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Abstract 

Background Obstetric fistula continues to affect the social and mental wellbeing of women living in Nigeria giving 
rise to poor maternal health outcome. While the World Health Organisation (WHO) has recommended the introduc-
tion of psycho-social interventions in the management of obstetric fistula women, psycho-social support for women 
living with obstetric fistula in Nigeria, are limited. This systematic review aimed to synthesise the psycho-social 
impact of obstetric fistula on women living in Nigeria as well as the available psycho-social support for these affected 
women.

Methods Following a keyword strategy, Medline, CINAHL, Google scholar, ScienceDirect, Cochrane library, 
PsychINFO, AMED, British Nursing database, Pubmed central, TRIP database, UK Pubmed central, socINDEX, Annual 
reviews, ISI Web of Science, Academic search complete, Credo reference, Sage premier and Scopus databases were 
searched alongside hand searching of articles. The inclusion criteria were set as articles published between 2000 and 
2020, on the psychosocial consequences of obstetric fistula in Nigeria. The Critical Appraisal Skills Program (CASP) tool 
was used to appraise the quality of the included studies. The data was extracted and then analysed using narrative 
synthesis.

Results 620 relevant citations were identified, and 8 studies were included. Women with obstetric fistula, living in 
Nigeria were found to be ostracised, abandoned by families and friends, stigmatised and discriminated against, which 
led to depression, loneliness, loss of self-esteem, self-worth and identity. Psycho-social interventions for women who 
experienced obstetric fistula are not widely available.

Conclusion There is a need for the introduction of more rehabilitation and reintegration programs across the coun-
try. The psychosocial effect of obstetric fistula is significant and should be considered when developing interventions. 
Further, more research is needed to evaluate the sustainability of psychosocial interventions in Nigeria.

Keywords Obstetric fistula, Psycho-social impact, Support, Rehabilitation, Reintegration, Women, Nigeria

Background
Obstetric fistula is the constant leakage of urine, faeces 
or both due to injury caused during childbirth [1–3]. 
Obstetric fistula occurs when a woman’s pelvis is too 
narrow for the foetus to pass through, and the labour 
prolongs due to lack of access to emergency obstetric 
care to discharge the obstruction [4]. During prolonged 
labour, the foetal head exerts a long consistent pressure 
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on the pelvis which disturbs the circulation of blood in 
the soft tissues surrounding the woman’s vagina, rectum 
and bladder [4, 5]. The United Nations Population Fund 
(UNFPA) estimated that Nigeria accounts for 12,000 new 
cases annually with a current estimated total of 150,000 
cases [6]. The actual prevalence of obstetric fistula may 
be higher due to the under-reporting of cases in Sub-
Saharan Africa [7].

Obstetric fistula affects a woman’s physical, economic, 
psychological and social life [1, 8]. Women living with 
obstetric fistula suffer urogenital and kidney infec-
tion, severe skin irritation and genital lacerations due to 
incontinence [7, 9]. Aside these, their quality of life is also 
deeply affected as they face discrimination and stigma 
from family, friends and the community at large [7, 9]. 
As a result, they become isolated and are unable to be 
involved in family, religious and social gatherings [3, 7]. 
Separation and divorce are also common among women 
living with obstetric fistula, leaving them lonely [3, 4, 7].

Most women with obstetric fistula lose their source of 
income due to their incontinence and become an eco-
nomic burden to their families [1, 10]. This pushes them 
to poverty, leaving them in bitterness, trauma, depression 
and suffering disappointment [9]. The lack of support 
and care from families and the community, the physical 
and economic incapacity alongside social stigma accom-
panied with obstetric fistula has affected the quality of 
life of the affected women and led to multiple suicide 
attempts [1, 11].

Nonetheless, with the use of adequate and standard 
resources and effective surgical practice, obstetric fistula 
can be treated with a closure rate of 80–90% [12]. Sadly, 
due to lack of resources and skilled surgeons in Nigeria, 
most affected women are bound to live with the condi-
tion for a long time or throughout the course of their 
lives [2, 12, 13]. Also, other factors such as poor transport 
system, poor access to perinatal care which are factors 
that arise where these women live, could prevent them 
from seeking surgery [14]. Furthermore, given the severe 
psycho-social consequences of obstetric fistula, stud-
ies have shown that surgical repair is not enough in the 
care of obstetric fistula [11, 15]. Psycho-social support for 
these women is also needed to reintegrate them into the 
community.

The mental health impact of living with obstetric fis-
tula is now well recognised and reported [8, 16, 17]. The 
WHO has recommended the inclusion of psychosocial 
support in the care of obstetric fistula [18]. However, 
there is dearth of evidence reporting the psycho-social 
interventions addressing the impact of obstetric fistula 
on women living in Nigeria [6, 8]. Also, much attention 
has not been directed towards the psycho-social out-
comes of obstetric fistula even when the evidence base 

suggests severe psychological and social outcomes for 
women with obstetric fistula [1, 8, 12, 19, 20]. Some stud-
ies have reviewed the general consequences of obstetric 
fistula [20, 21] but this review shed more light on the psy-
chosocial impacts. This study aimed to review the exist-
ing literature on the psycho-social impact of obstetric 
fistula and the interventions, appraise the available evi-
dence related to psycho-social support for obstetric fis-
tula women living in Nigeria. Synthesising the existing 
evidence can potentially identify the gaps in the available 
literature and identify areas for further consideration.

Methods
Inclusion and exclusion criteria
Book chapters, case reports, grey literature and peer-
reviewed journal articles with primary data from Nige-
ria, published in English language, that studied women 
residing in Nigeria, reported the psycho-social impact 
of obstetric fistula, psycho-social support for obstetric 
fistula women and was conducted after the year 2000, 
were eligible for selection. Studies not published in Eng-
lish language and peer-reviewed journals, including sec-
ondary data, not reporting the psycho-social impact of 
obstetric fistula on women residing in Nigeria, published 
before the year 2000 were excluded.

Search strategy
Boolean operators such as “AND” and “OR” were used 
alongside the keywords to search for studies in the fol-
lowing electronic databases: Medline, CINAHL, Google 
scholar, ScienceDirect, Cochrane library, PsychINFO, 
AMED, British Nursing database, Pubmed central, 
TRIP database, UK Pubmed central, socINDEX, Annual 
reviews, ISI Web of Science, Academic search complete, 
Credo reference, Sage premier and Scopus, in June 2020. 
The keywords used include: (psycholog* OR social OR 
mental OR depress* OR psycho-social OR “lived experi-
ence”) AND (support OR Intervention OR rehabilitation 
OR reintegration) AND (consequence OR impact OR 
effect) AND (obstetric fistula OR fistula OR Vesicovagi-
nal) AND (maternal OR women) AND (resident OR liv-
ing) AND (Nigeria OR Africa OR developing world). The 
titles and abstracts of the studies selected from the search 
were screened against the set inclusion and exclusion cri-
teria. Additional studies were found from hand search-
ing and screening the reference lists of already identified 
studies.

Data extraction
Data extraction was performed by one author. Once 
the selected studies were obtained, data were extracted 
independently into a Microsoft Excel spread sheet. The 
headings of the data extraction spreadsheet included 
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the author, date of publication, aim of study, study set-
ting, study design, participant characteristics, sampling 
method, study size, data collection and main findings. 
Other findings that did not fit into the pre-defined head-
ings were collated in a different column and analysed 
separately.

Quality appraisal
The risk of bias and rigor of the selected studies were 
assessed using the Critical Appraisal Skills Programme 
(CASP).. The CASP tool is used to appraise quantita-
tive, qualitative and mixed methods research. It is made 
up of checklists on appraising each research method and 
each checklist contains 10 questions [22]. Out of the 10 
questions; 9 questions addressed quality while 1 question 
addressed value. The quality appraisal of the studies fol-
lowed a scoring system which was graded as either low 
(1–3 scores), moderate (4–6 scores) or high (7–10 scores) 
quality. Nonetheless, studies were not excluded by level 
of quality, in accordance with other qualitative reviews 
[23, 24].

Analysis
The results were analysed using narrative synthesis. 
This approach was used due to the heterogeneity of the 
selected studies in this review. Evidence has reported 
the usefulness of narrative analysis in discovering the 
core ideologies rooted in stories and cultural values [25]. 
Thus, narrative synthesis was used to effectively interpret 
the data.

Results
A total of 620 studies were identified from the electronic 
searches (n = 610) and hand searches (n = 10). Twenty 
articles passed the title and abstract screening. However, 
only 8 articles met the inclusion and exclusion criteria 
after a thorough full-text screening and was included in 
the review. The study selection process is shown in the 
PRISMA flow diagram in Fig. 1.

Quality appraisal
The CASP checklist identified only one study [3], to be of 
high-quality (9 scores), three studies [9, 26, 27] to be of 
moderate quality (4–6 scores) while 4 studies [7, 28–30] 
were of low quality (2–3 scores) due to shortcomings in 
their methodologies and data analysis. Although all stud-
ies obtained ethical approval from the ethics committee, 
only two studies [3, 27] provided sufficient details of how 
the research was explained to the participants to assess 
if ethical standards were maintained. Further, none of 
the studies explained if the relationship between the 
researcher and the participants were sufficiently consid-
ered [31] which compromised the quality of the studies.

Demographic features of participants
All participants of the selected studies were women 
with obstetric fistula who were receiving treatment from 
healthcare centres except one [3] whose participants 
were women who were previously living with obstetric 
fistula, had undergone obstetric fistula repair, rehabili-
tated, and returned to their communities. The ages of the 
women were recorded by all selected studies which was 
an average of 37  years. All studies reported the educa-
tional qualifications of the women with majority having 
no formal education. In addition, all studies recorded the 
employment status of the women except for two studies 
[28, 29]. While some of the women were unemployed [3, 
9, 26, 30], some women were farmers and artisans [3, 7, 
26, 27], some were traders [30] while some were students 
[3, 26]. The background, methodological details and key 
findings of the included studies are shown in Table 1.

The psycho‑social impact of obstetric fistula on women 
living in Nigeria
The psycho-social impact of obstetric fistula was identi-
fied in all selected studies. Reported impacts were loss of 
marriage (divorce), depression, stigma, low self-esteem, 
discrimination andabandonment.In addition, social iso-
lation, ostracization, feelings of worthlessness, suicidal 
thoughts, loss of identity, helplessness, sadness and lone-
liness were reported..

Five studies reported loss of marriage due to obstetric 
fistula among women [3, 7, 9, 26, 27]. According to three 
studies [3, 26, 27], women were separated or divorced 
from their husbands. Two studies attributed the loss of 
marriage to the feeling of shame on the part of the hus-
band [7, 9]. Conversely, one study reported that the stud-
ied women with obstetric fistula were still with their 
husbands, although were in fear of losing their spouse 
[29]. Nonetheless, this study utilised a small sample size 
which may be a limitation.

Four studies identified abandonment and social isola-
tion as consequences of obstetric fistula [9, 26, 27, 29]. 
While one study reported that the studied women with 
obstetric fistula were abandoned by just their spouse 
but supported by their natal families [27], two studies 
reported that these women were abandoned by their 
spouse and family [7, 26]. Respondents in Nsemo [26] 
were reported to be lonely. However, there were a few 
exceptions noted by Okoye, Emma-Echiegu and Tanyi 
[7] who were not abandoned by their families. Also, 
while some respondents in Nsemo [26] reported being 
abandoned, some respondents confessed to being sup-
ported by their husband and family. All four studies 
attributed the cause of social isolation to stigma [7, 26, 
27, 29]. In addition, two studies reported that women 
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who were living with fistula were ostracised by their 
husbands, families and communities [7, 27]. Four stud-
ies acknowledged the poor socio-economic status of 
the women due to their condition [7, 26, 27, 29]. One 
of the respondents of the included studies [26] in this 
present review stated: “Customers do not buy my goods 
anymore”.

Helplessness and sadness were identified as the psy-
cho-social impact of obstetric fistula in only three stud-
ies [26, 27, 29]. Also, women with obstetric fistula were 
found to be depressed due to incontinence in six studies 
[7, 9, 27–30]. One out of the six studies reported that 
there was no significant association between depression 
and age, hence, depression was common across all age 
groups [30]. They further indicated a significant asso-
ciation between depression and parity where women 
with obstetric fistula who has given birth five times or 
more were least depressed.

In addition, women with obstetric fistula were 
reported to suffer low self-esteem, stigma and discrim-
ination in six studies [3, 7, 9, 26, 27, 29]. Two studies 
[27, 29] reported that women with obstetric fistula were 
excommunicated while two studies [9, 26] indicated 
that women who were diagnosed with obstetric fis-
tula were called names like ‘witch’ and ‘barren woman’. 
Shame was reported in seven studies [3, 7, 26–29]. Four 
studies [7, 9, 27, 29] reported perinatal loss among the 
respondents. Asides stigma from the community, two 
studies also indicated that some of the women who did 
not experience stigma, self-stigmatised [3, 29]. Degge 
et  al. [3] further reported that successful obstetric fis-
tula repair lessened stigma. Women with obstetric 
fistula who faced stigma from the community were 
supported by the family while those that experienced 
stigma from family members were supported by the 
community [3]. Likewise, family members of women 
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with obstetric fistula were also reported to experience 
stigma by association [3].

Feelings of worthlessness were reported in two studies 
[3, 29]. Women with obstetric fistula were unable to carry 
out their routine and felt that they were a huge burden 
to their families [3, 29]. Consequently, these women had 
suicidal thoughts as reported in Nweke and Igwe [29]. 
Suicidal thoughts were also identified in two studies [3, 
26]. Three studies indicated that women with obstetric 
fistula had suicidal thoughts as a means of escaping the 
adverse effects of obstetric fistula [3, 26, 29]. Addition-
ally, two studies reported a loss of identity among women 
with obstetric fistula [3, 29]. While Nweke and Igwe [29] 
ascribed the loss of identity to the women’s inability to 
fulfil their roles in the family and community at large, 
Degge et  al. [3] reported three identities assigned to 
women with obstetric fistula by the society which include 
“leaking identity” “group identity” (leakers of urine) and 
“spoiled identity”. However, it was revealed that these 
identities except the spoiled identity changed due to suc-
cessful obstetric fistula repair [3].

Psycho‑social support available for women with obstetric 
fistula in Nigeria
Only five studies reported a form of psycho-social sup-
port given to women with obstetric fistula [3, 7, 26, 27, 
29]. Three studies reported poor social support from 
families of the women with obstetric fistula [7, 27, 29]. 
However, only two studies identified psycho-social sup-
port from health workers [27, 29]. Nsemo [26] reported 
that about 10% of the respondents were empowered. 
Some respondents received support in form of financial 
and material provisions from families [27, 29], others 
received empowerment in the form of vocational training 
including provisions to begin harnessing their skills [26]. 
Some women received encouragement and consolation 
from health workers [27, 29] while others were supported 
with an avenue to make money since they lacked a source 
of income [7]. Additionally, Degge et  al. [3] reported 
rehabilitation program as psycho-social support offered 
to women with obstetric fistula.

Discussion
According to five of the included studies, [3, 7, 9, 26, 
27], women with obstetric fistula were faced with either 
divorce or separation from their spouse. This is simi-
lar across several regions in Nigeria as reported in the 
results. This is probably because as women become 
incontinent, they are unable to satisfy the sexual urges of 
their husbands and produce children. Also, they become 
incapable of performing womanly roles in their house-
holds. In Nigeria as well as other African countries, 
women are expected to be married into families, perform 

household chores, and produce children [32, 33]. Hence, 
women unable to produce offspring are not seen as real 
women and are exempted from community gatherings of 
women and mothers [32]. Evidence suggests that women 
who had children before the development of obstetric 
fistula lived better lives compared to women with obstet-
ric fistula with no children [34, 35]. According to some 
respondents in one of the selected studies [29], women 
with obstetric fistula lived with the fear of losing their 
husbands because they had no children. Most men stay 
with their wives who had developed obstetric fistula 
because of their children. These findings are consistent 
with studies conducted in other developing countries 
like Kenya [15, 36], Somalia [5], Tanzania [11, 17, 37, 
38], Uganda [37, 39, 40], Malawi [12], Ethiopia [41] and 
Ghana [42].

This present review also revealed that women living 
with obstetric fistula experience all forms of stigma and 
discrimination due to their incontinence.. These find-
ings corroborate with findings from studies conducted in 
Malawi [35], Tanzania [11] and Kenya [15]. In the Afri-
can setting, infertile and childless women are regarded 
as a failure to womanhood which attracts stigma to the 
women in question [43]. Findings from this present 
review also reveal that these affected women are still dis-
criminated and stigmatised even after undergoing a suc-
cessful obstetric fistula repair surgery. Similar reports are 
seen in Kenya [15] and Ethiopia [44]. Also, this present 
review showed that some of these affected women self-
stigmatised. Self-stigmatisation by women with obstetric 
fistula was also observed in a Ugandan setting [1]. It is 
possible that those who self-stigmatise do so from gen-
eral societal norms on personality, character and sickness 
[45]. Likewise, family members of women with obstetric 
fistula were reported to be subjected to stigma from this 
present review. This shows the experiences of stigma by 
not only the women with obstetric fistula but also the 
close relations including the spouse. According to Goff-
man [45], due to stigma by association, an individual may 
react by ending an existing relationship with the source 
of the stigma, which is the woman with obstetric fistula 
in this case. In addition, most cultural norms expect con-
trol over bladder and bowel movement, thus the loss of 
control can attract shame, social isolation and loss of 
dignity [46–48]. This possibly explains why most women 
in this present review were socially isolated. Further, evi-
dence suggests a low knowledge and awareness of obstet-
ric fistula in Nigeria [9, 49]. Therefore, people’s actions 
and reactions towards women with obstetric fistula due 
to lack of knowledge can result in social isolation of these 
affected women.

The negative socio-cultural and family experiences 
Nigerian women with obstetric fistula undergo, leads 
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to the change in the identity of these women. Accord-
ing to Charmaz [50], the comorbidity of obstetric fis-
tula ruptures the social body of the individual, thus such 
individual undergoes reconstruction on several magni-
tudes. This present review reveals the different identi-
ties women with obstetric fistula are labelled with. Due 
to incontinence, loss of marriage and inability to perform 
social activities, women with obstetric fistula lose their 
identity and roles as wives and women in the community. 
The several identities identified are in phases. Women 
with obstetric fistula especially in the Northern region of 
Nigeria are labelled with the leaking identity which is also 
known as “mai yoyo” in native Hausa language [3]. How-
ever, most women with obstetric fistula transition from 
the leaking identity to the spoilt identity when they real-
ise how different they have become from other women 
in the society [3]. At this point, they no longer see them-
selves as alike to others which are explained by the role 
identity theory [51]. Hence, these women feel vulnerable, 
worthless and incomplete. Additionally, some of these 
women are called names by the members of the commu-
nity and even family members as reported in this present 
review. These findings are supported by previous findings 
from a study in Malawi [12]. This possibly explains why 
affected women prefer to stay away and isolate them-
selves from the society.

Also, in some cases, women with obstetric fistula 
become ostracised as they have lost their cultural iden-
tity as revealed in this review. Thus, these women suf-
fer psychological trauma like those observed in Ghana 
[42], Ethiopia [44], Kenya [15, 36] and Uganda [1], as 
they cannot live their normal lives with their families. 
Furthermore, Nigerian women living with obstetric fis-
tula are revealed to suffer from foot drop which make 
them unable to walk properly without help. As a result, 
these women are unable to perform their regular activi-
ties including activities that bring in income. This was 
also reported in Ethiopia [44] and Uganda [1, 39]. These 
women are unable to be gainfully employed and record 
a decrease in sales of their goods due to incontinence. 
According to the disability adjusted life years (DALY) 
evaluation of maternal health burden, women living with 
obstetric fistula lose most of their years of life due to dis-
ability [11, 52]. Most of the women with obstetric fistula 
in this review were mostly young, hardly acquired for-
mal education and were poor, and obstetric fistula pre-
vented them from gaining employment. As a result, these 
women are socially marginalised. The social marginalisa-
tion of women with obstetric fistula have been reported 
in other studies as well [10, 11, 53]. Thus, they become 
poor and beg to survive. This explains the poor socio-
economic status observed among these women in this 
review.

Nigerian women with obstetric fistula are subjected to 
numerous adverse experiences including lack of support, 
social stigma and economic incapability which exposes 
them to various mental health issues such as depression, 
hopelessness, feelings of worthlessness and loss of dignity 
as revealed in this present review. Similarly, high rates of 
depression have been reported in other countries in Sub-
Saharan Africa including Niger [54], Tanzania [55] and 
Kenya [56] which affects their health-seeking behaviour. 
A study conducted in Ethiopia revealed that nearly all 
women living with obstetric fistula were depressed when 
compared to almost two-thirds of patients diagnosed 
with advanced pelvic organ prolapse [57]. Further, a Tan-
zanian study reported significant higher rates of depres-
sion and post-traumatic stress disorder (PTSD) among 
women with obstetric fistula compared to other women 
with other reproductive conditions [17]. Evidence has 
shown that depression is more common among older 
women, divorcees and abandoned women living with 
obstetric fistula [56, 57]. As a result, these women are 
filled with the thoughts of ending their life of misery. Sui-
cidal thoughts have been reported among women with 
obstetric fistula in Ethiopia [58] and Niger [54].

Psycho‑social support for obstetric fistula women
Women with obstetric fistula presented high levels of 
psychological and social suffering which highlights the 
necessity for psycho-social support. Only five of the 
included studies reported any form of psycho-social sup-
port given to women with obstetric fistula in Nigeria [3, 
7, 26, 27, 29]. This present review showed that the type 
of psychosocial support available to women with fistula, 
varied. While some received financial support from fami-
lies, others received empowerment from health workers. 
This finding concurs to previous findings from studies 
conducted in Tanzania [17] and Ethiopia [59]. However, 
studies have showed that the Nigerian Ministry of Health 
created a National Strategic Framework targeted at elimi-
nating obstetric fistula at all levels within the country [6]. 
As a result, there are 12 dedicated centres in the country, 
supported by the state ministries of women’s affairs and 
social development, offering reintegration and rehabilita-
tion as an important part of obstetric fistula care [60–62]. 
In addition, the Foundation for Women’s Health Research 
and Development (FORWARD) and Amref Health Africa 
deliver programs in African countries including Nigeria, 
to support women with helpful rehabilitation experi-
ences, health education and community awareness, skill 
empowerment as well as material gifts [62].

Only one of the included studies [3] reported a reha-
bilitation program offered to the affected women which 
made them resilient and hopeful. Also, a review of 
obstetric fistula in low and middle-income countries 
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reported 80% positive feedback from women receiv-
ing rehabilitation services in Nigeria [60]. Similarly, 
improved emotional wellbeing was observed among 
women receiving psychosocial counselling and support 
in South Sudan [63], Kenya, Eritrea, Guinea and Benin 
[64]. A Tanzanian study reported lower depression 
score, increased self-esteem, and increased social inter-
action among Tanzanian women who were provided 
with social support [65]. Women who feel supported 
and receive rehabilitation, go ahead to have improved 
quality of life. Nonetheless, more research is needed 
to ascertain the impact of the reintegration programs 
available in Nigeria.

A limitation of this review is that more than half of the 
included studies were of low quality which could make 
the quality of this present review questionable. The reli-
ability and relevance of the overall findings of this review 
as well as the conclusions drawn may be affected [66–68]. 
Secondly, all included studies were facility-based stud-
ies. This indicates that the psycho-social experiences of 
women with obstetric fistula at home or in the commu-
nity who have not sought care were left out. This limita-
tion may hinder the transferability of findings in other 
settings, thus, developing policies and interventions for 
obstetric fistula women may be difficult in such settings 
[69]. Also, this highlights the need for more community-
based research on obstetric fistula in Nigeria. Neverthe-
less, this review recommends that research on the social 
and mental health outcomes of obstetric fistula patients 
on a large scale should be encouraged. Studies should be 
done to evaluate the sustainability and reach of the exist-
ing psychosocial interventions in Nigeria.

Conclusion
This review highlights that beyond the clinical and physi-
cal outcomes, obstetric fistula women are faced with 
severe psychosocial outcomes. Hence, psychosocial sup-
port is needed to enable full recovery, even after success-
ful repair surgery. Existing psychosocial interventions for 
obstetric fistula are limited in Nigeria. There is a need 
for the introduction of more rehabilitation and reinte-
gration programs across the country. This will greatly 
contribute to the National Strategic Framework for the 
elimination of obstetric fistula policy goal in Nigeria, as 
well as the UN Sustainable Development Goal (SDG) 3 
by promoting healthy lives and wellbeing of the affected 
women [70]. Also, more research is needed to evaluate 
the impact of psycho-social interventions in obstetric 
fistula care. Focusing on the psycho-social outcomes of 
obstetric fistula on women in Nigeria would impact other 
aspects of the SDG goals such as gender equality and 
women’s empowerment alongside decreasing poverty.
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