
Introduction
Women with obstetric fistula are indicators of the failure of 
health systems to deliver accessible, timely and appropriate 
intra-partum care [1, 2]. A decline in the quality of maternal 
health care, rising fertility and poverty levels are indicated in 
causing a rise in the incidence of fistula in Nigeria. Accord-
ing to the World Bank Development report, it is estimated 
that Births attended by skilled health staff in Nigeria was at 
35.2 % [3]. Also, only an estimated 5.9% of pregnant women 
delivered in Emergency Obstetric Care (EmOC) facilities, in-
dicating a high level of unmet need for EmOC service as ap-
propriately 15% of pregnant women are generally expected 
to develop complication which could require EmOC services 
[4].
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Abstract
Introduction: Social and economic conditions profoundly impact on health of people in terms of health seeking behav-
iours, health promotion and maintenance of healthy lifestyle. This general occurrence of obstetric fistula has been attribut-
ed to cultural factors that promote child marriage and poor socio-economic conditions such as; illiteracy, unemployment, 
lack of knowledge on reproductive health, rural dwelling and poor access to maternal health services and emergency 
obstetric care. This study seeks to identify the socioeconomic and reproductive health features in women with obstetric 
fistula in a Teaching Hospital in Jos North Local Government Area. Plateau State, Nigeria.

Methodology: The study was conducted between January and March, 2019 at the Bingham University Teaching Hospital 
Fistula Centre. The research was a cross sectional study design involving all 49 patients present at the VVF Centre BHUTH 
and the VVF Hostel(Total study population).

Results: The youngest patient was 15 years and the oldest 60 years old, majority were in the age group 15 years to 29 
years and 30 to 34 years. Most respondents were married, and most were without formal education. A third of their 
husbands were unemployed and half had no income. Majority of the husbands of the respondents were farmers. A third 
did not know their husbands income.  Most of the patients were farmers and small proportions were petty traders and 
artisans. A third had no employment before the occurrence of obstetric fistula, this proportion increased to 82% after the 
occurrence of fistula. On the basis of income (per month) 43% had no income before development of fistula, this increased 
to 92% after fistula development. Majority of the patients earned between 1,000-9,999 Naira monthly (2.5 USD – 24.99 
USD). 

Conclusion:  Most of the patients were farmers and small proportions were petty traders and artisans. Majority of the 
patients earned between 1,000-9,999 Naira monthly (2.5 USD – 24.99 USD). Women are encouraged to delay marriage 
a bit and seek formal education. They should take advantage of the girl child education opportunities available to make 
demands and take opportunity to learn.  Communities should support female education as a strategy to reduce unemploy-
ment, delay early marriage and improve decision making.

The advent of anesthesia and safe, effective surgical proce-
dures for cesarean sections have made the occurrence of 
obstetric fistula a rare event in the developed world, when 
they do occur, they are typically due to a congenital anom-
aly, surgical complication, malignancy, or radiation damage 
[5]. However, in the low- and middle-income regions of Asia 
and Sub-Saharan Africa, the overwhelming cause of fistulas 
between the bladder and the vagina (vesico-vaginal fistula, 
VVF) and between the rectum and vagina (recto-vaginal fis-
tula, RVF) is prolonged and obstructed labor [ 6, 7, 8].

Women with obstetric fistula are indicators of the failure of 
health systems to deliver accessible, timely and appropriate 
intrapartum care [9, 10]. In 2012, Nigeria’s Federal Ministry 
of Health published its National Strategic Framework for the 
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Elimination of Obstetric Fistula (NSFEOF), 2011–2015 [11]. 
The framework has since lapsed and there is no tangible evi-
dence that the goal of eliminating obstetric fistula was met 
despite support from USAID (Fistula care project) and UN-
FPA in repairing more than 15,000 cases [12].

Social, cultural and economic conditions profoundly impact 
on health of people in terms of health seeking behaviours, 
health promotion and maintenance of healthy lifestyle [13, 
14]. This general occurrence of obstetric fistula has been at-
tributed to cultural factors that promote child marriage and 
poor socio-economic conditions such as; illiteracy, unem-
ployment, lack of knowledge on reproductive health, rural 
dwelling and poor access to maternal health services and 
emergency obstetric care [15, 16].

Age

Occurrence of obstetric fistula is seen among malnourished 
and young women who marry early usually before age 18 
prior to maturation of the pelvis for child bearing [17, 18]. 
In Jos, Nigeria 33.6% of the patients had been married by 
age 14 whereas 39.1% had not yet menstruated as at time 
of marriage [15]. In Ethiopia 25.7% of fistula patients were 
married at age of 25 and above, 21.5% below 15, 18.9% be-
tween 20-24 years and 16.6% between 15-19 years [19]. 
In Kenya, 24.4% of the patients married below age 18 and 
45.7% married 18 years and above [20]. Age at first preg-
nancy in the Ethiopian women with fistula was less than 15 
years in 9.9%, 15-19 years in 19.4%, 20-24 years in 15.5% 
and 25 years and above in 13.8% of the total population of 
women in those age groups [19].

Parity 

“Fistula developed most commonly in a woman’s first preg-
nancy, with 45.8% of fistulas occurring among primigravi-
dae. However, 20% of fistulas occurred in women of high 
parity (> 4 pregnancies)” [15]. 47.6% of the patients devel-
oped fistula in their first delivery whereas, 52.4% in sub-
sequent deliveries as reported in a study done in Kaduna, 
Nigeria [21].

Literacy

Education empowers women to have confidence and fa-
vours decision making to use health care services available 
[22, 23]. A study done in Jos, Nigeria characterized the wom-
en in the fistula centre as illiterates as 84.6% had no formal 
education, 14% had primary level of education and 1.4% 
secondary [15]. In Kaduna Metropolis of Nigeria, 69.6% of 
the patients had no formal education, 26.1% had primary 
and 4.3% had secondary education [21]. In North eastern 
Nigeria, 96.3% of the women involved were illiterates [24]. 
Ethiopian demographic and health survey also revealed the 
incidence of fistula in the entire women population to be; 
19.4% among the uneducated group of women, followed by 
those with secondary and tertiary level of education (17.9%) 
and 16.2% with primary level of education [19]. whereas in 
Kenya, 27.2% of the patients had no formal education and 
60.0% had primary level education [20].

Poverty 

Poverty plays a major in contributing to the incidence of ob-
stetric fistula as it reduces health seeking behaviours due 
to cost of health services, limiting the quality of health care 
options available, and allows women to resort to alternative 
less effective care [25, 26]. 

Duration of Labour

Barriers to the utilization of maternal health care services 
were lack of awareness, financial constraint, and confidence 
on local TBAs [27, 28]. In Kenya, 77.1% of the patients la-
boured for over twelve hours [20]. In Jos, 21. 1% of women 
sought help when they had been in labour for less than a 
day, 30.2% after two days, 27.1% had been in labour for 
three days and 21.4% four days and more. Reasons for delay 
were; lack of permission to seek emergency obstetric care in 
28.7%, lack of accessible transportation (25%), preference 
for traditional remedies (7.4%), ignorance of EMOC (6.5%), 
no nearby hospital (5.6%) and 26.8% had no reasons for de-
lay [15]. 

Antenatal Care

About 77% of the patient in Kaduna metropolis and 72% in 
Jos did not have any antenatal care during pregnancy that 
resulted in the fistula [15, 21]. Also, 24.2% from the entire 
population of women that did not attend ANC in Ethiopia 
developed fistula.

Place of Delivery 

Occurrence of obstetric fistula is presence of skilled birth 
attendant during labour and efficiency of referral services 
when complications ensue. In Kenya, 2018. 5% of the pa-
tients delivered at home, 4.3% in clinics and 58.6% in hospi-
tals. In Jos, 76.5% delivered in some “type of health facility”, 
with 26.6% by attendants with formal health training and 
49.9 by doctors. 23.5% delivered at home attended by “un-
trained traditional birth attendants” [15].

Problem Statement

It is estimated that Nigeria accounts for 40% of the world-
wide fistula prevalence. Recent prevalence of obstetric fis-
tula is estimated as 150, 000 [29, 30]. In recent times, there 
has been an emergence of a new scenario of the Obstetric 
fistula profile with older multi-parous women in their twen-
ties and thirties, who have previously successfully delivered 
vaginally, developing obstetric fistulae. These are largely at-
tributed to a low level of skilled birth attendance at delivery, 
inadequate access to emergency obstetric care and increas-
ing recourse to deliveries at home and alternative health 
care system [9, 10].

Applying the 0.4% lifetime prevalence to the estimated num-
ber of women of reproductive age in Nigeria 37, 425,000 
[31], 149,700 (approximately 150,000) women of reproduc-
tive age in Nigeria either currently have obstetric fistula, or 
have experienced fistula symptoms in the past. Possible fac-
tors in the formation of obstetric fistula include static gen-
der norms that require women to seek approval from their 
husbands before seeking medical care during labour; pover-
ty, ignorance, illiteracy, preference for home delivery and the 
desire to avoid Caesarean section, early childbearing (as op-
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posed to early marriage); harmful traditional practices like 
“gishiri cut”, low social status of women coupled with poor 
access to and utilization of Emergency Obstetric services are 
other reasons proffered for the higher incidence of obstet-
ric fistula in Nigeria [31, 15, 32]. The typical of patient in 
Nigeria is best described as young, married at an early age, 
illiterate, poor, rural, and lacking access to ante-natal care 
[33, 34]. Approximately 80% of women with obstetric fis-
tula never really seek treatment due to lack of awareness, af-
fordability or access. The cost of repairing a fistula is about 
$100-$400 which is far beyond what most patients can 
afford. Even those who are able to seek treatment have to 
travel long distances to repair centres and wait for weeks to 
get repaired due to various constraints like a heavy backlog 
of cases, few surgeons, shortage of sup- plies and equipment 
among others [10, 32]. Literature reveals that obstetric fis-
tula appears to be linked to certain social-economic and cul-
tural factors including young age at marriage, poverty and 
illiteracy, living in rural areas with lack emergence obstetric 
care [35, 36, 13]. Obstetric fistula has devastating social and 
economic consequences on the lives of these women. The 
majority of the women are abandoned by their spouses who 
cannot stand the smell of urine. Divorce rates due to fistula 
are about 50% in Nigeria while in Zambia it is as low as 15%  
[37]. Studies have shown that obstetric fistula usually af-
fects first time mothers who have laboured for several days 
at home, with no access to emergency obstetric care includ-
ing lifesaving procedures like caesarean section. Quite often, 
these women end up with obstructed labour, stillbirths and 
for those who survive this ordeal, an obstetric fistula often 
develops [38, 35, 39]. 

This study seeks to identify the socioeconomic and repro-
ductive health features in women with obstetric fistula in a 
Teaching Hospital in Jos North Local Government Area. Pla-
teau State, Nigeria.

Methodology
The study was conducted at the Bingham University Teaching 
Hospital Fistula Centre. It is a 20 bed capacity Centre with ad-
ministrative offices, Clinics, VVF theatre, rehabilitation centre, 
bed hostel accommodation and a kitchen facility. The Centre 
receives patients from all over Nigeria; it conducts about 450 
fistula surgeries in a year. 450 and 445 Fistula surgeries were 
conducted at the Centre in 2017 and 2018 respectively. The Fis-
tula Centre also offers physiotherapy, psychological counsel-
ling, health and nutrition classes, a post-surgery skill acquisition 
program, extensive community outreach and patient screening/
identification. Currently, The VVF Centre has fistula Surgeons, 
Nurses, Nursing aids and Attendants. Surgeries are done twice 
in a week (Thursdays and Fridays) while there is a weekly out-
patient clinic on Tuesdays for new clients and another clinic on 
Fridays to review patients admitted in the ward.  The research 
was a cross sectional study design using of all the patients pres-
ent at the VVF Centre BHUTH and the VVF Hostel. It involved 
all the women with Obstetric Fistula within the Fistula Centre 
who gave informed consent to be part of the study. This was a 
total population study involving all women admitted in the hos-
pital as the time of the study. Thus, no sample size calculation 
was done. 

An Interviewer-administered structured questionnaire contain-
ing questions on socio-demographic information of the respon-
dents, reproductive history, participant’s income, and husbands’ 
income. This study was done in between January and March, 
2019. Data was analyzed using a computer software; Statisti-
cal Package for the Social Science (SPSS) version 20.0.  De-
scriptive statistics, proportions, tables and diagrams were gen-
erated to illustrate findings. Exchange rate used to calculate 
monthly earning was (USD 1 = NGN 400). Limitations include 
self-report by respondents, language barrier was a limitation 
in this study. Ethical approval for the study was given by the 
Bingham University Teaching Hospital Ethical Committee, 
(NHREC/21/05/2005/00617). Informed consent was gotten 
from each participant.  

Results
Table 1. Respondents Age, Religion, State of Origin, Marital 
Status, Educational Level

Age Group At Last 
Birthday

No of Fistula Patients Percent

15-19 3 6.1
20-24 10 20.4
25-29 11 22.4
30-34 14 28.6
35-39 6 12.2
40-44 3 6.1
60-64 2 4.1

Religion No. of Fistula Patients Percent
Christianity 27 55.1

Islam 22 44.9

State of Residence No. of Fistula Patients Percent
Taraba 12 24.5

Gombe 9 18.4
Adamawa 5 10.2
Kaduna 4 8.2
Kano 4 8.2

Nasarawa 4 8.2
Plateau 3 6.1
Benue 2 4.1
Borno 2 4.1
Yobe 2 4.1

Bauchi 1 2.0
Niger 1 2.0

Marital Status No. of Fistula Patients Percent
Single 5 10.2

Married 25 51.0
Divorced 7 14.3
Separated 11 22.4
Widowed 1 2.0

Level of Education No. of Fistula Patients Percent
None 23 46.9

Primary 10 20.4
Secondary 12 24.5

Tertiary 4 8.2
Total 49 100.0
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1. Respondents Age, Religion, State of Origin, Marital 
Status, Educational Level

Table 1 shows that the youngest patient was 15 years and 
the oldest 60 years old, Most (48.9%) respondent were 15-
29 years old, 14 (28.6%) were between age 30 to 34 and 2 
(4.1%) between 60 and 64.

Twenty seven (55.1%) of the women interviewed were 
Christians and 22 (44.9%) were Muslims.  Most respondents 
12 (24.5%) reside in Taraba State followed by Gombe 9 
(18.4%) and Adamawa 5 (10.2%) Kaduna, Kano, Nasarawa 
4 (8.2%) respectively, Also, plateau 3 (8.2%), Benue, Borno 
and Yobe 2 (4.1%), least was in Niger and Bauchi State (1% 
each).

Most respondents 25 (51.0%) were married. This is fol-
lowed by those who are separated 11 (22.4%) and Divorced 
7 (14.3%), 5 (10.2%) were single, while the least proportion 
were those widowed 1 (2%). Those without formal educa-
tion constituted the highest group 23 (46.9%), followed 
by those with secondary education 12 (24.5%) closely fol-
lowed by those with primary education 10 (20.4%) and ter-
tiary education 4 (8.2%).

Table 2. Respondents Husbands’ Occupation and Income

Husband Occupation No. of Fistula  
patients

Percent

None 15 30.6
Farming Agro/Livestock 19 38.8

Civil Servant 1 2.0
Private Sector 1 2.0
Petty Trading 2 4.1

Artisan 6 12.2
Teacher 5 10.2

Husbands Income Group/
month  (NGN) 

No. of Fistula 
Patients

Percent

No income 15 30.6
Do not know 9 18.4

< 1000 1 2.0
1,000-9,999 3 6.1

10,000-19,999 7 14.3
20,000-29,999 6 12.2
30,000-39,999 2 4.1
40,000-49,999 2 4.1

≥50,000 4 8.2
Total 49 100.0

2. Respondents Husbands’ Occupation and Income 

Table 2 shows that 15 (30.6%) of their husbands had no 
income generating activities. Among the husbands, farm-
ing was the commonest form of occupation 19 (38.8%), fol-
lowed by artisans 6 (12.2%), teaching 5 (10.2%) and petty 
trading (12.2%, 10.2% and 4.1% respectively). Civil service 
was the occupation of 1 (2.0%).

About half 24 (49.9%) had no income 15 (30.6%) or did not 
know their husbands income 9 (18.4%), 7 (14.3%) earned 
10,000 to 19,999 Naira, 6 (12.2%) earn 20,000 to 29,000. 
Only a few 4 (8.2%) earned greater than 50,000. Meanwhile 
8.2% of the husbands were earning 50,000 Naira and above. 

The least earning husband received less than 1,000 Naira 
monthly.
Table 3. Patients Occupation and Income Before and After 
Obstetric Fistula

Patients Occupation Before 
Fistula

No. of Fistula 
Patients

Percent

None 16 32.7
Farming 23 46.9

Petty Trader 8 16.3
Artisan 2 4.1

Patients Occupation After 
Fistula

No. of Fistula 
Patients

Percent

None 40 81.6
Farming 7 14.3
Artisan 2 4.1

Patients Income/Month Before 
Obstetric Fistula  (NGN)

No. of Fistula 
Patient

Percent

No income 21 42.9
1,000-9,999 16 32.7

10,000-19,999 6 12.2
20,000-29,999 3 6.1
40,000-49,999 1 2.0

≥50,000 2 4.1
Patient Income/month after 

Fistula  (NGN)
No. of Fistula 

Patients 
Percent

No Income 45 91.8
1,000-9,999 1 2.0

10,000-19,999 1 2.0
20,000-29,999 1 2.0

≥50,000 1 2.0
Total 49 100.0

3. Patients occupation and income before and after 
Obstetric fistula

Table 3 shows that farming was the major form of occupa-
tion 23 (46.9%) among respondents before fistula, followed 
by petty trading and artisans (16.3% and 2% respectively). 
However, 16 (32.7%) of the patients had no employment 
(income generating activities).

Majority of the patients 40 (81.6%) had no employment af-
ter the occurrence of fistula. Farming was the highest form 
of occupation 7 (14.3% each), followed by artisans 2 (4.1%).

On the basis of income (per month) before development 
of fistula, 21 (42.9%) of the fistula patients were without 
income. Majority of the patients 16 (32.7%) formed the 
least earning group receiving between 1,000-9,999 Naira 
monthly. This is followed by 6 (12.2%) who earned between 
10,000-19,999 Naira monthly. The highest earning wom-
en composed 4.1% and received 50,000 Naira and above 
monthly.

Patient income (per month) after development of fistula 
45 (91.8%) of the fistula patients were without income af-
ter the development of fistula. Equal proportion of women 
1 (2%) earned in all other income groups. (N1, 000-9,999, 
10,000-19,999, 20,000-29,999, ≥50,000) 
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Table 4. Reproductive History: Age at Marriage, at First Preg-
nancy, a First Child Birth and Parity

Age at Marriage No. of Fistula Patients Percent
Single 5 10.2
<15 2 4.1

15-19 26 53.1
20-24 12 24.5
25-29 4 8.2

Age at First Pregnancy No. of Fistula Patients Percent
<15 1 2.0

15-19 25 51.0
20-24 18 36.7
25-29 5 10.2

Age at First Child Birth No. of Fistula Patients Percent
<15 2 4.1

15-19 20 40.8
20-24 21 42.9
25-29 6 12.2

Parity at Fistula Oc-
currence

No. of Fistula Patients Percent

1 18 36.7
2 14 28.6
3 5 10.2
4 2 4.1
5 3 6.1
6 3 6.1
8 2 4.1
11 2 4.1

Total 49 100.0

4. Reproductive History: Age at Marriage, At First 
Pregnancy, a First Child Birth and Parity

Table 4 shows that 26 (53.1%) of the patients married be-
tween 15-19 years. Only 2 of the 49 women were married 
before age 15year. 12 (24.5%) were 20 – 24 years, 5 (10.2%) 
were single, 4 (8.2%) were 25 – 29 years

The mean age of patients at marriage is 16.7, median age 18 
and modal age 16. 

Most 25 (51. 0%) respondents between 15 to 19 years had 
their first pregnancy, 1 (2.0%) had first pregnancy at less 
than 15 years, 18 (36.7%) had first pregnancy at 20 – 24 
years, 5 (10.2% had first pregnancy at 25 – 29 years. 

Two (4.1%) had first child birth at less than 15 years, 20 
(40.8%) had first child birth at 15 – 19 years, 21 (42.9%) had 
first child at 20 – 24 years while 5 (10.2%) had first child at 
25 – 29 years.  The youngest age at first child birth was less 
than 15 and the oldest age at first child birth was 29.

Majority 18 (36.7%) of the patients have been pregnant once 
before fistula occurred. Followed by 14 (28.6%) who were 
pregnant twice and 5 (10.2%) who were pregnant thrice, 2 
(4.1%) had had four pregnancies, 3 (6.1%) had had five and 
six pregnancies.  Highest number of pregnancies was seen 
in 2 (4.1%) of the patients who were pregnant eleven times.

Table 5.  Number of Children and Time Since Last Pregnancy/
Delivery

Number of Children No. of Fistula Patients Percent
No Child 24 49.0

1 11 22.4
2 4 8.2
3 5 10.2
4 1 2.0
5 3 6.1

>5 1 2.0

Time Since Last Preg-
nancy/Delivery

No. of Fistula Pa-
tients

Percent

<6 Months 12 24.5
6-12 Months 12 24.5

1-5 Years 9 18.4
6-10 Years 8 16.3
11-15 Years 5 10.2
16-20 Years 1 2.0
>20 Years 2 4.1

Total 49 100.0

5.  Number of Children and time since last pregnancy/
delivery

Table 5 shows that majority 24 (49.0%) have had no chil-
dren after last pregnancy, 11 (22.4%) have had one child, 
4 (8.2%) have had two, 5(10.2%0 have had three, 1 (2.0%) 
have had more than five.  Mean number of children is 1.2 and 
the median number of children is 1.

Table 5 shows that 24.5% and 24.5% of the women had 
their last pregnancy or delivered less than six months ago 
and 6-12 months ago respectively. Followed by 9 (18.4%) 
and 8 (16.3%) of the women who had their last pregnancy/
delivery 1-5 years ago and 6-10 years ago respectively. The 
longest post delivery period was seen in 2 (4.1%) of women 
who had their last pregnancy/delivery over 20 years ago.

Discussion 
Sociodemographic parameters show that the youngest pa-
tient was 15 years and the oldest 60 years old. Majority were 
in the age group 15 – 29 years and 30 to 34 years. This is 
similar to studies done in Sagamu [40] where the highest 
frequency age group was 20-29 years age bracket (58.3%) 
and Port Harcourt (52.5%) [41]. In a study done in Maidu-
guri, [42] 20–24 years age bracket had the peak frequency 
of obstetric fistula cases (33.8%). Some studies have shown 
much lower age groups with obstetric fistula like 10–18 
years in a study done in Sokoto (90%) [43], Kano [44] 
(72.5%) and Maiduguri [45] studies (58.8%).This varying 
age groups is attributable to the fact that it culturally accept-
able to younger women to marry in Sokoto, [43]  Kano [44] 
and Maiduguri [45] but in Sagamu [40] and Port Harcourt 
[41] women married at an older age group. This is because, 
cultural beliefs in the South encourage much older mar-
riage, while in the Northern part of Nigeria, early marriages 
are still common [46]. It is important for women to marry 
when their body is old enough to handle the challenges of 
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pregnancy, child birth and motherhood. 

About half of the women interviewed were Christians and other 
half was Muslims.  This is synonymous with the location of the 
study [47]. Most respondents reside in Taraba State, Gombe and 
Adamawa. Others were from Kaduna, Kano, Nasarawa, Pla-
teau, Benue, Borno and Yobe while the least were from Niger 
and Bauchi State respectively. These states are within the geo-
graphical location of the fistula center.

Half of the respondents were married, 22.4% separated, 14.3% 
divorced, 10.2% were single, while 2% were widowed. Early 
ages of marriage is a common risk factor for obstetric fistula 
and most of the obstetric fistula patients in northern Nigeria had 
early marriage; 93.6% of  women in the study done in Sokoto 
were married before or at 18 years of age, [43] 81.5% of women 
in a study done in Kano [44] and 52.3% of Maiduguri fistula 
patients [48] got married by 15 years of age. The practice of 
early marriage without contraception, often leads to early preg-
nancy, during this time the pelvis is not developed enough for 
easy passage of the foetus through the maternal pelvis leading 
to cephalopelvic disproportion [46].

About half (46.9%) of the women were without formal educa-
tion, a quarter (24.5%) had secondary education, 20.4% had 
primary education and 8.2% had tertiary education. Tis is in 
agreement with studies which show majority of  obstetric fistula 
patients are non-literate and are from poor homes [42, 43, 48, 
49]. This finding is higher than the findings from the National 
Demographic and Health Survey (NDHS) where the percent-
age of women age with no education was 35%. [47]. Education 
and enlightenment are important in decision making and birth 
preparedness. Female education empowers women to take re-
sponsibility for their wellbeing and that of their families. Also, 
educational attainment among women increases with increasing 
household wealth, thus education is a vital ingredient to reduce 
poverty [47]. 

Among the husbands, farming was the most common occupa-
tion as over a third were farmers, 12.2% were artisans, 10.2% 
were teachers, others were petty traders and civil servants. 
About a third had no income, 18.4% did not know their hus-
bands income, 14.3% earned 10,000 to 19,999 Naira (25.00 
USD – 49.99 USD), 12.2% earn NGN 20,000 to 29,000 (50.00 
USD -74.99USD). Only a few (8.2%) earned greater than 
50,000 Naira (125.00USD). The least earning husband received 
less than 1,000 Naira monthly (2.50 USD). This finding has 
a serious socioeconomic effect on patients, families and their 
communities. A lot of the respondents are living below 1 USD 
per day, while others barely meet up due to the daily needs with 
their current income. It is critical to initiate poverty alleviation 
programs to help improve the living conditions of the people. 
Poverty reduces health seeking behaviours due to cost of health 
services, limiting the quality of health care options available, 
and allows women to resort to alternative less effective care [25, 
26].

Half (46.9%) of the women were farmers before the on-
set of obstetric fistula, 16.3% were petty traders, 2% were 
artisans. However, 32.7% of the patients had no income 
generating activities and were solely dependent on their 
husbands for funds and upkeep. This proportion increases 

after the occurrence of obstetric fistula as majority of the 
patients (81.6%) had no income generating activities after 
the occurrence of fistula.  The occurrence of obstetric fistula 
made the patients poorer and further worsened the low so-
cioeconomic status of these women. Most times patients pay 
out of pocket in other to treat this condition leading to cata-
strophic health expenses and increase in poverty. Evidence 
even suggests that finance was a major reason for delay in 
seeking care. Thus, obstetric fistula discussions and support 
must be put on the front burner of public health situations 
needing urgent attention.

On the basis of income (per month) before development of 
fistula, just about half of the fistula patients were without 
income, this unemployment rate increased after the occur-
rence of obstetric fistula as 91.8% were without income 
before coming to the hospital for admission. This depicts a 
sad reality, that a poor woman is further impoverished by 
her disease condition. A third earned between 1,000-9,999 
Naira monthly (USD 2.5 – USD 24.9), One in ten earned be-
tween 10,000-19,999 Naira monthly (25USD – 49.99USD). 
The highest earning women composed 4.1% and received 
50,000 Naira (125.00USD) and above monthly. This trend 
demonstrate the level of poverty in these households, this 
much lower than the national average of 65% of women 
are currently employed, as this study shows 43% are un-
employed [47]. This disparity may be due to the fact these 
women are mainly from rural communities and rural area 
national average was 32% unemployment 12 month pre-
ceding the study [47].

Majority of the women married early, 53.1% of the patients 
married between 15-19 years. Only 2 of the 49 women were 
married before age 15 years. All these indicate the presence 
of risk factors for obstetric fistula. This is a similar situation 
in a study done in  Sokoto [43] where 93.6% of respondents 
were married before or at 18 years of age, in Kano [44] and 
Maiduguri [42] were 81.5% and 52.3% of obstetric fistula 
patients were married at 15 years of age. 

This study also showed that the mean age of patients at mar-
riage is 16.7 years, median age 18 years and modal age 16 years.  
This is in consonance with finding from a study done in Jos [49] 
where the mean age of marriage for marriage was 15.5 years and 
Gombe [42] was 14 years. Most of the obstetric fistula patients 
in northern Nigeria had early marriage [42, 43, ,44 , 45,50, 51].

Early marriage often leads to early pregnancy as half of the 
respondents had their first pregnancy between 15 to 19 years, 
2.0% had first pregnancy at less than 15 years. A similar trend 
is seen in their first child birth.  The youngest age at first child 
birth was less than 15 years and the oldest age at first child birth 
were 29 years. 

Majority had fistula after the first pregnancy, this is in conso-
nance with finding from a study done in Jos, [15] where fistula 
developed most commonly in a woman’s first pregnancy, with 
45.8% of fistulas occurring among primigravidae [15]. This 
may be due to poor knowledge of danger signs, monitoring pro-
longed labour in women who are pregnant for the first time. 

Commonly, obstetric fistula had occurred before patient became 
multiparous, as mean number of children is 1.2 and the median 
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number of children is 1. Half have had no children after last 
pregnancy, a quarter has had one child, 8.2% have had two chil-
dren and 10.2% have had three.

Conclusion
The youngest patient was 15 years and the oldest 60 years old, 
majority were in the age group 15 years to 29 years and 30 to 34 
years. Most respondents were married, and most were without 
formal education. A third of their husbands were unemployed 
and half had no income. Majority of the husbands of the re-
spondents were farmers. A third did not know their husbands 
income. 

Most of the patients were farmers and small proportions were 
petty traders and artisans. A third had no employment before 
the occurrence of obstetric fistula, this proportion increased to 
82% after the occurrence of fistula. On the basis of income (per 
month) 43% had no income before development of fistula, this 
increased to 92% after fistula development. Majority of the pa-
tients earned between 1,000-9,999 Naira monthly (2.5 USD – 
24.99 USD).

Majority married, became pregnant and had their first child be-
tween ages 15 years to 19 years. Only 2 of the 49 women were 
married before age 15year.   Half have had no children after last 
pregnancy and a quarter have had one child.

Recommendations
To the Women

Women are encouraged to delay marriage a bit and seek for-
mal education. They should take advantage of the girl child 
education opportunities available to make demands and 
take opportunity to learn.  

To the Community

Communities should support female education as a strategy 
to reduce unemployment, delay early marriage and improve 
decision making.

To the Government 

Formal education should be made free and compulsory for 
girls’ up to secondary school.  The government should take 
necessary steps to eradicate poverty and empower women 
through soft loan schemes, women cooperative societies, 
and other female economic empowerment programs. There 
is need to improve the socio-economic condition of the com-
munities.  Government should put more effort to improve 
the lot of male and female farmers, through provision of 
arable land, soft loans, and seeds for planting. Government 
supported mechanization to improve the socioeconomic sit-
uation of the women. Support education of the girl child and 
enlighten communities on supporting pregnant women and 
the people involved in decision making.

Help implement and legislate against negative traditional prac-
tices such as early marriage and childbearing and gender in-
equality. 
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