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ABSTRACT

Aim: To explore the prevalence, types of genital fistulas as well as their success, challenges, and way forward on genital fistula in
Bangladesh.

Methods: Between October 2017 and September 2018, Hope Hospital identified a total number of 101 genital fistula cases though a
community network system in Cox’s Bazar. For each of the patients, detailed case histories and clinical management reports documented,
and the data were interpreted using descriptive analysis.

Results: Out of 101 genital fistula cases admitted to the facility, 95.3% (n=96) of cases were obstetric; three cases iatrogenic, and one
each traumatic and congenital. The median age of the women was 28 years (range: 18 -73) and the median duration of two years (range: 1
month-53 years). Most of the cases had urinary incontinence (86.1 %, n=85) and 12 and two cases were fecal and mixed type respectively.
Vesicovaginal fistula (VVF) repair was performed in most of the cases (78.2%, n=79) while 21.8% (n=22) received recto vaginal fistula
(RVF) repair. 90% (n=91) were discharged without complication. The median duration of hospital stay was 16 days (range: 4 -29).
The success rate was 86.1% (n=85), and 16 cases advised for repeat surgery. Pre-and post-surgery counselling was provided without
rehabilitation or reintegration support.

Conclusions: Facility data in a particular geographic location represents high prevalence of obstetric fistula and lacks rehabilitation and
social reintegration support. Further study is essential to draw a complete geographical map for genital fistula in Bangladesh.
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INTRODUCTION nations, yet it is a devastating and prevalent maternal
morbidity in low-income and lower-middle-income
countries in Africa, South Asia and Latin America.>%*
It continues to cause suffering among millions of
women there where around 23 million women are
estimated to have a genital fistula worldwide with
an annual incidence of 50,000—-100,000 women.*
However, the Millennium Development Goals (MDG,
1990-2015) targets were successful in reducing
maternal mortality, but the improvements not equally
distributed across different regions of the world and
the MGD maternal health target and neglected causes
A huge inequity in terms of quality health service of maternal morbidity, including genital fistula.>'*

accessibility observed among fistula affected patients
throughout different parts of the world.’ Though
genital fistula was eliminated in developed countries
over hundred years ago and no longer seen in affluent

Genital fistula is an abnormal opening between the
birth canal and either the bladder or rectum, which
results in continuous leaking of urine and/or faeces.!
Most often it is caused by prolonged obstructed
labour, termed an obstetric fistula. Despite being
the most severe form of obstructed labour injury
complex?, it is entirely preventable and in maximum
cases, treatable> Women with fistula suffer from
multiple losses as it negatively impacts a woman’s
identity as well as the quality of life.

Similar to other developing countries, genital fistula,
especially vaginal fistula, is highly prevalent in
Bangladesh.!" The national prevalence for Obstetric
Fistula (OF) was found 0.42 perl,000 women
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with at least one birth, and the current burden of
OF is roughly 20,000." As the current surgery rate
is around 300 cases annually, so almost 60 years
would be needed to treat thewomen who are already
living with OF. Moreover, surgery and rehabilitation
services are not widely available due to the shortage
of skilled surgeons in Bangladesh. Besides, women
are discouraged from seeking care as surgery needs to
be followed by an extended stay at a health facility.'

Despite this enormous burden of OF, limited data is
available about its facility prevalence, the average
duration of hospitalization, operation, outcome, etc.
Also, there is a gap in evidence regarding rehabilitation
of these patients after surgery. Hope hospital is a
health facility located in the Ramu sub-district of
Cox’s Bazar district, Bangladesh which isproviding
OF repair treatment. The services included not only
surgical repair but also post-surgery rehabilitation
services through physical therapy and nutrition
programs.This studyexamines the epidemiology of
genital fistula for one year in thisspecialized private
facility as well as their success, challenges, and way
forward on genital fistula in Bangladesh.

METHODS

A retrospective cross-sectional study of one-year
from October 2017 to September 2018 conducted at
Hope Hospital. A structured quantitative pre-tested
checklist was used to collect the information from
the obstetric fistula patients through face-to-face
interviews after taking informed written consent.
Detailed case histories and clinical management
reports were also gathered using a structured
checklist. Ethical approval obtained from the own
review board of Centre for Injury Prevention and
Research, Bangladesh (CIPRB).

The study sample was all women treated with a fistula
at Hope Hospital during this one year. A total number
of 101 genital fistula cases were repaired and used
as a sample for this study. After receiving the filled-
in checklist from the patients, they entered in the
schedule register, with an identification number for
each list. Data entered into a program developed with
MS Access, and data entry error kept within the limit
of 1%. SPSS used for descriptive analysis.

RESULTS

The mean age of the 101 women included in this
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study was 28 years (range: 18-73), where the highest
prevalence of fistula found in the age group between
21-30 years; 95.3% of cases (n=96) were obstetric,
3% (n=3) iatrogenic, 1% traumatic (n=1) and the
remaining 1% were congenital (n=1) [Table-1].

The mean duration of the fistula was found to be
six years (range: 0.1-53). However, the majority of
women's period of the genital fistula was less than five
years (67.3%, n=68) while10.9% (n=11) of women
suffered from fistula for 16 to 53 years [Table-1]. The
average length of hospital stays was 17 days (4-29
days), where the majority (56.7%, n=57) stayed in the
hospital for 11-20 days which is about 56.7% (n=57)
and 25.8% (n=26) cases remain in the hospital for 21
to 29 days [Table-1]

Table-1: Demographic distribution of genital fistula
patients (n=101)

Categories Number Percentages (%)
Age of the Women Affected with Fistula
<20 years 9 8.9
21-30 years 58 57.4
31-40 years 16 15.8
>40 years 18 17.9
Types of Fistula

Obstetric 96 95
latrogenic 3 3
Traumatic 1 1
Congenital 1 1
Duration of Fistula

<l year 32 31.7
1-5 years 36 35.6
6-15 years 22 21.8
16-53 years 11 10.9
Duration of Hospital Stay

4-10 days 18 17.5
11-20 days 57 56.7
21-29 days 26 25.8

Incontinence in Genital Fistula

Most of the genital fistula cases were associated with
urinary incontinence (86.2%, n=87) while 11.9%
(n=12) were faecal incontinence. The remaining 1.9%
(n=2) were associated with both urinary and faecal
incontinence [Fig-1].
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Fig-1: Types of incontinence

Fistula Operation Outcomes

VVF repair performed in most of the cases (78.2%,
n=79) and RVF repair done in the remaining 21.8%of
cases (n=22). Only 9.9% (n=10) of them raised
compilations while the rest remained discharged
without complication. The success rate was 86.1%
(n=85), and the 13.9 % (n=16) of patientswhose
fistula not closed advised for future surgery. The main
complication was urinary retention after catheter
removal (60.4%, n=61). Other complications included
wound infection (9.9%, n=10), blood transfusion
(19.8%, n=20) and catheter block (9.9%, n=10) [Fig-
2].
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Fig-2: Complication following fistula surgery

Support of Fistula Patients

Hope employs a Social Worker to develop,
implement, and monitor the reintegration program in
coordination with Hope’s fistula surgeon. The fistula
surgeon refers patients to the Social Worker, and they
will coordinate to provide comprehensive care to the
patients. An orientation program was also established

to train the fistula survivors in necessary job skills
for positions within the hospital related to cleaning,
cooking, washing laundry, gardening, or providing
care to fistula patients.

The women in this study were provided with
individual counselling and participated in monthly
fistula peer group meetings through Hope Hospital’s
reintegration. In addition to their regular position,
the fistula survivors serve as Fistula Ambassadors
for Hope. At the hospital, the survivors help support
patients awaiting fistula repair surgery and raise
awareness of the condition in their communities.

Fistula patients received general personal finance
education to learn how to budget for their expenses
and set financial goals. They advised on saving and
how to best utilize their financial resources to become
economically independent. During the year, they are
counselled on job placement to help them in securing
employment after completing the reintegration
program.

DISCUSSIONS

Obstetric fistula characterized by total urinary
incontinence, persistent perineal wetness, perineal
excoriations, and urinary stench, is the most severe
type of genitourinary fistula which occurs due to
prolonged obstructed labour and concentrated mainly
to developing countries due to inadequate utilization
of maternity services."” Though it eliminated in
wealthier countries over a century ago, yet the rate of
women and girls suffering from genital fistula living
in low-
Bangladesh is alarming.

and lower-middle-income countries like

In this study, most of the genital fistula occurred due
to the obstetric complication, but the rate (95%) is
a bit higher in comparison to other countries where
the rate varies between 70 to 80%.14 However, it
entirely aligned to another study conducted in India
on vesicovaginal fistula by Stamatakos M et al®
where they found that 90% of fistulas are of obstetric
causes. It reflects the lack of adequate and skilled
obstetric care. May be difficult to access care due
to cost, cultural expectations to give birth at home
without assistance, lack of transportation, desire to
try traditional treatments, unawareness of available
services, or distance from health care facilities are
also responsible behind this extremely high rate of
fistula.
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The obstetric fistula may be found both in younger
and older females.'® Here more than half (57%) of
fistula identified among the middle-aged group which
is 21-30 years and it is slightly higher than a study
conducted in South-South Nigeria by Umoiyoho AJ
et al'” where 41% obstetric fistulas occurred in women
21-30 years of age. Maybe this is due to a high rate
of early marriage. The USAID in 2015 reported that
65% of women worldwide are the victim of forced to
do early marriage.'*

The average duration of suffering from obstetric fistula
in this study was six years. In Uganda, a report on
fistula treatment and reintegration found that women
suffer from obstetric fistula on an average of 10
years."”” Goh JT, Krause H* found that 57% of fistulas
occurred due to pure urodynamic stress incontinence
(USI) and 37% with mixed incontinence. A report in
2017 by USAID stated that iatrogenic fistula occurs
due to health care providers’ unintentional errors
during obstetric surgeries, such as caesarean section,
hysterectomy, or repair of the ruptured uterus and a
woman can suffer from both obstetric and iatrogenic
fistulas.?! However, it is found rare here, which is only
3%.

The mean duration of hospital stay was 17 days; 86.1%
of cases in this study cured after treatment, reflecting
the utmost level of care provided. Boulanger RW,
Idriss IM?? also supported this finding as genital fistula
is preventable and curable; nevertheless, until very
recently, global maternal health goals and targets have
been centered for maternal mortality reduction. More
than 89% of the cases did not develop postoperative

complications. Postoperative counselling discovered
as an essential component of treatment here which
also depicted in another study performed in Uganda
by Khaliah JA et al® It also emphasized the role of
counsellingin comprehensive fistula care.

Fistula can lead to a person, not only physical but
also psychosocial injuries requiring reintegration.?*
Therefore, the social and economic consequences of
the condition addressed in a yearlong reintegration
programme developed in Hope hospital. The package
focused on helping the women to engage socially and
develop their skills for self-earning. Once the patients
discharged, they enrolled in a 30-day rehabilitation
program. Enrolled patients received food and lodging,
along with training and psychosocial support.

As facility-based fistula data is very limited in
Bangladesh, so undoubtedly, this study will help
to explore a new era of research in fistula sector.
Qualitative study is also needed to visualize the social
and cultural factor. Elimination of fistula is one of
the essential targets of the Sustainable Development
Goals (SDGs, 2016-2030) in Bangladesh.!*%*

CONCLUSIONS

The country needs enormous effort to eradicate
obstetric fistula by 2030. Building awareness and
prevention of fistula through quality antenatal care,
detection of early complications and timely referral
can play a pivotal role. The facility data reflects that
the community network is an essential tool to identify
women with fistula and their rehabilitation.
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