 

2,000,000 children under the age of 5 years are malnourished and have stunted growth. About 

11% of all Nigerian women of reproductive age are malnourished/stunted. This leads to maternal 

short stature, prematurity of the pelvis and subsequently obstructed labor and VVF.  

Education has a protective or positive effect on young women by empowering them with more 

involvement in decision-making concerning their health, more willingness to look for and 
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utilized MCHS, delay age at marriage and early pregnancy, economic empowerment and the 

ability to resist harmful traditional practices like FGM. Unfortunately, majority, about 70% of all 

VVF patients in Nigeria are illiterate, with many of them rural dwellers where only 36% of 

women are literate or educated. The picture is gloomier in the northern Nigeria where the highest 

female literacy rate is in 28.3% in the North east.   

Low literacy level has closed association with poverty and unemployment and VVF patients in 

Nigeria are found in the poorest communities in the country. Nigeria has high poverty (40.1%) 

and can be attributed to the high level of unemployment rate (23%). Low SES negatively affects 

health and invariably increases maternal morbidity and mortality. In Nigeria about 55%-89% of 

VVF patients have low SES, as compared to 70% for women in general. Low SES inhibits 

women’s accessibility to MCHS and VVF care.  

Accessibility to health facilities is a strong determinant as well as a barrier of VVF in Nigeria. 

Many VVF patients in Nigeria delivered at home, in the absence of SBA or presents late to a 

health facility with obstructed labor. Institutional delivery is low in Nigeria with only 38% been 

hospital-based and only 43% of all deliveries are in the presence of SBA. Reasons for this could 

be from delay in seeking care or due to harmful sociocultural problems like gender inequality or 

subjugation of women. Women from most states in northern Nigeria are expected to be under 

strict control of their husbands or other male figures in the society. They have no autonomy and 

are expected to seek permission from the husbands or other family members even to go to a 

hospital or to solicit money to spend on healthcare. This causes delay in seeking healthcare even 

when faced with labor complications that can lead to VVF. Geographical inaccessibility and 

limited transport options could also create an important determinant of VVF in Nigeria.  

Perceived uninviting and hostile attitude of HCWs to patients can dampen their zeal in seeking 

hospital-based care. This is in addition, to the fact that many public health facilities, (as only 4% 

of public health facilities in Nigeria meet the required standard for EmOC) are either short-

staffed, lack medications and equipment, staff lacking adequate knowledge and skills to render 

Bmoc or EmOC services, or a combination of the above. These all contribute and worsen the 

burden of VVF in Nigeria.  

Several policies and interventions initiated and adopted by many countries to reduce and 

potentially prevent high burden of VVF have shown some promising results, which could also be 

adopted in Nigeria. A step in delaying or preventing teenage pregnancy (and early marriage) is 

by promoting the education of the girl child. As many VVF patients in Nigeria (70%) lack 

formal education, promoting the education of the girl child. Higher educational attainment 

equates to low chance is teenage pregnancy and early marriage as it increases the level 

awareness of their sexual and reproductive health, use of modern contraceptive methods to 

prevent pregnancy and their overall wellbeing.   

The need to strengthen, strictly enforce and monitor laws against child marriage cannot be over-

emphasized. Though there is a National law prohibiting the act, it can only be effective in the 
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country if all states in the country abide by it. As of today, only 23 states out of 36 have adopted 

the law against marriages. States in northern Nigeria are known for the early marital practices 

under the disguise of the sharia (Islamic) law, which is inconsistent with what the Child Right 

Act stands for. This alone could contribute to the persistence of VVF in the country.  

Interventions to stop harmful practices like FGM and Yankan gishiri will reduce VVF burden in 

Nigeria. Though the legislation was enacted in 2015, laxity and lack of monitoring is why the 

practices continue to exist in Nigeria. Strict legislation will not be enough to tackle the program 

and there is a chance that it will continue underground. But with monitoring and increasing 

community awareness and participation of men, traditional and religious leaders to trigger 

positive societal change, these practices could be eliminated from the communities.   

The issue of gender inequality in many rural communities in Nigeria has greatly contributed to 

the prevalence of VVF, as women are always expected to be under the strict control of men even 

when it comes to pregnancy and other health-related issues, thereby constituting a delay and a 

constraint in seeking better MCHS. Promoting gender equality and women empowerment not 

only alleviate poverty and reduces domestic violence, but also have the potential to lessen and 

possibly prevent the burden of VVF and other maternal morbidity and mortality in Nigeria by 

increasing their access and utilization of hospital-based health care services.  

Improvement and the provision of timely accessible and affordable health services also has the 

potential of preventing and reducing the burden of VVF in Nigeria. Provision of alternative 

means of transportation like motorbike ambulances was shown to significantly improve hospital-

based delivery in LMICs. Studies in Malawi shows a significant increase from 25%-49% with 

associated reduction in maternal mortality and morbidity. Same means of transportation can be 

also be used as a source of transportation for referral of patients. The creation and presence of 

MWHs where pregnant women with ‘high risk pregnancy’ live, has been shown by a study in 

Zambia to increase not just hospital-based deliveries by up to 61%, but also provide timely 

medical intervention by identifying childbirth complication and timely referral to better equipped 

health centers.  

Raising public or community awareness can also be improved by providing a toll-free telephone 

line like done in Sierra Leone. This helps in raising awareness by giving a quick access to young 

girls and women even in remote locations to call and interact with HCWs concerning their health 

and general wellbeing. It also provides a medium through which VVF patient or women with 

fistula symptoms can be identified and necessary arrangements can be made to transport to 

health facility for repair and rehabilitation.  

Continuous training and retraining of HCWs in the provision of quality EmOC services is 

another intervention that improves the quality of care in repair and rehabilitation of VVF 

patients. This include the use of partographs in monitoring labor and identification of labor 

complications. In settings where there is shortage of HCWs in health facilities, task-shifting can 
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be used to increase productive efficiency in service delivery, reduces shortage and imbalance in 

skill mix and invariably reduces financial barrier to seeking health care.  

While conducting this work, as limitations of the study, there could be more information on the 

subject but are not within the ten (10) year period. Again, this review was limited to articles 

published in English and could have missed relevant articles published in other languages. 

There is also no data on individual states in Nigeria and on some occasions, data from a 

particular region in the country was used to make generalization. Also, less studies were 

conducted on vesicovaginal fistula in Southern parts of Nigeria, hence most of the data is from 

the Northern states of the country. This thesis could not find exact data for individual state 

analysis.   

Limitation of the Dahlgren and Whitehead framework in this thesis is that, it could not link or 

find association of all its component and VVF. The link and association of VVF and 

Globalization should have been added in order to unravel how it influence it.  There is need for 

community-based studies to ascertain the exact incidence and prevalence of VVF as well as 

possible association with the determinants. This will help in making informed decisions in the 

prevention and possible elimination of VVF in the country. 
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CHAPTER 5 

 CONCLUSION AND RECOMMENDATIONS 

5.1 Conclusion 

Vesicovaginal Fistula still remains a huge public health problem in Nigeria. Exact incidence and 

prevalence of the disease burden in Nigeria is difficult to ascertain as many women with VVF 

are living in remote, rural areas and lack access to quality and affordable health care or 

treatment. They also lack awareness about their condition and may be isolated from their 

communities. Early age at intercourse and early child bearing, low socioeconomic status, gender 

inequality and lack of access to timely Emergency obstetric services are the main drivers of the 

problem in Nigeria. Low literacy level and poverty connect these determinants together making 

it especially difficult for poor women residing in the remote rural areas. Several interventions 

adopted in other LMICs and SSA to address the determinants of VVF were identified. These 

interventions when adopted in Nigeria, could potentially reverse the current trend of VVF in the 

country. These include interventions to delay the age of first pregnancy, stopping of harmful 

cultural practices including FGM, promotion of gender equality and provision of improved 

accessible and affordable maternal health care services and Emergency Obstetric care services.  

 The Nigerian government through the Ministry of Health and other relevant stakeholders should 

not just aim to improve the access the emergency obstetric care services, fistula repair treatment 

and increased attendance to skilled birth attendants, but also join forces together to tackle those 

determinants that serve as drivers to the high burden of the problem in the country.  

5.2. Recommendations. 

For a clarity, recommended interventions that could potentially reverses or eliminate VVF in 

Nigeria can be provided at key intervention levels, viz: The Government, Healthcare workers 

and other stakeholders and the community. 

5.2.1 Government level 

1. Strengthening and strict monitoring and reinforcing of legislation against harmful cultural 

practices like FGM and early/child marriage. The Child Right Act should be strengthened and 

enacted by all states in the country.  

2. Poverty-eradication or alleviation schemes that will improve the SES of the people as well as 

promote economic empowerment for women and young girls 

3. Increase accessibility to and provision of BmOC and EmOC services, especially to those 

situated in the remote, rural areas in the country. This should include strategies that will increase 

institutional delivery and attendance by SBAs. 

4. Promote girl-child education up to post primary level.  
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5. Removal of financial barriers and provision of affordable maternal health care services.  

 

5.2.2 Healthcare workers and other stakeholders  

6. Increasing general public awareness on the causes, determinants and other preventive 

measures to curb VVF in communities. 

7. Continuous training and retraining of HCWs providing EmOC and BmOC services including 

the use of partograph.  

8. More community-based studies to determine the exact incidence and prevalence of VVF and 

to establish clearly how the determinants relates. Thus, providing a better guide in making 

decisions and recommendations in the prevention and potential elimination of VVF in Nigeria. 

    

5.2.3 For the Community  

9. Increased community participation and male involvement in decision-making and steering a 

positive societal change towards abolishing harmful traditional and cultural practices, like 

delaying early marriage and pregnancy and FGM that promotes the development of VVF in 

Nigeria.   

10.. Promote girl-child education up to post primary level. 

11. Promoting increased use or uptake of family planning and modern contraceptive methods. 
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