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1. INTRODUCTION
Vesico vaginal fistulae (VVF) and recto vaginal fistulae (RVF) are serious reproductive health problems for women in the developing world, although they have been practically eliminated in developed countries. The large majority of sufferers are young, poor, uneducated rural women. 

In June 1996, FORWARD proposed that the Overseas Development Administration - ODA (now Department of International Development – DfID) Seed-corn Fund finance an exploratory study to develop project proposals for work in VVF, a neglected reproductive health issue, in Nigeria. The objectives of the study were:

a. To identify key criteria for development of VVF projects in Northern Nigeria and elsewhere, and 

b. To develop a specific low-cost proposal for a VVF project in Northern Nigeria, drawing on the expertise of local NGOs. 

The study team carried out a literature review, visited existing VVF projects in Ethiopia and Nigeria, and held discussions with organizations and individuals working in the field. Details of the study trip and reports on the VVF hospitals are given in the appendices.

This paper presents the results of the first part of the study, identifying criteria for development of VVF projects in Nigeria and elsewhere. It includes the following sections:

· Background on VVF 

· Existing work in Nigeria and Ethiopia 

· Proposals for project development 

2. BACKGROUND ON VVF 

2.1 What are VVF and RVF?
VVF and RVF are breakdowns in the tissue between the vaginal wall and the bladder or rectum. The consequences of such damage are urinary or faecal incontinence and related conditions such as dermatitis and erosion of the skin and other tissues in the vulva and vagina from the constantly leaking urine or faeces. In extreme cases the urethra, bladder and vaginal wall can be completely eroded. If nerves to the lower limbs are damaged women can become paraplegic.

In addition to these physical problems, VVF and RVF cause acute social problems. Due to constant leaking of urine or faeces and the accompanying smell, most communities consider these women outcasts and cut them off from all social activities. If the fistulae are not repaired, the women are divorced by their husbands. As they cannot return to their families the outlook for them is bleak.

2.2 Direct medical causes of VVF and RVF
The principal direct cause of VVF is unrelieved obstructed labour. When the mother’s pelvis is too small to allow free passage, the baby’s head pushes against the pelvic bones. If the obstruction is not relieved by Caesarean section the blood supply to the tissues and nerves of the vagina and the bladder is cut off. This causes damage to the tissue. In most cases the baby dies. If the remains are expelled the mother may live, depending on her strength, the length of time she has endured the obstructed labour, the damage it has caused, and the availability of medical help. Obstructed labour is one of the principal causes of reported maternal death in Nigeria, and there are probably many more unreported deaths in the rural areas.

Fistulae can also be caused by traditional surgery. Female genital mutilation (FGM) can damage the urethra or bladder, during a badly managed delivery. “Gishiri” cut, carried out in attempt to widen the anterior vaginal wall during obstructed labour also cause VVF. An un-sterilised sharp instrument is used to make this cut. Coital injury is another cause of RVF in child brides.

2.3 Indirect causes
The direct causes of VVF and RVF are themselves due to multiple problems, which affect poor, uneducated, young rural women in under-developed countries. 

a. The victims of VVF are voiceless and powerless. Social outcasts as a result of their condition, until recently they have had no advocates to help them. Key advocates of VVF projects now emerging in Africa are women's groups taking up the fight against female genital mutilation and other harmful traditional practices. 

b. Poverty and gender discrimination within the family lead to under nourishment and poor physical development, particularly of girls. In countries where early marriage is the norm many girls become pregnant in their early teens before the pelvis has fully developed. These girls have high risk of obstructed labour leading to VVF or maternal death. 

c. Lack of education coupled with the low status and powerlessness of young wives means they rarely use antenatal control services. Even if services are available, girls do not realize the importance of using them, and may be inhibited by their own timidity or by restrictions on their freedom of movement imposed by their husbands. The dangers of early pregnancy are often not understood by the girl herself, her husband, her family, her community, or even the traditional birth attendant. High-risk pregnancies are not therefore identified in time. 

d. Due to culture, traditions or poverty a large percentage of women in developing countries give birth in their own homes without any qualified help. There is often no one able to identify problems or decide when medical help is needed. 

e. Even if obstacles of lack of education and information on the need for health care are overcome, many women in developing countries do not have access to medical services due to poor coverage of the primary health care network, lack of obstetric care, physical isolation or lack of transport. Where MCH services are not free, many women lack funds to pay for medical care, particularly for Caesarean section, which can be expensive. 

2.4 Treatment
VVF and RVF can be repaired surgically unless they are too large or associated damage to other tissues makes repair impossible. Treatment is only available in a few specialist hospitals and most women do not know it can be done or how to get it. Fistulae could often be prevented, and between 40% and 95% of small or new fistulae can cure naturally by insertion of an in-dwelling catheter to relieve pressure on the bladder during a period of 4 to 6 weeks after delivery. This is not generally known even amongst medical practitioners.

For subsequent births, Caesarean section is always recommended to avoid re-opening of the fistula. Few rural women in poor countries have physical or financial access to obstetric facilities where Caesarean section can be done, and it is likely that many fistulae re-open.

2.5 Extent of the problem
There are no epidemiological studies, so we can only estimate the number of women suffering from VVF. It is well known that it is predominantly a rural problem, as urban women with obstructed labour can usually get a Caesarean section, which prevents the VVF forming. Urban women are also more likely to seek treatment for incontinence whereas rural women live with the problem. 

Nigerian estimates of 2 VVF per 1,000 births and a total of 150,000 to 200,000 cases with higher incidence in the north of the country are not reliable, as they are calculated from the number of women who arrive at the hospital for treatment. These are the ¨lucky few¨ who have heard (generally by word-of-mouth) that treatment is available and can get to the specialist VVF hospitals, of which 2 out of 3 are in the north. Many actual sufferers do not know treatment is available or cannot get to hospital, and many potential sufferers die in childbirth before the VVF is formed. The real backlog of cases is therefore likely to be much higher.

As the majority of VVF occur in young women's first pregnancies, an estimate of the annual incidence can be made on the basis of the number of teenage pregnancies and the probability of these resulting in obstructed labour and VVF. Dr. El Neil (personal communication) estimates that 70% of African teenage pregnancies are likely to have delivery problems, of which 30% will result in a fistula if pressure on the bladder is not relieved by an in-dwelling catheter. Using these parameters and DHS figures for the number of teenage pregnancies in Nigeria, the annual number of new fistulae would be around 165,000.

Current capacity for repair services in Nigeria is less than 5,000 p.a., or less than 5% of the likely annual incidence.

2.6 Costs of VVF
Financial costs of VVF include the cost of surgical repair and the cost of Caesarean section for all subsequent deliveries. We do not have sufficient data to estimate the real costs of service provision at this stage, but direct medical materials costs, which are charged to patients, should indicate the relative costs compared with normal delivery. For each woman in rural Nigeria (fertility rate 6.5) the average cost to the patient of a VVF repair and Caesarean section for subsequent deliveries is about US$355, nine times greater than the estimated US$40 for normal delivery of 6.5 children.

The social costs of unrelieved obstructed labour and VVF are enormous, including the cost in stillborn babies, maternal mortality and social rejection of women who develop a VVF.

2.7 Rehabilitation
Many VVF suffers need pre-operative rehabilitation to overcome infections caused by the neglected leakage of urine and faeces, or to build up their strength, which has been sapped by malnutrition and extended labour. This rehabilitation is often carried out in the VVF hospitals, as women have nowhere else to go. 

Post-operative rehabilitation is needed for girls to overcome the psychological trauma of rejection by their communities and families, but no work is being done in this field. No-cure cases where the fistula is too advanced for repair or the patient suffers from permanent incontinence require special rehabilitation, accommodation with access to medical care, and alternative means of income-generation.

Summarizing, VVF is a result of poverty, under-development and traditional practices, low status and educational level of women, lack of primary health networks and MCH care, and lack of accessible Caesarean section services. The social and financial cost of VVF is high, and in Nigeria and Ethiopia where this study was carried out, needs for repair services are several orders of magnitude greater than service capacity. It is clear that to have a sustainable impact, VVF projects must be closely linked to primary level MCH care and poverty alleviation projects as well as medical services, and must focus primarily on prevention rather than cure.

3. EXISTING WORK ON VVF IN NIGERIA AND ETHIOPIA
Existing work on VVF has been piecemeal, different organizations working individually on isolated aspects of the problem. These efforts have not been coordinated in integrated prevention, treatment and rehabilitation projects. This section summarises current work on medical care, awareness raising, and rehabilitation of VVF sufferers in Nigeria and Ethiopia.

3.1 Medical care
Medical work on VVF has concentrated exclusively on fistulae repair, which is carried out in specialist hospitals by highly qualified surgeons. 

Surgical procedures and equipment needs have been well documented by Waaldijk (1994). Hospitals need a simple operating theatre and normal vaginal surgery instruments together with a few additional items. A hydraulic operating table is essential. Natural light can be used, although lamps are desirable. Some hospitals (e.g. Katsina) use in-dwelling catheters to promote spontaneous healing of small fistulae but this is not always practised. High standards of hygiene, plenty of running water and sufficient space in post-operative wards is essential. If facilities are not overcrowded (e.g. in the Uyo and Kano hospitals) there is no reason why VVF treatment could not be carried out in a normal hospital facility rather than a specialist unit. 

The specialist hospitals visited train general doctors in repair of simple fistulae, however few of the trainees go on to carry out repairs in their own medical units due to lack of equipment and facilities. General medical practitioners are often not aware of the possibility of prevention through the use of in-dwelling catheters.

The hospitals focus on medical repair, although they also have to provide pre-operative rehabilitation services as many patients arrive in a very poor state of health due to infection, malnutrition and exhaustion from extended periods of obstructed labour and cannot be operated immediately. Some hospitals provide post-operative rehabilitation hostels and long-term care for no-cure patients. 

Those, which have sufficient space, encourage family members to accompany patients and care for them during rehabilitation. This rehabilitation is medical rather than social.

VVF repair services work in isolation, and have not established links with community and primary health care organizations to raise awareness of the availability of services or to follow-up patients once they have returned to their communities. Follow-up is essential to insure VVF patients have adequate medical attention in subsequent deliveries. Women hear about repair services by word-of-mouth or very occasionally are referred by a medical practitioner. Only the lucky few get to the hospitals, which are few and far between. Post-operative recommendations to women vary between hospitals, some advocating an early resumption of sexual activity and others not. All recommend Caesarean section for subsequent births, however with no patient education or follow-up and inadequate availability of obstetric facilities they know that few women act on this advice.

Medical services are highly subsidized either by government or by donor finance. Although women contribute to the cost of materials the services are not financially sustainable without subsidies.

3.2 Awareness-raising
During recent years there have been successful efforts to raise public and decision-makers awareness of the problem of VVF, often in conjunction with advocacy of the problems of female genital mutilation. It has been relatively easy to enlist influential advocates, as the need to help VVF sufferers is unquestionable and everyone agrees VVF should be eliminated, as has been done in the developed countries.

Advocates have tended to suggest solutions, which involve significant social change, such as raising the age of marriage, improving women's education and status, etc. Whilst such changes would be positive (not only for VVF), they involve long-term processes and do not help VVF sufferers in the short or medium term.

There has been some effort to raise awareness of VVF at community level through training of community service providers such as traditional birth attendants and nurses. VVF patient care is now included in training curricula for nurses and professional midwives in Nigeria. Broader community health education to raise awareness of the causes of VVF and ways to prevent it has not been tackled.

3.3 Rehabilitation
The little social rehabilitation work, which has been done, has concentrated on providing alternatives for no-cure patients outside their original communities. These include small income-generation or employment projects. There has been no work to help girls regain their self-esteem and reintegrate into their communities after the psychological trauma of being social outcasts, and no efforts at community level to promote post-operative care and community support mechanisms.

4. PROPOSALS FOR PROJECT DEVELOPMENT 
This section outlines key criteria for VVF project development. The proposals are based on information, discussions and observation in Nigeria and Ethiopia and may be most relevant for those countries. However we hope the general principles will also be applicable elsewhere. 

4.1 General focus of VVF projects
VVF projects must take an integrated approach including prevention, treatment and rehabilitation. Replication of medical repair services alone will not solve the problem. Hospital services must be linked to community education and primary health care for prevention and patient follow-up activities. Given the magnitude of the problem, the high cost and low accessibility of surgical repair services, and the social cost of VVF and obstructed labour, the focus must be on prevention.

4.2 Modus operandi of VVF projects
The fundamental causes of VVF are closely related to wider problems of under-development - poverty, inadequate provision of primary health care and MCH services, and the low status and educational level of women. To be effective and sustainable VVF work should be an integral part of general development projects and activities. Existing resources and expertise should be mobilised and strengthened, and on-going projects should be supplemented with additional activities where necessary. It is better to add VVF work to existing projects and activities, rather than set up new independent systems for tackling the problem.

This approach means that close cooperation and coordination with the Ministry of Health, NGOs, community organizations and private sector agents working in health care and community development will be needed. Each agency must be clear that its work is one link in a chain and that cooperation with the other agencies is essential to solve the problem of VVF. 

Whilst all sectors (public, private and NGO) should participate in VVF projects, the principal agents are likely to be public sector and NGOs as obstructed labour and VVF are predominantly rural problems and there is little private sector activity in rural areas.

In the long-term VVF can be prevented through community education, strengthening MCH care and increasing access to obstetric services, all of which are on-going activities of existing agencies. VVF projects should aim to include VVF prevention as a permanent item on these existing agencies’ agendas. A specific VVF project is therefore essentially a short-term activity, which should be completed in a period of 3 to 5 years in a given area.

4.3 Key activities 
A VVF project should include the following activities:

4.3.1 Prevention of unrelieved obstructed labour through:
· Community education to raise awareness of the risk and reduce the number of teenage pregnancies, raise women’s status and educational level, and increase the use of MCH services; 

· Service provider education and training in VVF prevention and care 

· Improved access to antenatal control 

· Improved access to Caesarean section services 

4.3.2 Prevention of VVF formation through service provider training in catheter insertion   and other techniques.
4.3.3 Improved access to VVF treatment and Caesarean section through:
· Information Education and Communication (IEC) on service availability 

· Increased number of service points 

· Reduced costs to insure services are within patients’ financial reach 

4.3.4 Expansion of rehabilitation services to include community rehabilitation as well as better facilities for no-cure patients
4.4 Project management 
Existing organizations and agencies have their own agendas and priorities, which are not all, focussed on VVF. Many of them lack capacity to formulate, implement and sustain integrated projects, to manage funds and resources, to forge links with other agencies' activities, and to evaluate the impact of their work. A VVF project management unit will therefore be needed for project planning, coordination, implementation, monitoring and evaluation, and training to strengthen participating organizations. 

VVF projects will have to focus on processes and be highly participative, including primary, secondary and external stakeholders in project implementation.

4.5 Basic project steps
Suggested basic project steps are:

4.5.1 Step 1: Form a management unit
The implementing agency (such as FORWARD) should set up a small but highly professional project management unit with local staff. Depending on the characteristics of the local situation, the unit could consist of a coordinator, a training/education specialist, and an accountant/administrator. 

The project management unit will be responsible for overall implementation of the project and development of sub-contracts with other participating agencies 

4.5.2 Step 2: Baseline study
Information on the incidence of VVF and the capacity and activities of existing organizations working on the problem is woefully inadequate, and baseline data will be needed to identify the following:

· Number and distribution of actual and potential VVF sufferers, and their socio-economic characteristics 

· Existing MCH facilities and projects in all sectors (public, private, NGO, traditional), including the availability of antenatal control services, facilities for Caesarean section and other delivery services. 

· Existing initiatives in community health education 

· Training for service providers (formal and traditional) 

· Advocacy for prevention of harmful traditional practices and strengthening of women's rights and status 

· Location, activities and capacity of VVF repair services. 

The baseline study can be sub-contracted to a local university or social research organization.

4.5.3 Step 3: Form working relations with potential implementing organizations
Coordination and alliance building with existing organizations will be needed to persuade them to insert VVF prevention, treatment and patient follow-up into their on-going activity projects. Specific organizations, which could be involved, will depend on each local situation, but some examples of activities, which can be carried out by existing organizations, include:

Advocacy for long-term social change, including empowerment of women, raising the legal age of marriage and delayed childbirth. Participating agencies could include women's groups, FGM advocates, IAC, politicians.

Community educations on health care, the connection between VVF and obstructed labour, need for antenatal control, problems of adolescent pregnancy, rehabilitation and patient follow-up in the community. Participating agencies could include teachers, community health workers, development agencies, guide and scout groups, Rotary, Ministry of Health, etc.

Primary health care provision with emphasis on antenatal control, family planning to raise age of first pregnancy and delivery services including Caesarean section. Participants will include Ministry of Health, traditional birth attendants, NGOs, private sector service providers. 

Service provider training to include VVF care and prevention and use of in-dwelling catheters in basic curricula. Participating agencies may be medical schools, Nurse and Midwives associations, and traditional birth attendants.

Hospital services for repair of VVF and Caesarean section. Participants will be Ministry of Health, private sector and NGO service providers. 

4.5.4 Step 4: Detailed planning
Once activities and potential implementing agencies have been identified, a participative planning process should be carried out. On the basis of the plan, the VVF management unit can draw up a detailed activity project and develop sub-contracts with participating organizations that will implement specific activities. These contracts will take into account the need to strengthen and supplement existing resources, agencies and activities. The type of support needed may include:

· information and educational materials, 

· training, 

· organizational capacity building (management systems, fund-raising and cost recovery, etc), 

· provision of equipment and supplies. 

4.5.5 Step 5: Identify and initiate additional activities to fill gaps 
Not all planned activities will fall within the terms of reference or current work areas of existing organizations, and additional activities will be needed to fill the gaps in the most cost-effective ways. Again specific activities will depend on each local situation, but they may include:

· Provision of vouchers for Caesarean section, to insure low income women who have had VVF have access to this service for subsequent deliveries 

· Training of family members in post-operative care and reintegration of patients into the communities 

· Educational projects for men and community leaders 

· Provision of revolving credit funds for income-generating activities in a rehabilitation project 

The VVF management unit will need to formulate these activities and seek new implementing agencies.

4.5.6 Step 6: Evaluation
Participative monitoring and evaluation of all activities and the organizations, which are carrying them out, will be essential. As VVF projects will be process projects, annual evaluations and reformulation of the following year's targets will be very important. These activities will serve to further strengthen other participating agencies.

These steps have been incorporated into the proposed project for Northern Nigeria, which was also developed as part of this Seedcorn Fund project.
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