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Abstract 

Background: In Zimbabwe, repair of obstetric fistula was established as a public health intervention in 2015. The aim 
of this study was to assess the quality life of obstetric fistula survivors before and after surgical repair of the fistula.

Methods: A longitudinal, before and after cohort study was conducted using the WHOQOL-BREF tool to assess 
quality of life before and after surgical treatment of obstetric fistula. The tool assess general health, experience of life 
in general, physical health, psychological health, social and environmental health. Data were analyzed using SPSS ver-
sion 16.0 for descriptive measures and significance.

Results: Of the 29 women who came for obstetric fistula repair at the center in November and December 2019, 26 
were enrolled into the study. All participants had transvaginal fistula repair and 24 had successful repair i.e. the fistulas 
were closed. Two of them still had stress incontinence by the time of data collection. The post treatment mean scores, 
using the WHOQOL assessment tool, on physical, psychological, social, environmental and general health significantly 
improved from the pretreatment mean scores. There was no significant change in some facets of the quality of life 
domains such as financial resources, opportunities for participation in leisure activities and dependence on medicines.

Conclusions: This study concluded that surgical treatment of obstetric fistula improves the quality of life of survivors 
significantly and recommends that untreated fistula survivors be identified and linked to care and treatment.
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1  Background
Obstetric fistula has been described as the most devas-
tating birth injury by the World Health Organization 
[1] and the United Nations Population Fund [2]. It is an 
abnormal communication between the urinary tract or 
the gastrointestinal tract and the genital tract, produced 
by obstetric causes, usually prolonged and obstructed 
labor [3]. There are different types of obstetric fistula 
but the most common type is vesico-vaginal fistula [4]. 
Vesico-vaginal fistula (VVF), is an abnormal connection 

between the vagina and the bladder leading to urinary 
incontinence.

According to the International Continence Society 
(ICS), urinary incontinence is the involuntary and uncon-
trollable leakage of urine causing physical discomfort and 
problems due to maintenance of feminine hygiene [4]. 
This leads to affected women altering their ways of life 
in the process of coping with this problem thereby their 
quality of life is greatly affected [5]. Although urinary 
incontinence is not life threatening by itself, it brings 
anxiety, distress, loss of self-esteem and affects woman’s 
social, cultural, economic, domestic, physical, marital 
and sexual well-being [6].

Quality of life refers to the degree to which a person 
enjoys the possibilities of his or her life and includes both 
objective and subjective indicators. It is a reflection of 
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individual’s sense of well-being and satisfaction with life 
[7].

The World Health Organization (WHO) described 
quality of life as individuals’ perceptions of their position 
in life in the context of the culture and value systems in 
which they live and in relation to their goals, expecta-
tions, standards and concerns [8].

As such, quality of life cannot be taken as equal to 
health status, life style or wellbeing [1, 5]. Measurement 
of quality of life had been lacking in research and was 
described as the missing measurement in health [9].

Studies documenting signs and symptoms and objec-
tive urodynamic data provide needed information for 
treatment and management of fistula patients, but the 
evidence of the impact of obstetric fistula on affected 
women’s lives may be inadequate [4]. Comprehensive 
care (including identification of affected women, surgi-
cal treatment, rehabilitation and reintegration back into 
society), of fistula survivors is crucial if improvement of 
quality of care is to be achieved through fistula care and 
management programs. Conducting quality of life assess-
ments in health care redirects attention and interventions 
to address the human aspect of patients’ well-being [8].

In Zimbabwe, the obstetric fistula repair program was 
started at a public health level in 2015. From August 
2015, fistula repairs have been conducted through quar-
terly camps and targets 60 women per camp. Because the 
program predominantly makes use of visiting surgeons, 
patients are operated on in groups of 60 every 3 months. 
These are termed fistula repair camps. More than 700 
women have been repaired for obstetric fistula since the 
start of the program up to end of 2019. Of concern is that 
the quality of life of these women has not been assessed 
and documented and the question on whether there was 
any change in the quality of life of obstetric fistula survi-
vors after treatment remained crucial.

The aim of this study was to assess and compare quality 
of life of women affected by obstetric fistula before and 
after surgical treatment for the cohort of women who 
attended the October to December 2019 fistula repair 
camp in Zimbabwe.

2  Methods
2.1  Study design
A longitudinal before and after study using the stand-
ard WHOQOL-BREF tool for assessing quality of life of 
study participants before and after fistula repair was con-
ducted between November 2019 and August 2020.

2.2  Study setting and study participants
The data collection for quality of life before surgical 
repair of study participants was conducted at the national 
center for obstetric fistula repair in Zimbabwe. Women 

who had come for obstetric fistula repair at the hospital 
were the participants of this study. The diagnosis of fis-
tula was first suspected at health facilities in the women’s 
communities by nurses based on signs and symptoms 
using the community fistula screening tool (Additional 
file  1). The women were referred to the fistula center 
where physical per vagina and speculum examinations 
including dye tests were conducted to verify the pres-
ence, site and extend of the fistula. The second phase 
of data collection was conducted 6  months after repair, 
per telephone for the majority of the participants and 
through home visits for three participants.

2.3  Inclusion criteria
Women who had obstetric fistula of any type and any 
duration and who had come for fistula care at the fis-
tula repair center were the participants of the. Those 
women who were willing to participate and gave written 
informed consent for both the baseline and the follow-up 
interviews, were eligible for the study.

2.4  Exclusion criteria
Obstetric fistula survivors who were not willing to par-
ticipate in the study.

2.5  Data collection
Data collection for the “before” part of the study was con-
ducted between 18 November and 6 December 2019. To 
allow adequate time for preparations for surgery, obstet-
ric fistula patients are admitted at the center about 3 days 
prior to the actual day of operation. It was during this 
waiting time that participants were recruited into the 
study and data for assessing quality of life before repair 
was collected. The purpose of the study and procedures 
were explained to all the twenty-nine women who had 
come for fistula repair. Written information about the 
study was also distributed to all the women for them to 
read and understand. On the day of actual data collection 
for each participant, all aspects of the study were again 
explained to each individual woman, including proce-
dures, benefits, advantages, disadvantages and need for 
follow-up data collection. The need for the follow-up 
interview, which would be conducted at least 4  months 
after fistula repair when they come for their review con-
sultations, through home visits or per telephone was also 
explained.

Informed written consent for participation in the study 
was obtained from all participants. Data was collected 
using the WHOQOL_BREF questionnaire. The WHO-
QOL-BREF is a short version of the WHOQOL-100 for 
measurement of the impact of disease and impairment 
on daily activities and behavior. The WHOQOL-100 was 
piloted in 15 centers and field trials were conducted in 18 
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countries. Zimbabwe participated in both [8], so transla-
tions in Shona for Zimbabwe are available.

The WHOQOL-BREF comprises of 26 items in four 
domains. These items are a subset of items derived from 
the World Health Organization WHOQOL-100 tool for 
the assessment of quality of life.

The WHOQOL-BREF consists of two parts. The first 
part evaluates the patient’s subjective assessment of her 
quality of life and satisfaction with her health while the 
second part assesses four domains.

The first domain is on physical health. This domain 
looks at activities of daily living, dependence on medici-
nal substances and medical aids, energy and fatigue, 
mobility, pain and discomfort, sleep and rest and work 
capacity. The second domain assess psychological health 
and look at bodily image and appearance, negative feel-
ings, positive feelings, self-esteem, spirituality/religion/
personal beliefs, thinking, learning, memory and con-
centration. The third domain assesses social relations and 
specifically personal relationships, social support and 
sexual activity. Lastly the fourth domain assesses the per-
son’s environment and looks at financial resources, free-
dom, physical safety and security, health and social care 
accessibility and quality, home environment, opportuni-
ties for acquiring new information and skills, participa-
tion in and opportunities for recreation/leisure activities, 
physical environment (pollution/noise/traffic/climate) 
and transport. Participants’ responses were recorded on 
a Likert scale of 1–5 on the WHOQOL-BREF tool.

The follow-up interviews were conducted mainly 
through telephone except for 3 participants who had 
home visits done between 17 June and 30 August 2020.

2.6  Data analysis
The quality of life data collected using the WHOQOL-
BREF instrument were analyzed using the associated 
SPSS syntax files.

The SPSS syntax file automatically checks for missing 
data, recodes data and computes domain scores. The four 
domain scores denote an individual’s perception of qual-
ity of life in each particular domain. Domain scores are 
scaled in a positive direction (i.e. higher scores denote 
higher quality of life). The mean score of items within 
each domain was used to calculate the domain score. The 
mean score in each domain was obtained by computing 
the mean of transformed scores converted to a 0-100 
scale for each domain [8]. These were compared with the 
mean scores in each domain 6  months after successful 
fistula repair.

For the purposes of this study, a mean score of < 40 in 
each domain denotes poor, 41–60 indicates moderate 
and > 60 indicates good quality of life [5].

Results were presented in median plus interquartile 
ranges and mean ± standard deviation (SD). The paired 
t test was used to compare the means of scores in pre-
treatment and post treatment period. A p-value < 0.05 
was considered to be statistically significant. Signifi-
cance analyses were conducted using SPSS version 16.0.

2.7  Ethical considerations
Permission to use the WHOQOL-BREF tool was 
sought and granted by WHO, Geneva. This study was 
approved by the national research council under license 
number MRCZ A2525.

All study participants gave written consent after the 
study processes were explained to them and their ques-
tions and concerns had been addressed. Confidentiality 
was maintained throughout the study.

3  Results
3.1  Demographics
A total of 26 women affected by obstetric fistula were 
recruited for the study. The participants’ ages ranged 
from seventeen to 26 years with median age of 34 years 
(Q1: 27, Q3: 39). The median age at sexual debut was 
17  years (Q1: 17, Q3:20) and 19 of the participants 
had their first pregnancy by age 23. Twenty-four of 
the participants lived in rural areas. Four participants 
delivered at a health facility while the other 22 did not 
deliver in health facilities. The majority of the par-
ticipants (12 women) had been living with the fistula 
problem for more than 5 years, while nine had had the 
problem for less than a year. Three participants had 
HIV infection and on antiretroviral treatment, two had 
hypertension which was controlled on medication. All 
participants had transvaginal repair of fistula.

Table 1 shows the characteristics of study participants 
in relation to level of education, distance from health 
facility, type of delivery, condition of the perineum 
before treatment, age at first pregnancy and treatment 
outcomes based on physical examination. The surgical 
treatment success rate was 96%.

Table  2 shows the scores from the two independent 
questions and the four domains of the WHOQOL-
BREF tool before and after surgical treatment.

Table  2 shows an improvement in quality of life of 
participants for every domain. There were significant 
differences in quality of life across all 26 participants (t-
14, df = 25: p < 0.001).

Table  3 shows improvements in most participants’ 
quality of life scores for the post treatment period as 
compared with the pretreatment period. 
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4  Discussion
The success rate of treatment was noted to be high 
(96%), with 24 out of 26 women having their fistula 
closed, although two of these, still had stress inconti-
nence. Such high success rates have also been realized 
in other studies when fistula repairs are performed by 
experienced specialists [5, 10]. Although 24 partici-
pants had closed fistulas, two still experienced stress 
incontinence. Stress incontinence has also been noted 
to be a problem after successful repair of fistula in other 
studies on experiences after fistula repair [11]. This 
condition is usually corrected by pelvic muscles exer-
cises and bladder trainings [1, 12].

There was a significant improvement of quality of 
life scores in all domains of the WHOQOL-BREF 
assessment.

In the physical health domain, the significant improve-
ment in quality of life scores signifies that participants 
rated the quality of their physical health before the treat-
ment as being lower than after treatment. Regaining 
continence resulted in no more continuous wetness and 
sores on the vulva and thighs. The high rating of quality 
of physical health after treatment points to the fact that 
indeed women living with obstetric fistula encounter 
challenges in their physical health. This finding is in tan-
dem with findings from other studies on quality of life of 
obstetric fistula survivors before and after treatment [5, 
10, 13, 14].

In the psychological domain, a significant improvement 
in WHOQOL BREF score was also noted. The realiza-
tion that they were now free from wetness and bad odor 
together with the improvement in physical health led 
the fistula survivors to regain self-esteem and self-con-
fidence, necessary for good psychological health. Par-
ticipants reported great improvements in sleep patterns, 
ability to concentrate and focus and improvement in how 
they feel about themselves. All these attributes are essen-
tial for good mental state.

On the social life front, the quality of life score also sig-
nificantly improved from 18 before treatment to 75 after 
treatment. Of the 4 domains, this domain scored worst 
before treatment. This may explain the finding that par-
ticipants experienced substantial amount of stigma, per-
ceived stigma and actual stigma before treatment.

The participants reported improvement in interper-
sonal relationships as well as in sexual relationships. The 
cessation of urine incontinence and the healing of per-
ineal sores may have resulted in good hygiene leading to 
improvement in capacity to do work, social standing and 
confidence. This improves social attraction and liking. 
Singh et  al. [5] support this finding from their study in 
India. Social relationships with family had also improved. 
This finding was in contradiction with findings of a study 
conducted in Kenya in a study on experiences of fistula 
survivors where it was noted that women had not fully 

Table 1 Distribution of other demographic characteristics 
of participants

Highest level of education

No education Primary level Secondary level and above

3 9 14

Distance from health facility

< 5 km 5–10 km 11–20 km > 20 km

3 8 7 8

Type of delivery

Vaginal delivery Cesarean section Forceps delivery

23 2 1

Condition of perineum before surgery

Intact, no sores Mild excoriations Serious sores

4 5 17

Age at first pregnancy in years

15–18 19–24 25+
9 10 7

Baby alive

Yes No

10 16

Treatment outcome

Fistula closed and 
dry

Fistula closed 
but still incon-
tinent

Fistula not closed

22 2 2

Table 2 Comparison of quality of life mean scores for participants before and after treatment

Domain Domain description Mean score before treatment 
[score (SD)]

Mean score after treatment 
[score (SD)]

p value

1 Physical 49 (± 1.2) 80 (± 2.0) < 0.001

2 Psychological 26 (± 1.2) 75 (± 2.0) < 0.001

3 Social relationships 18 (± 1.2) 75 (± 2.9) < 0.001

4 Environment 34 (± 1.0) 64 (± 1.6) < 0.001

Overall QOL Overall assessment of QOL 14 (± 2.5) 79 (± 2.3) < 0.001

Health status Satisfaction with health status 13 (± 2.0) 77 (± 2.5) < 0.001
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reintegrated into society for fear of rejection by the com-
munity [15].

The environment domain included questions on how 
the participants assessed availability of money for their 
personal use, ability to participate in leisure activities and 
ability to perform activities of daily living among others. 
The WHOQOL-BREF score for this domain improved 
significantly. The scores for availability of money and 
opportunity to participate in leisure activities did not 
show significant changes but participants rated other 
aspects of the domain i.e. ability to perform activities of 
daily living on their own and being able to move from 
place to another highly.

The post treatment score for overall quality of life 
improved for the participants of this study. It is logi-
cal, considering that women in this study had suffered 
pain and other consequences of uncontrollable leakage 
of urine, persistent bad smell, sores and stigma associ-
ated with the presence of fistula, now with the successful 

repair for the majority of the participants, the score for 
overall quality of life went up as expected.

The same sentiments were reiterated by studies on the 
impact of fistula to survivors, where it was noted that the 
presence of fistula resulted in limitations on mobility, 
engagement in leisure activities and performance of daily 
chores [14, 16–19].

4.1  Study limitations
Data were not stratified by comorbidities to determine 
how much they contributed to the quality of life scores 
observed during the study.

5  Conclusion
With the above findings, this study concludes that 
obstetric fistula negatively affects the physical, psy-
chological, social, environmental and general health of 
affected women. Successful surgical treatment of the 

Table 3 Comparison of WHOQOL-BREF facet scores before and after treatment

* Not statistically significant, p value greater than 0.05

T statistic for differences in paired means p value

Domain 1: Physical health

Activities of daily living 5.30 < 0.001

Dependence on medicinal substances and medical aids 1.87 0.073*

Energy and fatigue 5.03 < 0.001

Mobility 6.33 < 0.001

Pain and discomfort 3.65 0.002

Sleep and rest 7.45 < 0.001

Work capacity 4.48 < 0.001

Domain 2: Psychological health

Bodily image and appearance 8.33 < 0.001

Negative feelings 5.17 < 0.001

Positive feelings 12.27 < 0.001

Self esteem 4.46 0.001

Spirituality/religion/personal beliefs 6.32 < 0.001

Thinking, learning, memory and concentration 9.81 0.004

Domain 3: Social relationships

Personal relationships 15.26 < 0.001

Social support 5.09 0.003

Sexual activity 5.33 < 0.001

Domain 4: Environment

Financial resources 1.36 0.18*

Freedom physical safety and security 6.68 < 0.001

Health and social care: accessibility and quality 2.61 0.015

Home environment 5.31 < 0.001

Opportunities for acquiring new information and skills 7.54 < 0.001

Participation in and opportunities for participation in recreation/leisure activities 0.54 0.60*

Physical environment (pollution/noise/traffic/climate) 17.32 < 0.001

Transport 4.92 < 0.001
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fistula problem offers relief from the consequences of 
obstetric fistula in all aspects.

5.1  Recommendations
Considering the findings of this study, it is recom-
mended that women affected by obstetric fistula need 
to be identified and treated surgically to repair the fis-
tula so as to improve their quality of life. Fistula care 
programs need to be strengthened to able to pro-
vide timely treatment of fistula so as to minimize the 
negative effects of the condition to quality of life of 
survivors.
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