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Objective: Living with obstetric fistulas is detrimental to the quality of life of

womenwith fistulas. This study aimed to assess the quality of life and predictive

factors among women with obstetric fistula in Ethiopia.

Methods: A cross-sectional study was employed on consecutively selected

478 women. Linear regressions were used for data analysis.

Results: The mean quality of life in physical, psychological, social, and

environmental health domains and the overall quality of life were 40.59± 1.58,

38.10 ± 1.78, 29.59 ± 1.97, 34.21 ± 1.65, and 44.61 ± 3.99 respectively. Repair

outcome without urinary inconsistence (β = 5.2; 95% CI = 0.72, 9.64), self-

esteem (β = 1.3; 95% CI= 0.96, 1.57), negative attitude (β = 5.1; 95% CI = 1.86,

8.33), waiting treatment (β =−8.4; 95% CI=−15.54,−1.10), and low intention

(β = 4.7; 95% CI = 1.52, 7.93) were predictors of the quality of life in physical

domain. Repair outcomewithout urinary inconsistence (β = 5.9; 95%CI= 1.73,

9.99), self-esteem (β = 1.8; 95% CI = 1.47, 2.11), negative attitude (β = −6.4;

95% CI = −9.60, −3.25), fathers at primary school (β = 12.5; 95% CI = 0.08,

24.82), living only with parents (β = 4.9; 95% CI = 0.99, 8.90), time of care-

seeking (β = −0.01, 95% CI = −0.02, −0.002), and duration lived with fistula (β

=−5.4; 95%CI=−9.12,−1.68) were predictors of psychological domain. Dead

birth (β = −5.2; 95% CI = −9.86, −0.51), self-esteem (β = 1.1; 95% CI = 0.72,

1.43), and living only with parents (β = 5.5; 95%CI= 0.30, 10.69), and living only

with husband (β = 7.8; 95% CI= 2.01, 13.55) were predictors of social domain.

Living in rural (β = −6; 95% CI = −9.22, −2.79), women at secondary school

(β = 14.1; 95% CI = 3.67, 24.48), self-esteem (β = 1.3; 95% CI = 0.99, 1.55),

negative attitude (β = −5.1; 95% CI = −7.97, −2.29) were predictors of quality

of life in environmental domain. Repair outcomewithout urinary inconsistence

(β = 8.3; 95% CI = 0.62, 16.02), self-esteem (β = 2.1; 95% CI = 1.34, 2.79), and

living only with parents (β = 2.9; 95%CI= 1.06, 4.76) were significant predictors

of the overall quality of life.

Conclusions: The quality of life of womenwith obstetric fistula was low. Repair

outcomes, self-esteem, negative attitudes, rural residence, living with parents,

and time of care-seeking were significant predictors of quality of life. Urgent

measures should be taken to address these factors to improve the quality of

life of women with fistula.
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Introduction

Obstetric fistula is the presence of an unusual opening

between a woman’s vagina and the bladder or rectum through

which her pee and/or feces persistently spill (1). Sometime

recently in the 20th century, both urinary and rectal fistulas

were common results of birth processes all over the world

(2). Nevertheless, nowadays it is established in destitution,

mainly influencing marginalized women who do not get quality

obstetric care, with lower financial status, are not educated,

are in the countryside, are with no antenatal care, and are

hitched at more youthful ages (3). It has been a serious and

debilitating complication of childbirth and maternal morbidity

with an obliterating impact on a woman’s life and remains the

predominant cause of maternal morbidity within developing

countries (4, 5). Women with obstetric fistulas remain chronic

women and experience limits in their daily activities (6).

Consistent spillage of pee and/or feces leads to gigantic physical,

psychosocial, and financial injuries and most such women put

themselves into suicidal ideations (7).

Quality of life has developed as a basic well-being

component that broadens customarily contract concerns

centered on as it was merely related to morbidity and life

anticipation. World Health Organization (WHO) defines it as

“the individual’s perception of their life in the context of the

culture and value systems in which they live and relate to their

goals, expectations, standards, and concerns” (8). Quality of life

may be a broad-ranging concept influenced in a complex way by

the person’s physical wellbeing, mental state, level of autonomy,

social connections, and relationship to notable highlights of

their environment (9). The most widely reported challenges

that have been obliterating the quality of life of women living

with obstetric fistulas are the psychosocial results of the fistula,

shame, physical segregation, cessation of sexual relationships,

and misfortune of status (10–12).

Most of the studies conducted on obstetric fistula are

qualitative studies with a few quantitative studies (13–20). Most

studies have focused on limited aspects of the total experience;

such as the incidence and measurement of postpartum

depression. In Ethiopia, only a few studies dealt with measuring

the quality of life of women living with obstetric fistula and the

factors influencing it.

Assessing the quality of life of women living with obstetric

fistulas in each component of their quality of life (physiological,

psychological, social relationships, and environmental) and

predicting factors are essential to evaluate and understand the

holistic well-being of women with fistulas and important inputs

for effective maternal health interventions. Hence, this study

planned to evaluate the level of quality of life and identify

predictive variables across four domains of quality of life and

for the overall quality of life among women living with obstetric

fistula in Ethiopia.

Materials and methods

Study area, design, and period

A cross-sectional study was conducted from April 01 to

August 01, 2019, at five fistula treatment centers in Ethiopia:

JimmaUniversityMedical Center, Asella Hospital, Harar, Mettu,

and Addis Ababa Hamlin fistula centers.

Study population and inclusion criteria

The populations included in this study were all women

with obstetric fistula (mostly vesicovaginal fistula cases). These

included: women who were diagnosed with obstetric fistula

and waiting for surgery; those after 1 week of surgery before

their discharge; and those who were appointed after surgery for

a checkup.

Exclusion criteria

In this study, twenty-one fistula women who were

not volunteered to participate, those with severe fistula

with complications (infections or comorbidities), cases

of fistula secondary to trauma/surgery, and who cannot

be able to respond to the study were excluded from

the study.

Sample size and sampling technique

The sample size was estimated using the single population

proportion formula. This was based on the assumptions

[1.2% prevalence of obstetric fistula in Oromia Region (5);

95% confidence level, 1% precision, and 5% nonresponse

rate]. Accordingly, 478 samples of women living with

obstetric fistula were included in the study. The quotas

of women consecutively selected during the study period

from each study area were: 256 women from Addis

Ababa Hamlin fistula center, 54 from Harar fistula center,

42 from Asella hospital, 40 from Mettu Hamlin fistula

center, and 86 from Jimma University Medical Center (see

Figure 1).

Operational definitions

Domain: indicates the four health components of quality of

life (21).

Intention: what someone plans to do (According to

Merriam webster and Cambridge dictionary).
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FIGURE 1

Diagrammatic representation of the sampling technique.

High intention: Scoring 31–40 on questions on intention to

prevent obstetric fistula recurrence and classification was based

on previous studies (16, 22, 23).

Low intention: Scoring 1–30 on questions on intention to

prevent obstetric fistula recurrence (16, 22, 23).

Knowledge: It is measured based on twelve items of the

knowledge of the risk factors questionnaire (24).

Attitude: Is the way that one considers and feels around

something or the way one carries on with someone (22).

Positive attitude: Scoring 86–170 on attitude questions on

obstetric fistula recurrence prevention (22).

Negative attitude: Scoring 1–85 on attitude questions on

obstetric fistula recurrence prevention (22).

Primary school: Participants’ educational status from grade

one up to grade eight.

Secondary and preparatory school: participants’

educational status from grade nine to grade twelve.

Self Esteem: It is someone’s set consideration and

sentiments, almost her/him worth and significance that’s

a worldwide positive or negative state of mind toward

oneself (22).

Time of care-seeking: the time at which women with fistula

started care-seeking.

Data collection tool

The data collection tool was adapted from the WHO

Quality of Life shortened version (WHOQOL-BREF). It has

a four-domain structure and contains 26 items with five

Likert scales for each variable. The four-domain scores

indicate an individual’s discernment of quality of life in each

specific domain. The WHOQOL-BREF is based on a cross-

culturally sensitive concept and found appropriate for use across

different nationalities and confirmed to have good to excellent

psychometric properties of reliability and validity. According

to the world health organization quality of life assessment

shortened version tool (WHOQOL-BREF), quality of life has

four components or sections, commonly called domains. Of

the 26 items/ facets of the WHOQOL-BREF tool, physical

and environmental health domains each contained seven and

eight facets respectively. The social relationships domain had

three facets, and psychological health contained six facets. The

remaining two items were examined separately and used to

assess an individual’s overall perception of quality of life and

overall perception of their general health. Accordingly, the four

domain scores denote an individual’s perception of quality of life

in each particular domain (21).
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Other tools were also prepared from reviewing different

articles and used for assessment of predicting factors such

as:- attitudes of women with obstetric fistula toward obstetric

fistula recurrence prevention with 34 items (five Likert scales)

(16, 23), and Rosenberg’s Self-Esteem Scale with 10 items

(adapted, four Likert scales) (25). Attitudes toward prevention of

fistula recurrence were scored from 1–85 to 86–170 on attitude

questions on obstetric fistula recurrence prevention for negative

and positive attitudes, respectively (22). Self-esteem is someone’s

set consideration and sentiments, almost her/him worth and

significance that’s a worldwide positive or negative state of

mind toward oneself (22). According to Merriam-Webster and

Cambridge dictionary definitions, the intention is what someone

plans to do. Scoring 1–30 and above 31 on questions on

intention to prevent obstetric fistula recurrence items were

classified as low and high intention, respectively (16, 22, 23).

Knowledge of women on the risk factors of fistula recurrence

was measured based on twelve items of the knowledge of the risk

factors questionnaire (24).

The tools were translated from the English language to

local languages; retranslated back to English and pretested on

5% of the sample size of the study participants and found

reliable with Cronbach’s alpha value of (Quality of life = 0.83,

attitude toward obstetric fistula recurrence prevention = 0.86,

and self-esteem= 0.78).

Data collection procedure

Before data collection, Jimma University’s Institutional

Review Board (IRB) approved the study (Ref.No: IRB

000281/2019). All participants signed an informed consent form

before participation. Face-to-face interviews were conducted to

collect data by five MSc Midwifery students and ten midwifery

staff and supervised by five senior MSc Midwives.

Data analysis

Data were entered into Epi data version 3.5.3 (Odense

Denmark) using double data entry verification. Then the data

were coded, cleaned, and exported to International Business

Machines Corporation Statistical Product and Service Solutions

(IBM SPSS) version 23 for further cleaning and analysis.

Initially, exploratory data analysis was made and cleaned

for missing values and outliers. Descriptive statistics were

analyzed for socio-demographic and reproductive health-related

factors. Some socio-demographic variables such as the age of

respondents and distance to the nearest health facility on foot

were categorized based on the data of respondents. Domain

scores were computed for every four components/part of the

quality of life and the scores were scaled in a positive heading

(i.e., higher scores denote a higher quality of life) (26, 27). Two

items were examined separately for women’s overall perception

of their quality of life and health based on the WHOQOL-BREF

guideline (26, 27).

Item scores were computed for factors such as intention and

attitude toward prevention of fistula recurrence, and self-esteem,

and categorized as positive/negative attitudes and intentions,

based on below half/ above half of each factor’s item-total scores

as cut-off scores. The significance level was announced at P <

0.05. The findings of the study were displayed utilizing tables,

figures, and textual writings.

Results

Socio-demographic characteristics of
participants

Among the 499 women with fistulas contacted for the

interview, 478 were included in the study. Close to half (48.10%)

of them were in the age group 25–34 (mean 28.90, SD ±

9.00) years. Three-fourths (75.50%) of the study participants

were rural residents, and more than two-thirds (83.5%) of

the women’s occupation was unpaid employment. Two-thirds

(66.30%) of the study participants were cannot read and write.

More than half (60.00%) of themwere in amarriedmarital status

while more than one-third (34.10%) of them were divorced or

separated from their husbands, and another one-third (34.50%)

have lived only with their husbands (see Table 1).

Reproductive health histories of
participants

One-fourth (26.80%) and above half (60.50%) of the study

participants got married within age 10–14 and 15–19 years,

respectively. The mean age at first pregnancy of the respondents

was 17.80 ± 3.50) years. A large proportion (43.50%) of

the respondents reported having encountered obstetric fistula

between the age group 15–19 years with a mean age of 21.60

(SD ±7.00) years. Half (51.80%) of the women with obstetric

fistula were primiparas. Most of them (83.70%) had stillbirths for

the pregnancy to which they developed an obstetric fistula and

22.20% had a recurrence of obstetric fistula for third and more

times. The mean of time lived with obstetric fistula was 5.02 ±

7.44 years (see Table 2).

Quality of life of women with obstetric
fistula

The mean levels of quality of life of women with obstetric

fistula were found to be 40.59 ± 1.58 in the physical health

domain, 38.10± 1.78 in the psychological domain, 34.21± 1.65
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TABLE 1 Socio-demographic characteristics of women with obstetric

fistula in Ethiopia, 2019 (n = 478).

Factors Categories n (%)

Age at interview 15–24 137 (28.70)

25–34 230 (48.10)

35–44 80 (16.70)

≥45 31 (6.50)

Mean age (±SD) 28.90 (±9.00)

Residence Urban 117 (24.50)

Rural 361 (75.50)

Marital status Never married 13 (2.70)

Married 291 (60.90)

Divorced/separated 163 (34.10)

Widowed 11 (2.30)

Occupation Paid works 79 (16.50)

Unpaid works 399 (83.50)

Educational status Can’t read and write 317 (66.30)

Read and write 35 (7.4)

Primary schools 91 (19.00)

Secondary and preparatory school 25 (5.20)

College/university 10 (2.10)

Fathers educational status Can’t read and write 386 (80.80)

Read and write 31 (6.50)

Primary schools 12 (2.50)

Secondary and preparatory school 10 (2.00)

Don’t know 39 (8.20)

Living with whom Only with husband 165 (34.50)

Only with husband and children 28 (5.90)

Only with parents 147 (30.80)

Relatives 36 (7.50)

Only with children 16 (3.30)

Alone 86 (18.00)

SD, standard deviation.

in the environmental health domain, and 29.59 ± 1.97 in the

social relationship domain (see Figure 2).

In addition to the four domains of quality of life, we also

measured the overall perceived quality of life and health status

of the fistula women. The overall quality of life and satisfaction

with health mean scores were 44.61 ± 3.99 and 33 ± 3.46

respectively. About 28.5% of the participants reported their

overall quality of life as good, whereas 20.9% said that it was poor

or very poor. About 23.6% said it was neither good nor poor,

while the remaining 6.3% reported being very good. Regarding

satisfaction with their health, 32.2% of the respondents replied

that they were dissatisfied or very dissatisfied, 14.2%were neither

satisfied nor dissatisfied, 17.4% were satisfied, and 4.8% were

very satisfied.

TABLE 2 Reproductive health history of women with fistula in

Ethiopia, 2019 (n = 478).

Factors Categories n (%)

Age at first marriage 10–14 128 (26.80)

15–19 289 (60.50)

20–24 48 (10.00)

≥25 13 (2.70)

Mean age at first marriage (±SD) 15.90 (±3.00)

Age at first pregnancy 10–14 44 (9.20)

15–19 322 (67.40)

20–24 85 (17.80)

≥25 27 (5.60)

Mean age at first pregnancy (±SD) 17.80 (±3.50)

Number of parity Primipara 248 (51.80)

Multipara 159 (33.30)

Grand-multipara 71 (14.90)

Age at the occurrence of fistula 10–14 34 (7.10)

15–19 208 (43.50)

20–24 98 (20.50)

≥25 138 (28.90)

Types of fistula Vesicovaginal 412 (86.19)

Rectovaginal 47 (9.83)

Combined 19 (3.98)

Mean age at occurrence of fistula

(±SD)

21.60 (±7.00)

Pregnancy at the occurrence of fistula Planned 302 (63.20)

Not planned 176 (36.80)

Attitude toward fistula prevention Negative 267 (55.90)

Positive 211 (44.10)

Intention toward fistula prevention Negative 303 (63.40)

Positive 175 (36.60)

Mean self-esteem(±SD) 24.52± 4.76

Outcomes of labor for which fistula

occurred

Live 78 (16.30)

Stillbirth 400 (83.70)

Number of times fistula encountered First time 247 (51.60)

Second time 125 (26.20)

Third time and more 106 (22.20)

Treatment status Waiting for treatment 231 (48.30)

Treated 247 (51.70)

Previous repair outcome With no inconsistence 68 (27.50)

With consistency 179 (72.50)

Mean for a time lived with obstetric

fistula in years (±SD)

5.02± 7.44

Time of care-seeking in weeks (±SD) 205± 87.63

Place of care-seeking Health facility 456 (95.40)

Traditional healers 15 (3.10)

*Others 7 (1.50)

*Stay at home.
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FIGURE 2

Mean scores of quality of life domains among women with obstetric fistula.

Predictors for the quality of life of
women with obstetric fistula

A simple linear model was fitted for four domains of quality

of life and predicting factors. Factors with P-value < 0.05 in the

simple linear regression analysis were made eligible for multiple

linear regression analysis.

Results of multiple linear regression indicated that: fistula

repair outcomes without inconsistency, self-esteem, negative

attitude toward prevention of fistula recurrence, waiting for

treatment for fistula repair, and low intention on prevention

of fistula recurrence were significant predictors in the physical

domain quality of life. Variables such as women’s fistula repair

outcomes without inconsistency, self-esteem, negative attitude

toward prevention of fistula recurrence, father education status

at primary school, living with parents, time of care-seeking, and

duration of living with fistula were significant predictors in the

psychological domain. Living in rural, dead birth, self-esteem,

and living only with parents and husbands were statistically

significant predictors of social domain quality of life. Predictors

such as rural residence, women’s educational status at secondary

school, self-esteem, negative attitude toward fistula recurrence

prevention, time of care-seeking, and seeking care from a

health facility were statistically significant predictors in the

environmental domain (see Table 3).

Discussion

In this study, the mean scores for the quality of life of

women with obstetric fistula were 40.59 ± 1.58 in the physical

domain, 38.10± 1.78 in the psychological domain, 34.21± 1.65

in the environmental domain, and 29.59 ± 1.97 in the social

relationship domain. Statistically significant predictors of the

quality of life of women with fistula were: repair outcomes, self-

esteem, negative attitude, and low intentions toward prevention

of fistula recurrence, duration of living with fistula, treatment

status, the outcome of labor, residence, women’s and their

father’s educational status, living with whom, time of care-

seeking, and a place where care was sought.

In our recent study, the mean scores for quality of life of

women within the physical and psychological domains are

consistent with a similar study conducted in Ethiopia but with

lower mean scores within the social and environmental

domains (28). This may indicate the continued social

isolation experienced by victims. Similarly, there were

higher psychological and social domain scores than in previous

studies in Nigeria (29). There were also higher physical,

psychological, and environmental domain scores in this study

than in the previous study in India (30). This discrepancy may

be because of differences in time of the study, sample size, and

socio-demographic features of the study area from the previous

studies. Similarly in this study, women’s overall perception of

the quality of life and health was lower than in a previous study

conducted in Bangladesh (6). This may be due to the differences

in the measurement tools used to estimate the quality of life

in a recent study, sample sizes used, time of the study, and

socio-demographic characteristics of the study areas.

Women whose repair outcome was with no urinary

inconsistency had increased quality of life within the

psychological and physical domains as well as in their

overall quality of life. This is because women who are free

from incontinence of urine and feces are more intact physically

and stable psychologically. They are also more free from

foul-smelling odors. This is consistent with a similar study,

showing that remaining incontinent after surgical fistula repair

diminishes women’s quality of life as they remain incontinent

and still experience social and economic difficulties, stigma,
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TABLE 3 Predictors of quality of life domains among women with obstetric fistula in Ethiopia, 2019 (n = 478).

Variables Four domains of quality of life Overall quality of life R2 = 0.21

Physical R2 = 0.27 Psychological R2 = 0.38 Social R2 = 0.24 Environ mental R2 = 0.35

Crude β

(95% CI)

Adj unst β

(95% CI)

P-value Crude β

(95% CI)

Adj unst β

(95% CI)

P-value Crude β

(95% CI)

Adj unst β

(95% CI)

P-value Crude β

(95% CI)

Adj unst β

(95% CI)

P-value Crude β

(95% CI)

Adj unst β

(95% CI)

P-value

Rural residence −6.10

(−10.03,

−2.16)†

−4.70 (−9.31,

−0.09)*

0.046 −7.51

(−10.93,

−4.09)†

−6.01 (−9.22,

−2.79)*

<0.001 −9.11

(−15.55,

−2.68)†

0.006

Secondary school 2.88

(1.51,4.25)†

14.08

(3.67,24.48)*

0.008 3.32

(0.75,5.90)†

0.012

Dead birth −10.53

(−15.08,

−5.99)†

−5.18 (−9.86,

−0.51)*

0.030

With no inconsistence 6.44 (1.95,

10.93)†

5.18 (0.72,

9.64)*

0.023 8.09 (3.31,

12.87)†

5.86 (1.73,

9.99)*

0.006 11.37 (2.30,

19.75)†

8.32 (0.62,

16.02)*

0.034

Self-esteem 1.40 (1.08,

1.69)†

1.27 (0.96,

1.57*

<0.001 1.91 (1.60,

2.22)†

1.79 (1.47,

2.11)*

<0.001 1.37 (1.03,

1.71)†

1.07 (0.72,

1.43)*

<0.001 1.57 (1.29,

1.85)†

1.27 (0.99,

1.55)*

<0.001 2.51 (1.98,

3.10)†

2.06 (1.34,

2.79)*

<0.001

Negative attitude 8.13 (5.03,

11.23)†

5.10 (1.86,

8.33)*

0.002 −9.28

(−12.58,

−5.98)†

−6.43 (−9.60,

−3.25)*

<0.001 −5.24 (−8.23,

−2.26)†

−5.13 (−7.97,

−2.29)*

<0.001

Waiting treatment −3.58

(−6.73,

−0.43)†

−8.4 (−15.54,

−1.10)*

0.024

Low intention 6.35 (3.11,

9.58)†

4.73 (1.52,

7.93)*

0.004

Fathers at primary

education

1.75 (0.58,

2.91)†

12.45 (24.82,

0.08)*

0.049

Living only with parents 1.05 (0.10,

1.99)†

4.94 (0.99,

8.90)*

0.014 2.41 (1.48,

3.34)†

5.50 (0.30,

10.69)*

0.038 3.44 (1.95,

4.93)†

2.91 (1.06,

4.76)*

0.002

Living only with

husband

7.58 (4.05,

11.10)†

7.78 (2.01,

13.55)*

0.008

Time of care-seeking −0.01 (−0.02,

−0.002)†

−0.01 (−0.02,

−0.002)*

0.013 −0.013

(−0.02,

−0.006)†

−0.009

(−0.015,

−0.002)*

0.008

Seek care from a health

facility

8.07 (1.10,

15.03)†

11.77 (4.37,

19.17)*

0.002

Time lived with fistula in

years

−3.32 (−5.17,

−1.48)†

−5.40 (−9.12,

−1.68)*

0.005

†Significant at p < 0.05, *significant at p <0.001, <0.01, and <0.05, ϒ factors with no association, Adj unst β = adjusted unstandardized Beta, R2 =model fitness.
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or emotional pain (31). A similar study in Africa shows that

women with closed fistula and with no incontinence have a

better quality of life than those with proceeding incontinence

(3). Another similar study also found a consistent premise that

women with incontinence after repair have a lower quality of

life scores (32).

This study showed for a unit increase in self-esteem there

were increased means scores across the four domains of quality

of life and overall quality of life. This is because women who

have high self-esteemmay also have high physical, psychological,

social, environmental, and overall quality of life. High quality

of life in the health domain is found to be associated with

high self-esteem while the low quality of life is correlated with

low self-esteem. This is in line with a similar study in Nigeria,

which shows that high self-esteem is found to be associated

with a decrease in the rate of depression for women living with

vesicovaginal fistula (33).

Women with fistula who had a negative attitude toward

the prevention of fistula recurrence had a lower psychological

and environmental quality of life. This is maybe that women

who have a negative attitude toward obstetric fistula prevention

may not obey and follow preventive measures and fit poorly

psychologically. This is in agreement with a study conducted in

Benin which revealed that more than half of women living with

fistula who had a negative attitude toward fistula prevention have

felt that hospital delivery is not an obstetric fistula preventive

measure (34). A similar study in Northern Nigeria also supports

this premise that women living with a fistula who were not

healthy psychologically have no willingness to use contraceptive

methods to prevent the recurrence of the fistula by delaying

pregnancy (35).

Women with a low intention and negative attitude toward

the prevention of fistula recurrence had increased physical

health domain scores of quality of life. This might be because

women who have already been repaired and cured physically

may need fewer prevention measures. Similarly, women who

were waiting for treatment had a decreased physical quality

of life by eight. This may be because women who are not

repaired and waiting for the repair of urinary inconsistencies

may have a lower quality of life than those who are repaired.

This is compatible with a previous study in Ethiopia, which

indicates that a larger part of women felt an emotional sensation

of alleviation and bliss taken after repair that maximizes their

quality of life (17).

In this study, women whose fathers’ educational status

was at primary school had an increased psychological quality

of life than those whose fathers cannot read and write.

This may be because those whose fathers are more educated

may get understood easily their fistula condition; get more

support, psychological reassurance, and encouragement. This

is supported by a previous study showing that women whose

fathers and spouses were knowledgeable about their fistula and

treatment have got financial and psychosocial support and feel

better (36). For a unit increase in years at a time of living with

obstetric fistula, the psychological quality of life was decreased by

five. This is because as the time of living with fistula conditions

increases, women continue to experience different consequences

of fistula with long-term emotional effects that in turn affect

their psychological quality of life. This is in harmony with

previous studies (37, 38).

Women who were rural residents had a decreased quality of

life within the environmental and social components of quality

of life by more than five. This is because women who live in

rural have poor access to hygiene-keeping resources and they

are more stigmatized by society than urban residents. However,

women who were educated to the secondary school level had

an increased quality of life in the environmental domain by

fourteen. This might be because women who are more educated

may have more knowledge on how to keep their personal and

environmental hygiene than those who were not educated. This

is congruent with a study in Iran, which shows that women who

had college degrees have a higher quality of life scores than those

who were not educated (39).

In this study, women who have been living with their

parents had an increased quality of life in the psychological

and social domains as well as in their overall quality of life.

Similarly, women who had been living with their husbands had

an increased quality of life in the social relationship domain

of quality of life. This may be because women who are living

with their parents and husbands can get psychological and

other essential support. Therefore, they may have better social

relationships. This is consistent with the previous study reports

that having good relationships with their partners and family

members contributes to a higher quality of life for women living

with obstetric fistula (40, 41). The social relationship domain of

quality of life of women with a stillbirth outcome was decreased

five times more than those who had a live birth outcome. This

is because women with obstetric fistula who have a live birth

have a higher social acceptance and respect than those who have

a stillbirth. Contrary to this, a study conducted in Bangladesh

depicts no differences in the quality of life mean scores for

women with fistula whether they had living children or not (6).

With a unit increase in time in the weeks before starting

care seeking after obstetric fistula, that is delay in accessing

surgical care, the psychological and environmental quality of

life was decreased. This shows that as more times in weeks

have elapsed before starting care for fistula repair, women

remain untreated and continue experiencing urinary and fecal

inconsistencies and related sequelae of the fistula. This then

affects their psychological and environmental quality of life.

A previous study also collaborates with this that the duration

of incontinence of more than 5 years is found to negatively

relate to the environmental quality of life (10, 38). Seeking care

from health facilities increased environmental health quality

of life, i.e., for women who sought care from health facilities,

environmental quality of life increased by 12. This might be
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when women seek care from a health facility, they get skilled

obstetric care, repair, hygienic care, and supports that increases

their environmental health domain. This is congruous with

previous studies which show that having care at a health

institution with skilled attendants increases the quality of health

care services. Such care in turn improves the overall health of

women with fistulas (42, 43).

The strengths of this study are: First, it is an original study

that assessed the quality of life and identified new predictors

affecting the quality of life of women living with obstetric fistulas

across four domains of their quality of life and the overall quality

of life; using the most reliable and validated WHOQOL-BREF

tool. Second, it included a larger number of study participants.

The limitation of this study is: It included women with

obstetric fistulas found only in five fistula treatment centers and

used a consecutive sampling technique.

Conclusions

In this study, the quality of life of women living

with obstetric fistula was low. Repair outcome, duration

lived with fistula, self-esteem, attitude, and intention toward

prevention of fistula recurrence, treatment status, outcome

of labor, residence, women’s and father’s educational status,

time of care-seeking, a place where care sought, and living

with whom were significant predictors of quality of life.

Interventions targeted at the improvement in the quality of

life of women living with obstetric fistulas should address

these factors for restoring women’s holistic health and dignity.

Policy-makers should emphasize in prioritizing surgical care

services and awareness creation programs among women with

fistulas. Healthcare practitioners should treat and contact such

women empathically for the restoration of their impaired

quality of life and dignity. Furthermore, this study is

an important inputs of information for effective maternal

health interventions.
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