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ABSTRACT

Objective: Obstetric fistula is a life-altering birth associated injury and it is indicative of a health system that has failed
to provide appropriate intra-partum care. Therefore, this study aimed to assess factors associated with knowledge
and the misconception of obstetric fistula among women in Northwest Ethiopia.

Method: Health facility based cross-sectional study was employed from March to April, 2019 among 395 pregnant
women. The data were collected by systematic random sampling technique and analysed using SPSS 23.0 version.
Logistic regression analyses was employed to estimate the crude and adjusted odds ratio with confidence interval of
95% and a P value of less than 0.05 considered statistically significant.

Results: In this study, 41.3% of pregnant mothers had heard of obstetric fistula and among those mothers, 62.6%
and 42.3% had good knowledge and misconceptions of obstetric fistula respectively. Living in urban [AOR=3.19,
95% CI=1.33-7.67], having history of antenatal visit [AOR=4.05, 95% CI=1.56-10.51], having primary educational
level, secondary and above educational level, high monthly income, age at first pregnancy, institutional delivery,
primiparity, multiparty, and contraceptive methods utilization were associated with knowledge of obstetric fistula.
Whereas; had no formal education [AOR=4.01, 95% CI =1.51-10.65], living in rural and not using contraceptive
methods were associated with the misconception of obstetric fistula.

Conclusion: In the present study, pregnant women who had knowledge of obstetric fistula low and the misconceptions
of obstetric fistula was high. Therefore, there is a need to give more emphasis on addressing obstetric fistula messages
about its risk factors and preventive methods.
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ANC: Antenatal Care; AOR: Adjusted odds ratio; CI: Confidence interval; COR: Crude odds ratio; PNC: Postnatal
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The main direct causes of obstetric fistula is inadequately managed
prolonged obstructed labor, which resulting in vaginal, bladder,
and rectal damage due to compression of the maternal tissue by
the fetus (3,7,8]. A woman with chronic incontinence and pain,
unable to perform household chores and child-rearing as a wife,
thus devaluing her. As a result, many women are divorced or

BACKGROUND

Obstetric fistula is an abnormal opening in between the female
genital and urinary tract and/or the gastrointestinal tract [1].
According to WHO 2014 report, globally an estimated amount
of more than two million women living with untreated fistula

and every year there are between 50,000 to 100,000 new cases
of obstetric fistula develop worldwide [2]. Among all maternal
morbidities, obstetric fistula has the most devastating effects on
physical, social and economic levels and represents a major public
health issue for women and in low income countries. However;
it has been essentially eradicated in high-income countries [1,3-6].

abandoned by their husbands, disowned by family, marginalized by
the society, develop mental health problems and commit suicide
[9-15]. Because of continuous dripping, the acid in the urine causes
severe burn wounds on the legs, this can result in nerve damage
and cause the woman to struggle with walking and eventually lose
mobility. In an attempt to avoid the dripping, the women limit her
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intake of water and liquid, which can ultimately lead dehydration,
kidney disease and failure and lastly lead to death [15,16].

Others factors which contributing to obstetric fistula includes
lack of education, and skilled birth attendants, poor health
seeking behaviour, and transportation inadequate
facilities providing comprehensive obstetric care services, poverty,
malnutrition and harmful traditional practices [8,12,16-19]. It is

systems,

treatable by surgery as well as further by palliative care and can be
prevented completely by providing competent emergency obstetric
care throughout pregnancy, promoting education of girls and
discouraging harmful traditional practice [2,5,6,20].

Knowledge on obstetric fistula risk factors in developing countries
remains a great challenge, and despite the problems associated with i,
many women are not know about this disease entity, and this makes
them not be able to take practical steps in its prevention [18,21,22].
Therefore, the aim of this study was to assess factors associated with
knowledge and the misconceptions of obstetric fistula.

METHODS
Study Design and Period

Health facility based cross-sectional study design was employed
from March to April, 2019 at the public health facilities of Injibara
town, Northwest Ethiopia.

Study Area

The study was conducted in Injibara town, Awi zone, Amhara
Region, Ethiopia. Injibara town is located about 447 km away from
Addis Ababa the capital city of Ethiopia, and 118 km from Bahir
Dar city of Amhara Region. The town has five Keeble’s with the
total population of 46,745, of which 23,466 are females [23].

Source Population

All pregnant women who attended ANC at the public health
facilities of Injibara town.

Study Population

Systematically selected pregnant women who attended ANC at the
public health facilities of Injibara town.

Inclusive and Exclusion Criteria

Pregnant women who attended ANC at the public health facility of
Injibara town were included. While pregnant women who revisited
the ANC unit during the study period were excluded.

Sample Size Determination

The sample size was calculated using a single population proportion
formula by considering the following assumptions: knowledge of
obstetric fistula among pregnant women in Ghana was 62.8% [24],
Za/2 = critical value for normal distribution at 95% confidence
level, which is equal to 1.96 (Z value of alpha=0.05) or 5% level
of significance (a=0.05) and a 5% margin of error (w=0.05). The
sample size was adjusted by adding 10% non-response rate and the
final total sample size was 395 pregnant women.

Sampling Procedure and Technique

After considering both of the public health facilities of the town,
the total sample size was proportionally allocated for each health
facility based on their quarterly ANC flow. The total sample size
after proportional allocation was 145 and 250 pregnant women,
respectively, for hospital and health center. Then eligible pregnant
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women in each facility selected by using systematic random
sampling techniques. The sampling interval or the K® units
(900/395 = 2) was obtained by dividing the numbers of mothers
who visited ANC unit monthly by the sample size. The starting
unit was selected by using the lottery method among the first K™
units.

Operational Definition

Knowledge: In this study, refers to knowledge of mothers about
the risk factors, sign and symptoms, availability of treatment and
preventive methods of obstetric fistula. Mothers were considered to
have good knowledge of obstetric fistula if she correctly answered
>50% of knowledge assessing questions [6].

Misconception: Refers to the incorrect response or opinion of the
mothers regarding to the risk factors of obstetric fistula [24].

Data Collection Tools and Procedures

Structured interviewer administered questionnaire was used to
collect the data, which was adapted from relevant literatures
and modified to local context [24-27]. Questionnaires were first
prepared in the English language, then it was translated first into
Awigni by an individual who has good ability of these languages
then retranslated back into the English languages to check its
consistency. The questionnaire consisted of Socio-demographic
characteristics, reproductive characteristics, and knowledge testing
questions. Knowledge testing questions were assessed by +1 for
correct answer and O for an incorrect answer. The score for each
pregnant woman were summed and categorized.

Data Quality Assurance

Data was collected by trained data collectors and pre-testing of
the instrument was done before the actual data collection. The
questionnaire was pre-tested at 5% (20) pregnant women who
attended ANC at Lideta health center with similar population.
Data collectors and the supervisors trained for two days by the
investigator. Necessary modifications and correction was done
based on the results of the pre-test.

Data Processing and Analysis

The data were entered into Epi data 3.5, and then exported to
SPSS version 23.0 for analysis. During analysis, all explanatory
variables which have significant association in bivariate analysis
with a P value <0.20 was entered into a multivariate logistic
regression model to get the AOR and those variables with 95% of
CI and a P value of < 0.05 was considered as statistically significant
with knowledge and the misconception of obstetrics fistula. The
multi collinearity test was done using variance inflation factor
and there was no collinearity exists between the independent
variables. The model goodness of the test was checked by using
Hosmer- Lemeshow goodness of the fit test and the P-value of the
model fitness of the test was greater than 0.5. Frequency tables, and
descriptive summaries used to describe the study variables.

RESULT

Socio Demographic Characteristics

A total of 395 women participated in the study with a response
rate of 100%. The mean age of the mothers was 26.36 years with
(£SD=4.95). Of these, 168 (42.5%) found in the age group of 20-25
years. Over 70.0% (n=280) of the women lived in urban and 114
(28.9%) had primary educational level (Table 1).
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Knowledge and the Misconception of Obstetric Fistula

In this study, less than half (n=163, 41.3%) of pregnant mothers
had heard of obstetric fistula, with most obtaining their information
from health facility (n=80, 40.0%) and the others from media
(n=65, 32.5%), school (n=32, 16.0%) and family/friends (n=23,
11.5%). Among 163 expectant pregnant mothers who had heard
of obstetric fistula, 102 (62.6%), [95% Cl= 54.6-69.9%] had
good knowledge and 69 (42.3%), [95%: CI=35.0-49.7%] had the

misconceptions of obstetric fistula.

Among mothers who had heard of obstetrics fistula; home delivery
(n=153, 93.9%), early marriage (n=144, 88.3%), teenage pregnancy
and delivery (n=139, 85.3%) and prolonged labor (n=137, 84.0%)

identified as risk factors of obstetric fistula (Figure 1).

About 47 (28.8%) and 34 (20.9%) of the mothers responded that
having sex during menstruation period and misuse of reproductive
health service identified as the misconceptions of obstetric fistula
risk factors (Figure 2).

Of the 163 expectant women who had heard of obstetric fistula,
134 (82.2%), 70 (43.0%) and 47 (28.8%) women were mentioned
urinary incontinence, faecal incontinence and vulvar irritation
as a symptom of obstetric fistula respectively. The availability of
obstetric fistula treatment knew by 92 (56.4%). About, (85.9%)
(n=140) of the mothers believed that giving child birth at health
institution with the assistance of health care professionals could
prevent obstetric fistula (Figure 3).

OPEN 8 ACCESS Freely available online

Women who lived in rural were more likely to have both poor
knowledge (62.5% vs 26.5%; P=0.001) and the misconception
(60.0% vs 34.5%; P=0.002) about obstetric fistula compared with
women who lived in urban. Having no educational background
was associated with both poor knowledge (74.1% vs 30.1%;
P=0.001) and the misconception (70.4% vs 36.8%; P=0.001) of
obstetric fistula compared with women who had at least a primary

educational level (Tables 2 and 3).
Factors Associated with Knowledge of Obstetric Fistula

In bivariate analysis; age of the mothers, residency, educational level
of the mothers, monthly income of the family, age at first marriage
and pregnancy, parity, utilization of contraceptive methods,
history of ANC visits in previous pregnancy, place of delivery, and
utilization of PNC were significantly associated with knowledge
of obstetric fistula at a P value of <0.20. In a multivariate logistic
regression analysis; residency, educational level of the mothers,
monthly income of the family, age at first pregnancy, parity,
utilization of contraceptive methods, history of ANC visits, and
place of delivery remained significantly associated with knowledge
of obstetric fistula.

There was an increasing trend toward knowledge of obstetric
fistula as increasing educational levels, nearly four times being had
primary education level [AOR=3.99, 95% CI=1.10-14.46] and
5.24 times being attending secondary and higher education
[AOR=5.24, 95% CI=1.61-17.01] than not having a formal
education (Table 4).

Table 1: Socio-demographic characteristics of the women who attended ANC at the public health facilities of Injibara town, Northwest Ethiopia, (n=395).

Variables
Age
15-19
20-25
26-30
3135
36-40
Ethnicity
Amhara
Others’

Residency
Urban
Rural
Religion
Orthodox
Muslim
Protestant

Marital status
Married

Educational level
Had not formal education
Primary education
Secondary school
Diploma and above

Occupational status
House wife
Merchants/self employed
Employed
Monthly income of the family in Ethiopian birr
Low
Medium

High

* Indicates that (Oromo and Gumze)
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NO. (Oo)

23 (5.8)
168 (42.5)
136 (34.5)
42 (10.6)

26 (6.6)

378 (95.7)
17 (4.3)

280 (70.9)
115(29.1)

333 (84.3)
52(13.2)
10 (2.5)

395 (100.0)

106 (26.8)
114 (28.9)
91(23.0)
84 (21.3)

247 (62.6)
91 (23.0)
57(14.4)

41 (10.4)
202 (51.1)
152 (38.5
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Delay in Provider at Health Facility I 33.70%
Maternal Malnotrition I 38.70%
Delayin Transport I 52.20%

Fraquent Childbjrh 52.80%
.
Delay in Seeking tare 60.10%

Not Using Contraceptive Methods . 60.70%
Female Genital Mtulation I 74.20%
Prolonged Labor I 54.00%
Teenage Pregnancy and Delivery I 85.30%
Early Marriage . 88.30%%
Home Delivery I 93.90%

0.00%% 10.00%:20.00% 30.00% 40.00%: 50.00% 60.00% 70.00% 80.00%% 90.00%:100.00%:
The perceived risk factors of obstetric fistula

Figure 1: Shows the perceived risk factors of obstetric fistula among women who attended ANC and who had heard of obstetrics fistula at the public

health facilities of Injibara town, Northwest Ethiopia, (n=163).

35.00%
30.00% 28.80%
22.70%
25.00% 20.90%
20.00%
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Having Sex During  Secually Transmitted Misuse of Ewil
Menstruat ion Period Infection Reproductive Health  Spirits/Punshment
Service From God
Misconceptions of obstetricfistula risk factors

Figure 2: Shows the perceived misconceptions of obstetric fistula risk factors among women who attended ANC and heard of obstetrics fistula at the

public health facilities of Injibara town, Northwest Ethiopia, (n=163).

83.90%
18.50%:

Health Facility = Discouraging
Deelivers Early Marriage
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Discouraging Discouraging Spacing Child
Teenage Early Female Eirth
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Perceived preventve methods of obstetrics fistula

Figure 3: Shows the perceived obstetric fistula preventive methods among women who attended ANC and heard of obstetrics fistula at the public health

facilities of Injibara town, Northwest Ethiopia, (n=163).

Factors Associated with the Misconception of Obstetric Fistula

In bivariate analysis; residency, educational level of the mothers,
monthly income of the family, utilization of FP methods and
knowledge of obstetrics fistula were significantly associated with
misconception of obstetrics fistula at a P value of <0.20. In a
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multivariate logistic regression analysis; residency, educational
level of the mothers and utilization of FP methods remained
significantly associated with misconception of obstetrics fistula.
Mothers who are lives in rural were 2.46 times more likely had
misconception of obstetrics fistula relatives to mothers who are

lives in urban [AOR=2.46, 95% CI=1.17-5.15] (Table 5).
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Table 2: Reproductive and obstetric characteristics of the women who attended ANC at the public health facilities of Injibara town, Northwest Ethiopia,
(n=395).

Variables No. (%)

Age at first marriage

<18 years 70 (17.7)
>18 years 325(82.7)
Age at first pregnancy
<18 years 43 (10.9)
>18 years 352 (89.1)
Parity
Nulliparous 152 (38.5)
Primiparous 88 (22.3)
Multiparous 155(39.2)
History of abortion
Yes 83 (21.0)
No 312 (79.0)
History of ANC visit in previous pregnancy (n=243)
Yes 158 (65.0)
No 85 (35.0)
Age at first childbirth (n=243)
<18 23(9.5)
>18 220 (90.5)
Place of delivery for the most recent childbirth (n=243)
Health institution 164 (67.5)
Home 79 (32.5)
Mode of delivery for the most recent child birth (n=243)
Spontaneous vaginal delivery 178 (73.3)
Instrumental delivery 39 (16.0)
Caesarean section 26 (10.3)
Attendant of the labor (n=243)
Health workers 164 (67.5)
TBA 43 (17.7)
Family 36 (14.8)
History of PNC utilization (n=243)
Yes 54 (22.2)
No 189 (77.8)
Ultilization of contraceptive methods before the current pregnancy
Yes 241 (61.0)
No 154 (39.0)
Numbers of ANC visits on the days of interview
1 164 (41.5)
2 116 (29.4)
3 65 (16.5)
4 50 (12.7)
Where you want to give birth in current pregnancy
Health institution 387 (98.0)
Home 8(2.0)
How you plan to travel to the health institution on the onsets of labor
(n=387)
Ambulance 217 (56.1)
Taxi 144 (37.2)
Foot 17 (4.4)
Own car 9(2.3)
Types of facility
Health center 250 (63.3)
Hospital 145 (36.7)
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Table 3: The relationship between poor knowledge or the misconception of obstetric fistula with socio-demographic and obstetric characteristic among
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ANC attendees and who had heard of obstetric fistula at the public health facilities of Injibara town, Northwest Ethiopia, (n=130).

Poor knowledge (n=61)

Misconceptions (n=69)

Variables
No. (%) P -value No. (%) P- value
Age 0914 0.982
15-19 8(42.1) 8(42.1)
20-25 22 (39.3) 23 (41.1)
26-30 20 (36.4) 23 (41.8)
>30 11 (33.3) 15 (45.5)
Residency 0.001 0.002
Rural 31(62) 30 (60.0)
Urban 30 (26.5) 39 (34.5)
Educational status 0.001 0.001
No formal education 20(74.1) 19 (70.4)
Primary education 12 (33.3) 19 (52.8)
Secondary and higher 29 (29.0) 31(31.0)
Monthly income of the family 0.001 0.005
Low 15 (60.0) 15 (60.0)
Medium 28 (50.9) 29 (52.7)
High 18 (21.7) 25 (30.1)
Age at first marriage 0.031 0.771
< 18 years 19 (52.8) 16 (44.4)
>18 years 42 (33.1) 53 (41.7)
Age at first pregnancy 0.001 0.232
<18 years 22 (66.7) 17 (51.5)
>18 years 39 (30.0) 52 (40.0)
Parity 0.178 0.727
Nulliparous 26 (47.3) 23 (41.8)
Primiparous 15(31.9) 18 (38.3)
Multiparous 20(32.8) 28 (45.9)
Contraceptive method utilization 0.001 0.001
No 30 (57.7) 32 (61.5)
Yes 31(27.9) 37 (33.3)
History of ANC visits 0.001 0.822
No 16 (59.3) 15 (55.6)
Yes 19 (23.5) 47 (58.0)
Place of delivery 0.005 0.295
Home 13 (56.5) 12 (52.2)
Health institution 22 (25.9) 34 (40.0)
PNC utilization 0.319 0.629
No 25 (35.7) 31(67.4)
Yes 10 (26.3) 15 (32.6)
Types of health facility 0.011 0.531
Health center 44 (45.4) 43 (44.3)
Hospital 17 (25.8) 26 (39.4)

Table 4: Logistic regression analysis of the knowledge of obstetric fistula among ANC attendees and who had heard of obstetric fistula at the public health
facilities of Injibara town, Northwest Ethiopia, (n=163).

Variables Knowledge of obstetric fistula COR (95%CI) AOR (95%-CI) P.value
Good Poor
Age**
15-19 11 8 1 1
20-25 34 22 1.12 (0.39-3.23) 0.69 (0.17-2.79) 0.602
26-30 35 20 1.27 (0.44-3.69) 0.99 (0.21-4.71) 0.997
>=31 22 11 1.45 (0.45.4.65) 1.36 (0.22-8.39) 0.740
Residency**
Rural 19 31 1 1
Urban 83 30 4.51(2.229.16) 3.19(1.33-7.67) 0.009*
Educational level**
No-formal education 7 20 1 1
Primary education 24 12 5.70 (1.89-17.25) 3.99 (1.10- 14.46) 0.035*
Secondary and above 71 29 7.00 (2.67-18.32) 5.24 (1.61-17.01) 0.006*
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Monthly income**

Low 10 15 1 1
Medium 27 28 1.45(0.55-3.77) 2.20(0.62-7.85) 0.222
High 65 18 5.42 (2.08-14.08) 3.88 (1.11-13.55) 0.034*
Age at first marriage**
<18 years 17 19 1 1
>18 years 85 42 2.26 (1.07-4.80) 1.47 (0.46-4.70) 0.514
Parity**
Nulliparous 29 26 1 1
Primiparous 32 15 1.91 (0.85-4.30) 3.05 (1.08-8.60) 0.036*
Multiparous 41 20 1.84(0.86-3.90) 4.05 (1.45-11.28) 0.007*
Age at first pregnancy™*
<18 years 11 22 1 1
>18 years 91 39 4.67 (2.06-10.54) 3.38 (1.209.57) 0.021*
Contraceptive methods
utilization**
No 22 30 1 1
Yes 80 31 3.52 (1.77-7.01) 3.20(1.38-7.44) 0.007*
History of ANC visit***
5 © 1 16 1 1
© 62 19 4.75 (1.88-11.96) 4.05 (1.56-10.51) 0.004*
PNC utilization***
No 45 25 1 1
Yes 28 10 1.55 (0.65-3.72) 1.08 (0.41-2.84) 0.874
Place of delivery***
Home 10 13 1 1
Health institution 63 22 1.47 (0.48-4.52) 2.97 (1.088.17) 0.035*

*Indicates that [Significant at a P-value of <0.05], ** Indicates that [analysed for mothers who had heard of obstetrics fistula (n=163)], ***Indicates that
[analysed only for mothers who had heard of obstetrics fistula and have previous history of child birth (n=108)].

Table 5: Logistic regression analysis of the misconceptions of obstetric fistula among ANC attendees and who had heard of obstetric fistula at the public
health facilities of Injibara town, Northwest Ethiopia, (n=163).

Mi ti f obstetric fistul 7
Variables 1sconception of obstetric Tstia COR (95%-CI) AOR (95%C1) P- value
Yes No
Residency
Rural 19 31 3.22 (1.61-6.43) 2.46 (1.17-5.15) 0.017*
Urban 38 75 1 1 ’
Ed‘gaiofil ievj don 18 8 478 (1.88- 1215  4.01 (1.51-10.65)  0.005*
, o-forma ecueatio 19 18 224(1.044.84)  2.07(092-4.66)  0.079
Primary education Secondary and above
32 68 1 1
Monthly income
Low 15 10 3.48 (1.37-8.80) 2.51 (0.91-6.96) 0.077
Medium 29 26 2.59(1.28-5.25) 1.69 (0.77-3.70) 0.192
High 25 58 1 1
Contraceptive methods utilization
No 32 20 3.20 (1.61-6.34) 2.55(1.23-5.29) N
Yes 0.012
37 4 1 1
Knowledge of obstetrics fistula
Poor knowledge 31 30 1.74 (0.91-3.31) 0.70 (0.31-1.58) 0392
Good knowledge 38 64 1 1 ’

*Indicates that (Significant at a Pvalue of <0.05)

DISCUSSION

In this study, less than half of women had heard of obstetric fistula.
Among women who had heard of obstetric fistula, 62.6% (95%
Cl= 54.6-69.9%) had good knowledge obstetric fistula and, 42.3%
(95%: CI1=35.0-49.7%) of the women were having misconceptions
of it. This finding is in line with a study done in Ghana 62.8%
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[24]. However, the result in this study is higher than study done in
Burkina Faso 36.4% [6]. The difference might be attributed to the
age of participants, as the study conducted in Burkina Faso were

conducted on young women, while this study was conducted by
including all reproductive age group pregnant women and majority
of them were had history of previous pregnancy, thus may have

accounted for higher knowledge of obstetric fistula in our study.
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The knowledge of obstetric fistula in this study is higher than a
study done in Nigeria shows that 29.5% and 4.7% of had moderate
and high knowledge of vesico vaginal fistula (VVF) respectively,
while the majority of the women with VVF had low knowledge
[27]. This gap might be attributed to the educational levels of the
women, as seen in this study, around 73% of the women had at
least primary educational level, while in the study done in Nigeria,
and around 36% had no formal education. Moreover, in this study,
67.5% of the women were gave birth at the health institution in
their previous pregnancy, while the study done in Nigeria shows
that 77.1% were gave birth at home [27]. This shows that having at
least primary education level and utilizing maternal health services
have a positive effect on knowledge of obstetric fistula.

However, the finding in this study is lower than another study done
in Nigeria, shows that 70% of women with fistula on admission
had knowledge of the causes of their fistula [28]. This difference
might be due to the study participants, as this study includes only
pregnant women without fistula, while the study done in Nigeria
were includes women with obstetric fistula.

Among ANC attendees and who had heard of obstetric fistula,
the majority of the mothers were perceived that: home delivery,
prolonged labor and teenage pregnancy as risk factors of obstetric
fistula. This finding is consistent with studies done in different
countries [7,21,24-28]. Nearly 83% of the mothers were mentioned
at least one symptom of obstetric fistula. This finding is higher than
studies reported in rural parts of Ethiopia [27,29]. This difference
might be time gap and residency, as those studies was conducted
in rural parts of the country, while this study was conducted by
include both urban and rural residential with the majority of urban
residences. The majority of the women were believed that giving
childbirth at health institution could prevent obstetric fistula. This
finding is supported by studies done in Ghana and Nigeria [24,27].

Among women who were mentioned the risk factors of obstetric
fistula, 42.3% had misconceptions about it and they perceived
that: evil spirits, having sex during menstruation periods, sexually
transmitted disease, and misuse of reproductive health services
as risk factors of obstetric fistula. Similar findings have been
reported in studies done in different countries [21,24,26]. Having
these misconceptions may have a negative effect on the use of
reproductive health services, it also makes them not be able to take
practical steps in its prevention. The availability of obstetric fistula
treatment was known by 56.4% of clinic attendees. Similar finding,
reported in Ghana [24].

Less than half (40.0%) of the women who had heard of obstetric
fistula, obtained their information from a health facility. Similar
finding, reported in Ghana [24]. While the remaining 60.0% of
the women who were aware of obstetric fistula got the information
through the media, school and family/friends. Similar finding,
reported in Burkina Faso [6]. This indicates that counselling on
obstetric fistula may not have been an integral components ANC
in the health facilities and as well as the information obtained
from healthcare providers or other source may not have been
very accurate as seen in this study 42.3% of the mothers had
misconceptions of obstetric fistula.

Women who lived in urban were 3.19 times more likely had good
knowledge of obstetric fistula. This finding agrees with a study done
in Burkina Faso [6]. This may be due to the availability of information
accessed between rural and urban residency as participants who lived
in urbanized area has more information access.
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Women who had primary educational level were nearly four times
and women who had secondary and higher educational level were
5.24 times more likely had good knowledge of obstetric fistula. The
finding in this study agrees with a study done in the Bench Sheko
Zone [30]. It is also in line with studies conducted in different
countries [6,24,27,31,32]. This indicates that attending education,
even primary educational level is a cornerstone to increasing the
knowledge of women towards obstetric fistula [33].

Women who had high monthly family income were 3.38 times
more likely had the odds of having good knowledge of obstetric
fistula. This may attribute that women who had high monthly
family income could have a high chance of influence on their
overall empowerment and access to information. This finding
is supported by a study done in Ghana shows that women in
employment are more likely to seek ANC services as they are less
likely to face financial barriers [24]. Being pregnant for the first
time after the age of eighteen were increased the odds of having
good knowledge of obstetric fistula 3.38 times. The possible reason
may be due to their residency and educational status as seen in
this study, more than half of women who were being pregnant for
the first time after the age of eighteen where lives in urban and
educated, because of these, they may have a chance of acquiring
knowledge on the risk of being pregnant before the age of eighteen.

Having good knowledge of obstetric fistula was increased with
parity, threefold being primiparous and fourfold being multiparous.
The finding agrees with studies done in Burkina Faso and Ghana
[6,24]. The possible reason may be that women who have history of
previous pregnancy may had history of maternal and child health
care services utilization, thus may intern increasing their chance
of getting more information about obstetric fistula in the form of
health education or counselling. Having history of contraceptive
methods utilization were increasing the chance of having good
knowledge of obstetric fistula by 3.20 times. This finding is
supported by a study conducted in Nigeria [32]. This indicates that
utilizing maternal health care services may increase the chance of
acquiring information related to the maternal health.

Among mothers who had history of previous child birth and those
who had heard of obstetric fistula: having history of ANC visits and
childbirth at health institution was increased the odds of having
good knowledge of obstetric fistula four times and nearly three
times respectively. This finding is in line with a study conducted in
the Bench Sheko Zone [30]. Women who are not utilized maternal
health care services have low knowledge of obstetric fistula and
they are at risk for developing obstetric fistula [27]. Utilization of
maternal health services is the most favourable contact point for
mothers to get health related information from health providers.

Living in rural were increased the chance of having the
misconception of obstetric fistula by 2.46 times. This may
attributed to that woman who lives in rural may have less chance of
getting information about obstetric fistula. This finding supported
by a study conducted in Burkina Faso [6]. Mothers who have no
formal education were 4.01 times more likely had misconceptions
of obstetric fistula. The possible reason might be that those women
who have no formal education may have less chance of getting
information related to maternal health. Mothers who have at
least primary educational levels may have high chance of getting
information about maternal health issue [6,24,27,31,32]. Mothers
who have no history of contraceptive utilization were 2.55 times
more likely had misconception of obstetric fistula. The possible
reason might be utilizing health care service provided by the health
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care professionals, may increase the mother’s level of information
regarding to their health. Women who used maternal health care
were more likely had information of obstetric fistula [32].

LIMITATION

Pregnant women who have no ANC visits were not addressed.

CONCLUSION

Less than half of the mothers had heard about obstetric fistula,
among them who had good knowledge of obstetric fistula was low,
while the misconceptions of obstetric fistula were high. Socio-
demographic, reproductive and obstetric related factors were
significantly associated with knowledge of obstetric fistula as well as
the misconception of it. Therefore, this study indicates that there is
a need to give more emphasis for educating women about obstetric
fistula, its risk factors and prevention methods by integrating it
into the components of ANC.

DECLARATIONS

Ethical Approval and Consent to Participate

Ethical clearance was obtained from the Institutional Review
Board of Bahir Dar University, College of Medicine and Health
Sciences and a formal letter, from Injibara town health office and
concerned bodies. A written consent was obtained from each study
participants for those ages greater than 16 years and from parents/
guardians for those ages less than 16 years.

COMPETING INTERESTS

The author declares that they have no conflict of interest.

Authors’ Contributions

WF, AZ, and FY: conception of the research idea, study design,
data collection, and supervision. WF, FA, TW and EA: data
analysis, interpretation and manuscript write-up. All authors have
read and approved the final manuscript.

FUNDING

This study was financially supported by Bahir Dar University
College of Medicine and Health Sciences. The funder has no
role in study design, data collection, analysis, interpretation, the
decision to publish, or preparation of the manuscript.

ACKNOWLEDGMENTS

Firstly, we would like to thank Bahir Dar University College of
Medicine and Health Sciences. Secondly, we would like to thank
the Injibara town health office and health facilities staffs for giving
necessary information. Finally, we would like to acknowledge,
the study participants, data collectors and supervisors for their
participation in this study.

REFERENCES

1. De Bernis L. Obstetric fistula: guiding principles for clinical
management and programme development, a new WHO guideline.

Int ] Gynecol & Obstetrics. 2007;99:S117-21.
2. http://www. who. int/mediacentre/factsheets/fs241/en/</url, 2014.

3. Ahmed S, Genadry R, Stanton C, Lalonde AB. Dead women walking:
neglected millions with obstetric fistula. Int ] Gynecol & Obstetrics.
2007;99:S1-3.

4. Bangser M. Obstetric fistula and stigma. Lancet (London, England).
2006;367(9509):535-6.

] Women'’s Health Care, Vol. 10 S4 No: 556

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

OPEN 8 ACCESS Freely available online

Tuncalp O, Tripathi V, Landry E, Stanton CK, Ahmed S. Measuring
the incidence and prevalence of obstetric fistula: approaches, needs
and recommendations. Bulletin of the World Health Organization.

2014;93:60-2.
Banke-Thomas AO, Kouraogo SF, Siribie A, Taddese HB, Mueller

JE. Knowledge of obstetric fistula prevention amongst young women
in urban and rural Burkina Faso: a cross-sectional study. PloS one.

2013;8(12):e85921.

Barageine JK, Tumwesigye NM, Byamugisha JK, Almroth L, Faxelid
E. Risk factors for obstetric fistula in Western Uganda: a case control

study. PLoS One. 2014;9(11):e112299.

Gedefaw G, Wondmieneh A, Getie A, Bimerew M, Demis A.
Estimating the Prevalence and Risk Factors of Obstetric Fistula
in Ethiopia: Results from Demographic and Health Survey. Int ]
Women's Health. 2021;13:683.

Kelly J, Kwast BE. Epidemiologic study of vesicovaginal fistulas in
Ethiopia. Int Urogynecol J. 1993;4(5):278-81.

Hilton P, Ward A. Epidemiological and surgical aspects of urogenital
fistulae: a review of 25 years' experience in southeast Nigeria. Int

Urogynecol J. 1998;9(4):189-94.

Ampofo K, Otu T, Uchebo G. Epidemiology of vesico-vaginal fistulae
in northern Nigeria. C. 1990;9(2):98-102.

Donnay F, Ramsey K. Eliminating obstetric fistula: Progress in

partnerships. Int ] Gynecol & Obstetrics. 2006;94(3):254-61.

Roush KM. Social implications of obstetric fistula: an integrative

review. ] Midwifery & Women's Health. 2009;54(2):e21-33.

Salomon JA, Haagsma JA, Davis A, de Noordhout CM, Polinder
S, Havelaar AH, et al. Disability weights for the Global Burden of
Disease 2013 study. The Lancet Global Health. 2015;3(11):e712-23.

WuDunn S, Kristof ND, Knopf AA. Half the sky: Turning oppression
into opportunity for women worldwide. Sister Namibia. 2010;22(1):26-
1.

Capes T, Ascher-Walsh C, Abdoulaye I, Brodman M. Obstetric
fistula in low and middle income countries. Mount Sinai ] Med: A J

Translational and Personalized Med. 2011;78(3):352-61.
Velez A, Ramsey K, Tell K. The Campaign to End Fistula: What have

we learned? Findings of facility and community needs assessments. Int

J Gynecol & Obstetrics. 2007;99:5143-50.

Miller S, Lester F, Webster M, Cowan B. Obstetric fistula: a preventable
tragedy. ] Midwifery & Women's Health. 2005;50(4):286-94.

Biadgilign S, Lakew Y, Reda AA, Deribe K. A population based survey
in Ethiopia using questionnaire as proxy to estimate obstetric fistula
prevalence: results from demographic and health survey. Reproductive

Health. 2013;10(1):1-8.

Polan ML, Sleemi A, Bedane MM, Lozo S, Morgan MA. Obstetric
fistula, in Essential Surgery: Disease Control Priorities, Third Edition
(Volume 1). 2015, The International Bank for Reconstruction and
Development/The World Bank.

Kasamba N, Kaye DK, Mbalinda SN. Community awareness about risk
factors, presentation and prevention and obstetric fistula in Nabitovu
village, Iganga district, Uganda. BMC Pregnancy and Childbirth.
2013;13(1):1-0.

Umoiyoho AJ, Inyang-Etoh EC. Community misconception about the
aetiopathogenesis and treatment of vesicovaginal fistula in northern

Nigeria. Int ] Med and Biomed Res. 2012;1(3):193-8.

CSA E. Population projection of Ethiopia for all regions at wereda
level from 2014-2017. Central Statistical Agency of Ethiopia. 2013.

9


https://doi.org/10.1016/j.ijgo.2007.06.032
https://doi.org/10.1016/j.ijgo.2007.06.032
https://doi.org/10.1016/j.ijgo.2007.06.032
https://doi.org/10.1016/j.ijgo.2007.06.009
https://doi.org/10.1016/j.ijgo.2007.06.009
https://doi.org/10.1016/j.ijgo.2007.06.009
https://doi.org/10.1016/s0140-6736(06)68188-9
https://doi.org/10.1016/s0140-6736(06)68188-9
https://doi.org/10.2471/blt.14.141473
https://doi.org/10.2471/blt.14.141473
https://doi.org/10.2471/blt.14.141473
https://doi.org/10.2471/blt.14.141473
https://dx.doi.org/10.1371%2Fjournal.pone.0085921
https://dx.doi.org/10.1371%2Fjournal.pone.0085921
https://dx.doi.org/10.1371%2Fjournal.pone.0085921
https://dx.doi.org/10.1371%2Fjournal.pone.0085921
https://dx.doi.org/10.1371%2Fjournal.pone.0112299
https://dx.doi.org/10.1371%2Fjournal.pone.0112299
https://dx.doi.org/10.1371%2Fjournal.pone.0112299
https://doi.org/10.2147/ijwh.s306221
https://doi.org/10.2147/ijwh.s306221
https://doi.org/10.2147/ijwh.s306221
https://doi.org/10.2147/ijwh.s306221
https://doi.org/10.1007/BF00372737
https://doi.org/10.1007/BF00372737
https://doi.org/10.1007/bf01901602
https://doi.org/10.1007/bf01901602
https://doi.org/10.1007/bf01901602
https://pubmed.ncbi.nlm.nih.gov/2268575/
https://pubmed.ncbi.nlm.nih.gov/2268575/
https://doi.org/10.1016/j.ijgo.2006.04.005
https://doi.org/10.1016/j.ijgo.2006.04.005
https://doi.org/10.1016/j.jmwh.2008.09.005
https://doi.org/10.1016/j.jmwh.2008.09.005
https://doi.org/10.1016/s2214-109x(15)00069-8
https://doi.org/10.1016/s2214-109x(15)00069-8
https://doi.org/10.1016/s2214-109x(15)00069-8
https://doi.org/10.1111/j.1747-7093.2009.00237_3.x
https://doi.org/10.1111/j.1747-7093.2009.00237_3.x
https://doi.org/10.1111/j.1747-7093.2009.00237_3.x
https://doi.org/10.1002/msj.20265
https://doi.org/10.1002/msj.20265
https://doi.org/10.1002/msj.20265
https://doi.org/10.1016/j.ijgo.2007.06.036
https://doi.org/10.1016/j.ijgo.2007.06.036
https://doi.org/10.1016/j.ijgo.2007.06.036
https://doi.org/10.1016/j.jmwh.2005.03.009
https://doi.org/10.1016/j.jmwh.2005.03.009
https://doi.org/10.1186/1742-4755-10-14
https://doi.org/10.1186/1742-4755-10-14
https://doi.org/10.1186/1742-4755-10-14
https://doi.org/10.1186/1742-4755-10-14
doi: 10.1596/978-1-4648-0346-8_ch6
doi: 10.1596/978-1-4648-0346-8_ch6
doi: 10.1596/978-1-4648-0346-8_ch6
doi: 10.1596/978-1-4648-0346-8_ch6
https://doi.org/10.1186/1471-2393-13-229
https://doi.org/10.1186/1471-2393-13-229
https://doi.org/10.1186/1471-2393-13-229
https://doi.org/10.1186/1471-2393-13-229
https://doi.org/10.14194/ijmbr.136
https://doi.org/10.14194/ijmbr.136
https://doi.org/10.14194/ijmbr.136

Feyisa W, et al.

24.

25.

26.

21.

28.

Azanu WK, Dassah ET, Agbeno EK, Ofori AA, Opare-Addo HS.
Knowledge of obstetric fistula among prenatal clinic Attendees and
midwives in Mfantsiman municipality, Ghana. Int ] Gynecol &

Obstetrics. 2020;148:16-21.
Ezeonu PO, Ekwedigwe KC, Isikhuemen ME, Eliboh MO, Onoh

RC, Lawani LO et al. Awareness of obstetric vesicovaginal fistula
among pregnant women in a rural hospital. Advances in Reprod Sci.

2017;5(3):39-46.

Kazaura MR, Kamazima RS, Mangi EJ. Perceived causes of obstetric
fistulae from rural southern Tanzania. African health sciences.

2011;11(3).

Basheer SA, Pumpaibool T. Knowledge, attitude and maternal
health care utilization among married women of reproductive age

towards vesicovaginal fistula in Kebbi state, Nigeria. ] Health Res.
2015;29(2):93-100.

Hassan MA, Ekele BA. Vesicovaginal fistula: Do the patients know the
cause!. Annals of African Med. 2009;8(2).

] Women'’s Health Care, Vol. 10 S4 No: 556

29.

30.

31.

32.

33.

OPEN a ACCESS Freely available online

Ballard K, Ayenachew F, Wright J, Atnafu H. Prevalence of obstetric
fistula and symptomatic pelvic organ prolapse in rural Ethiopia. Int

Urogynecol J. 2016;27(7):1063-7.

Asefa Z, Amenu D, Berhe A. Awareness of Obstetric Fistula and its
Associated Factors among Reproductive-age Group Women in Bench
Sheko Zone, Southwest, Ethiopia. Community based Cross-Sectional
Study. ] Women’s Health Care. 2020;9(509):2167-0420.

Saced M, Alhassan A, Opare-Asamoah K, Kuubiere C. A survey
on obstetric fistula awareness in Northern Ghana. Eur ] Exp Biol.

2014;4(4):178-82.

Morhason-Bello 10, Kareem YO, Abdus-Salam RA, Bello OO, Lawal
OO, Akinlusi FM, et al. Factors associated with the awareness of
vaginal fistula among women of reproductive age: findings from the

2018 Nigerian demographic health cross-sectional survey. BMJ Open.
2020;10(11):e040078.

Roka ZG, Akech M, Wanzala P, Omolo ], Gitta S, Waiswa P. Factors
associated with obstetric fistulae occurrence among patients attending
selected hospitals in Kenya, 2010: a case control study. BMC Pregnancy
and Childbirth. 2013;13(1):1-7.

10


https://doi.org/10.1002/ijgo.13034
https://doi.org/10.1002/ijgo.13034
https://doi.org/10.1002/ijgo.13034
https://doi.org/10.1002/ijgo.13034
https://doi.org/10.1002/ijgo.13034
https://doi.org/10.1002/ijgo.13034
https://doi.org/10.1002/ijgo.13034
https://doi.org/10.1002/ijgo.13034
https://www.ncbi.nlm.nih.gov/labs/pmc/articles/PMC3260994/
https://www.ncbi.nlm.nih.gov/labs/pmc/articles/PMC3260994/
https://www.ncbi.nlm.nih.gov/labs/pmc/articles/PMC3260994/
https://he01.tci-thaijo.org/index.php/jhealthres/article/view/79982
https://he01.tci-thaijo.org/index.php/jhealthres/article/view/79982
https://he01.tci-thaijo.org/index.php/jhealthres/article/view/79982
https://he01.tci-thaijo.org/index.php/jhealthres/article/view/79982
https://doi.org/10.4103/1596-3519.56241
https://doi.org/10.4103/1596-3519.56241
https://doi.org/10.1007/s00192-015-2933-0
https://doi.org/10.1007/s00192-015-2933-0
https://doi.org/10.1007/s00192-015-2933-0
https://doi.org/10.1186/s12978-021-01228-2
https://doi.org/10.1186/s12978-021-01228-2
https://doi.org/10.1186/s12978-021-01228-2
https://doi.org/10.1186/s12978-021-01228-2
https://www.imedpub.com/articles/a-survey-on-obstetric-fistula-awareness-in-northern-ghana.pdf
https://www.imedpub.com/articles/a-survey-on-obstetric-fistula-awareness-in-northern-ghana.pdf
https://www.imedpub.com/articles/a-survey-on-obstetric-fistula-awareness-in-northern-ghana.pdf
https://doi.org/10.1136/bmjopen-2020-040078
https://doi.org/10.1136/bmjopen-2020-040078
https://doi.org/10.1136/bmjopen-2020-040078
https://doi.org/10.1136/bmjopen-2020-040078
https://doi.org/10.1136/bmjopen-2020-040078
https://doi.org/10.1186/1471-2393-13-56
https://doi.org/10.1186/1471-2393-13-56
https://doi.org/10.1186/1471-2393-13-56
https://doi.org/10.1186/1471-2393-13-56

