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Introduction

Obstetric fistula, which includes both vesicovaginal (VVF) and recto-vaginal fistula
(RVF), represents critically important and largely neglected issue in the field of
reproductive health. The World Health Organization (WHO) estimates that at least
two million girls and women currently live with fistula and that an additional 50,000
to 100,000 are affected each year. Exact prevalence rates of the condition in Somalia
and indeed, the region are not known due to scarcity of reliable data and low
mapping of the condition, but according to latest 2009 UNFPA assessment, a figure
of 6,000 to 15,000 new fistulas occurring each year in East Africa. This figure is based
on the knowledge that every year, three million women survive deliveries in the

region.

Somalia's maternal mortality ratio stands at 1,044 deaths per 100,000 live births,
making it one of the highest in the world and contributes to raising the regional and
global averages for the indicator. Moreover, reproductive health situation analysis
conducted by UNFPA in early 2009 concluded that more than 90% of women deliver
at home as more than half are assisted by traditional birth attendants (TBAs). The
number of maternal deaths is highest in countries where women are least likely to
have access to a midwife, doctor or other trained professional during delivery which
at the end results to fistula. Vast majority of the girls and women services to repair
their condition remain unattainable for a number of reasons: their lack of knowledge
that such a condition can be repaired; the distance they must travel to reach a facility
that provides treatment; the low likelihood that, even if they can get to a facility, it
will offer fistula repair in its portfolio of services; their inability to pay for the



services if they are available; and the backlog with which facilities that do provide
repairs are faced.

The clinical component of fistula care presents a number of difficulties, yet the
context in which facilities are based and the degree to which communities are
equipped to reintegrate women once repaired may also prove to be obstacles to
treatment. The social rehabilitation of women after a successful fistula repair is
challenging, as these clients are often extremely poor, abandoned by their husbands
or partners and without skills to earn a living on their own. These conditions may
render them especially vulnerable once they return to a community.

Thus with these overarching condition within the DBG program team carried out
need assessment on fistula in three different hospitals in Banadir region. to map out
the impact of fistula to women, the referral gaps that exists and services in need.

Background.

Daryeel Bulsho Guud (DBG) is a non-political and non-profitable humanitarian
relief- and development local organization who works to save lives, promote self-
reliance and dignity through human transformation going beyond relief and
development. With over 20 years of work experience DBG started operating in
Somalia as international organization in 1992 and been transformed into local NGO
in 2014.

Among the key thematic areas of DBG intervention include: Emergency Response &
Disaster Recovery, Peace-building & Conflict Resolution, Income/Employment
generation, Infrastructure Rehabilitation, Education & Vocational Training, Natural
resource management, Food security, Water and environmental Sanitation and
Support to health institutions.

Currently DBG is implementing two main projects; Emergency education project,
Funded DKH/ Caritas. the project name is; Sustainable access to education for girls
and boys in Banadir region. it targets 23 schools (8 public and 11 IDP Schools) in
Banadir region. Also DBG is executing shelter project namely: Protection of
internally displaced people (women, girls, men, boys) affected by conflict and
natural disaster through provision of transitional shelter and NFI kits to IDPs in
Banadir region, Somalia. he project is funded is funded by CHF through DKH.



Through different assessment conducted, DBG is looking forward to partner
different donors and international agencies in different humanitarian sectors to

expand its programming activities and assist the needy Somali community.
Overall objective

e The main objective was to know the impact of fistula on women, the intensity
of the assistance subjected to it and the coping mechanisms and quality of
emergency obstetric.

Specific objectives
e To identify factors leading to incidence of fistula

e To document current data on fistula in selected areas i.e. Banadir national
hospitals

e To asses gaps that exist and health services needed.

e To identify the highest geographical area of the patients.

e To assess the capacity of the health service providers.
Methodology

The needs assessment was conducted by 3 DBG program staff members during a
series visit of three Hospitals in Banadir region namely; Banadir National, Somali
Sudanese and Deynille district Hospital between May and July 2015. During the
visits Administrators and professional staff (physicians, nurses and midwives) were
interviewed, as well as fistula clients whenever possible. The fistula clients
interviewed included those who a) were awaiting repair surgery; b) were
immediately post-surgery and were recovering in the post-operative ward; c) were

significantly (> 6 months) post-surgery.

In addition, each hospital visit included meetings with representatives from the top
Hospital management, more so significantly Doctors who were carrying out the
operation procedures, which all have an interest in supporting fistula work. Primary
data was collected through simple structured questionnaires developed by the team
targeting 34 respondents. The team agreed that simple random sampling will be a

good representative sample for the need assessment. Clinical facilities were toured



and the wards, waiting areas and operating theatres were also observed whenever
possible. When it was feasible to review theatre logbooks, team members took
advantage of the opportunity. The assessment team never facilitated any focus
groups discussions (FGDs) due to the immobility status of respondents and
sensitivity of the condition in group/podium, hence the tem were not able to

conduct focus group discussions.

Analysis of the Findings

e Demography and literacy level

in the assessment 94% of the respondents were female patients and 6% were male
medical practitioners. among the 34 sample patients interviewed, 89% cannot read
and write while those who can read and write had only gone to religious education.
Only one patient reached secondary education, thus the illiteracy level among the
respondents was very high (90%) a factor which greatly contributed to women who

are living with this devastating and debilitating condition in Somalia.

e Summary of the findings

the findings of these assessment are based on the number of people who seek
treatment of fistula in the three hospitals visited and are, therefore, likely to be much
too low as many women never seek care. Thirty-four cases were interviewed
ranging from nine regions and one case from abroad(Ethiopia). Majority of these
cases came from lower Shebelle and Banadir regions while 87% of the interviewed
age brackets were at adolescent age (11-17yrs). The information gathered from the
respondents and observations gave rise to a complex view of fistula in Somalia, one
that is influenced by both cultural and economic factors. according to the
respondents; many rural areas, girls are married just after they experience their first
menstrual flow. In some cases, early marriage for girls occurs before the onset of
their menstrual cycle, as a way to ensure virginity. The belief is that forcing a

woman into marriage at a young age will reduce the likelihood that she will become



sexually active before marriage and so dishonour. A cruel act that is so gruesome
and inhuman to the naive young girls.

The effects of fistula is far socio-economic than medical problem, among the
hospitals visited it was found that most fistula cases can be repaired surgically, even
if they are several years old. But due to sky-scraping social stigmatization and high
level of poverty of the victims made many patients not to seek treatments and many
women live with the constant and humiliating smell of urine and/or feces. Nerve
damage to the legs can also make it difficult to walk. The surgical operation is costly
and only regularly offered by one private(Somali Sudanese Hospital) operated by
foreign doctors with high cost of operation ranging from $2,000 and above, but this
amount is far beyond what most patients can afford. A hindering factor to many
patient who could have otherwise seek the treatment. the success rate for surgical
repair is 70 per cent and women can usually continue to bear children.

Attentive post-operative care and counselling are very significant to help restore the
woman’s self-esteem and allow them to reintegrate into their communities once
they healed, this is an area which was least concerned/services among the visited
hospitals. The effect of fistula among the interviewed patients and the wider Somali
girls/women is extreme and wide reach which turned to social problem than
medical issue. among the effects include: Stigmatization, Divorce, Discrimination,
Uncomfortable life, Emotional stress, Shock, Pelvic pain, incontinence urine and
faeces.

During the assessment, different doctors were interviewed on the conditions causes
and they illustrated its mainly caused by Injuries during childbirth mainly due to
obstruction or prolong labour. Also the doctors explained that early marriages and
rape cases contributes to Somali context and from the assessment it was learned that
many of those respondents who suffer from fistula are under 20 (80%),they are also
often illiterate and poor. Many have been abandoned by their husbands or partners,
ostracized by family and friends and even disdained by health workers. Rarely do
they have the skills, Despite these hardships, the women interviewed showed

another common trait: tremendous courage and resilience.



Detail analysis of the assessm ent is illustrated below.



Summary of Fistula cases interviewed in the three Hospitals in Mogadishu

Region Current | Age Educational No of got treatment / Treatment
No | Hospital (Place of origin) Age Married background Children | Cause of Fistula Current status operational Status
Somali sexual violence from her
1 Sodanaise Banadir 26 26 secondary school | 0 husband Plus FGD lives with her husband Yes successful
2 Dayniile Ethiopia 35 14 Koranic Rape Stigmatization yes successful
prolonged labour with
3 Dayniile L/shabeele 35 14 Koranic 4 traditional midwifery Divorce yes successful
Somali prolonged labour with
4 Sodanaise Galgaduud 18 15 Koranic 2 traditional midwifery lives with her husband Yes successful
prolonged labour with
5 Dayniile L/shabeele 20 14 Koranic 1 traditional midwifery Divorce Yes successful
prolonged labour with
6 Dayniile M/shabeele 32 18 Koranic 4 traditional midwifery lives with her husband Yes failure
prolonged labour with
7 Dayniile Mudug 29 17 Koranic 1 traditional midwifery Divorce Yes successful
prolonged labour with
8 Dayniile Galgaduud 38 17 Koranic 5 traditional midwifery Divorce Yes successful
prolonged labour with
9 Dayniile Gedo 40 13 Koranic 1 traditional midwifery Divorce Yes failure
prolonged labour with
10 | Dayniile L/shabeele 30 15 Koranic 1 traditional midwifery Divorce Yes failure
prolonged labour with
11 | Dayniile Banadir 20 18 Koranic 1 traditional midwifery lives with her husband Yes failure
prolonged labour with
12 | Dayniile Banadir 26 20 Koranic traditional midwifery lives with her husband Yes successful
13 | Dayniile Galgaduud 30 16 Koranic 3 C-section lives with her husband Yes successful
prolonged labour with
14 | Dayniile Bakool 15 14 Koranic 1 traditional midwifery Divorce Yes successful
prolonged labour with
15 | Dayniile L/shabeele 15 13 Koranic 1 traditional midwifery Divorce Yes successful
16 | Dayniile I/shabeele 19 16 Koranic 1 difficult labour Divorce Yes failure




17 | Dayniile L/shabeele 39 17 Koranic traditional midwifery lives with her husband Yes successful

18 | Dayniile Banadir 40 24 Koranic traditional midwifery Divorce Yes successful
prolonged labour with

19 | Dayniile Banadir 31 22 Koranic traditional midwifery lives with her husband Yes successful
prolonged labour with

20 | Dayniile Bay 25 14 Koranic traditional midwifery lives with her husband Yes successful
prolonged labour with

21 | Dayniile Galgaduud 28 14 Koranic traditional midwifery lives with her husband Yes successful
prolonged labour with

22 | Dayniile I/jubba 40 14 Koranic traditional midwifery Divorce Yes partially

23 | Dayniile I/jubba 38 19 Koranic difficult labour lives with her husband Yes successful
difficult during birth with

24 | Dayniile I/jubba 35 15 Koranic prolonged labour lives with her husband Yes successful
prolonged labour with

25 | Dayniile Geddo 35 15 Koranic traditional midwifery Divorce Yes successful
prolonged labour with

26 | Dayniile L/shabeele 22 12 Koranic traditional midwifery Divorce Yes failure

27 | Dayniile Banadir 30 20 Koranic difficult labour lives with her husband Yes successful

28 | Dayniile Banadir 21 18 Koranic C-section Divorce Yes successful
prolonged labour with

29 | Dayniile Bakool 19 17 Koranic traditional midwifery Divorce Yes successful
prolonged labour with

30 | Dayniile Bay 20 19 Koranic traditional midwifery Divorce Yes successful

31 | Dayniile m/shabeele 6 4 - Rape Stigmatization Yes partially
prolonged labour with

32 | Dayniile Banadir 17 15 Koranic traditional midwifery Divorce Yes partially

33 | Dayniile Galgaduud 60 25 Koranic sexual assault Divorce Yes Successful
prolonged labour with

34 | Dayniile Banadir 31 25 Koranic traditional midwifery lives with her husband Yes partially




Figure 1: Graph showing geographical regions of Fistula patients
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The graph above illustrates of the Fistula victims. Patients mainly came from nine
regions of south central Somalia. Banadir and lower Shebelle regions were the
highest followed by Galgaduud and lower juba regions. Bay, Bakol, Gedo and

M/ Shebelle regions were the least.

Figure 2: graph shows Age ranges and Married age of the respondents
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e 82% of the respondents got married between 11- 20 years old,

e 10% got married between 21-30 years old,

e 8% were subjected to rape cases
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Effect of Fistula

From the assessment, it was found that;
e 70% of the patients were affected due to prolonged labour with traditional
midwifery and lack of health awareness among the community,
e 12% of the patients became affected as a result of difficult in labour with
traditional midwifery,
e 12% of the patients were victimized as a result of rape and marital assault,
e 6% of the patients were affected due to C-section at main hospitals in Banadir

region
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Figure 3: Causes of Fistula

During the assessment it was also found that;
e 52% of the pateints were divorced as result of Fistula
e 41% still live with their husbands with demoralization

e 6% of the patients remain stigmatized, demoralized and isolate themselves
from the community.

The graph below shows impact of fistula patients in South Central Somalia.
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Impact of fistula
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Figure 4: graph indicating main impact of Fistula in Somalia

Furthermore ,it was indicated that 41% of Fistula patients lost their children due to
difficulty and prolonged labour with traditional midwifery and remain isolated and
morally sick, while 47% of the patients mainly had children and their male parents
disapeared.

the graph below indicates the analysis.
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Figure 5: A graph indicating Fistula patients’ children survival

In May 2015, Dayniile Hospital conducted Fistula campaign and assisted an average
number patients. 32 patients were interviewed at Dayniile Hospital before and after
the operation was done.

e 70% of the operations were successfully done,
e 12% were partially successful,
e 18% failed unfortunately.

The graph below shows the detailed analysis.
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Fistula Operational result

Figure 6: Graph showing Fistula operational results

Humanitarian Aid Intervention

Besides the conditions physical and psychological consequences to Somali
women/girls, but it is low funding and least focused area n health sector in
humanitarian programming in Somalia. Very few actors and well wishers with
limited services are interested. This backdrop presents numerous challenges to the
quality of health care. Because health care infrastructures are fragile and becoming
more so in most parts of the country, it is increasingly difficult for few actors to
maintain their level of skill and successfully repair fistulas once they have occurred.
this is because Many public hospitals face chronic shortages of funding, staff,
equipment and surgical supplies. This lack of essential and emergency obstetric
options means that services at facilities capable of performing emergency C-sections
are still out of reach for women who want and are able to access treatment. in 2012-
2013 UNFPA and Physician across Continent(Pac) gave support to fistula survivors
through free surgical operations in South and central Somalia. But the service is a

drop of water in ocean compared to the gap that exist.
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Challenges

>
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Many women with fistula live in rural areas, far from medical help. Safe and
reliable transportation to a hospital is often scarce or too expensive for poor
women and their families. Many women interviewed had travelled kilometres on
foot, by donkey or any other means available in search of a hospital that could
treat them. Better transportation and communication systems between remote

villages and hospitals should be a priority.

Stigmatizing of women and girls with the condition appears to spread beyond
their families and communities. in some areas the condition is treated as a curse
related ailments and the people with such condition are considered as outcast

people.

majority of fistula service providers are foreign doctors who are hired
intermittently, it is imperative to train local doctors, nurses, midwives and
medical students. Fistula services need to be sustainable and less reliant on

expatriate doctors who may eventually leave anytime.

Lack of antenatal and postnatal care centres in rural areas which increases the
risk of obstruction labour thus causing fistula, it is vital for every pregnant to get
full antenatal care services before delivery hence reducing the likelihood of
obstruction labour.

Recommendations

e DProvide more and better information about fistula to potential clients.
Communicating with women about the condition and possible repair services
on native language would be a good means to raise awareness about the
condition. These messages might also address related concerns, such as some
of the complications of early marriage, prolonged labour in the absence of a

trained health professional and the location of facilities. The inclusion of the



personal stories of one or two women in these messages is also a way to reach

and influence a large audience

e Capacity building programs on fistula repair training for Local Medical
Doctors and Nurses. Very few local doctors have advanced technical training.
Yet many other are being interested in learning more about fistula repair and
improving their current skills. If proper training were available, including
access to protocols to follow, it would increase the availability of repairs for
more women, reduce the incidence of repeated surgery for some cases and

even cheaper operation services with the availability of more specialists.

e Support services. Fistula survivors who have been shunned and isolated
typically experience intense feelings of cursed, shame, self-loathing and
depression. They may blame themselves for their situation. Education and
counselling can help restore their self-esteem. also provision of transport

services to patients who came from far distance regions is of great support.

e Consider establishing a national fistula centre at one of the big national
hospitals. This ensures identification and mapping out more cases from

regions in the community and also accessing of the services.

Conclusion

Obstetric fistula is a complex problem and is related to personal, situational, and
socio- cultural conditions. This makes it difficult to identify causes of obstetric fistula
that fit every individual. The participants in this study had a common
understanding about the factors that exposed them to fistula, although this varied

with time and location due to changes in the person’s environment.

Obstetric  fistula has far-reaching physical, psychosocial, and emotional
consequences. Women suffering from the condition develop diverse mechanisms to

cope with the disease and deal with their emotions. Hence, they realize that they are
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not passive victims but rather active survivors of these challenges. However,
women’s responses are often limited by the existing coping options and vary with
time and the challenges they face. This indicates that they lack adequate support and

appropriate attention from their formal and informal support systems.

This assessment reveals how fistula victims exist and strive to gain meaning from
the experience of being diagnosed with a condition, recovery from illness, and living
a “normal” life. It is reasonable to conclude that this process of understanding the
context of obstetric fistula, survivors’ feelings, predisposing factors, coping
mechanisms, and interpretation of their situation is an important basis for

development of appropriate corrective interventions.

In addition, the review of the files sites visited revealed a considerable number of
destructive vaginal operations for obstructed labour. It was apparent that fistula is
widespread in the regions patients came from, although it should be noted that the
study was done in only 3 hospitals situated in one region but the respondents hail
from nine regions of the country, findings which can interpreted about the fistula
situation in the country. For these and other reasons, despite an unknown
prevalence rate in the country, the assessment team and providers concur that
fistula is a major problem in Somalia.

Annex 1: Photos of activities during the assessment

Doctors under Fistula surgery at Deynille Hospital . DBG Staff interviewing Fistula

patient(Used with permission)
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Annex 2: case studies

Nafisa Ismail Mohamed is a 6 years old girl. She was raped two years ago in balcad
town, middle shabelle region. Nafisa was diagnosed with recto vaginal fistula. a
devastating situation that makes the little girl faeces and urine come through from
one path and as a result, Nafisa chances of her childhood studies got standstill. She
was subjected lonely and discrimination from the community. She has undergone
successful constructive surgery in daynile hospital and now feeling better than
before. Nafisa mother is hopeful that her daughter will be well one day. she says"
hope is my weapon" . from distance one can describe from nafisa face the relief and

joy she is feeling.
Recto vaginal case study

Hamdi Ali Hussein is 31 years old and has 4 children. She was living with her
husband in Guricel and became a victim of abnormal recto vaginal fistula during the
first time of her child birth as a result of poor delivery by TBA. She then developed
infection and was admitted to the hospital for treatment but to no avail. She lived
with fistula for long time and gave birth to three more babies. During her last birth,
she developed stool leakage from bowel in to the vagina which was caused by
obstructed labour. She was hospitalized to Somali Sudanese hospital for treatment of
fistula and after diagnosing her type of fistula, she has undergone and the operation

was successful. She is now living happily and re-started her normal life.
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