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ABSTRACT

The study examined the relationship between Social reintegration and the well-being of
women and girls affected by Obstetric Fistula in Soroti District Uganda, while using
TERREWODE interventions as a case study. The following objectives guided the study:
To examine the relationship between Counseling support and Socio-economic well-being
of the women and girls affected by Fistula in Soroti District; To investigate the relationship
between skill empowerment support and socio-economic well-being of the women and
girls affected by Fistula in Soroti District and lastly; To explore the relationship between
social empowerment and socio-economic well-being of women and girls affected by fistula
in Soroti District. The study used both qualitative and quantitative methods to collect and
analyze data. The sample size was 74respondents. Simple random sampling and purposive
sampling techniques were employed in selecting respondents. The study used both Primary
and Secondary data. Analysis was done using statistical package for social scientists
(SPSS. Findings revealed a strong positive relationship r=0.940 between counseling
support and emotional well-being of women affected by fistula. This implies that anything
affecting counselling greatly impacts on well-being of fistula victims. Counselling support
was found to be in adequate. There was a strong positive relationship r=0.887 existing
between skill empowerment support and socio-economic well-being of women and girls
affected by fistula where by more quality skill empowerment provided was related to more
socio-economic well-being of the women and vice-versa. There was a strong positive
relationship r=0.849 between social empowerment and well-being of women affected by
fistula where by more social empowerment was related to more well-being of the women

and vice-versa, although other social empowerment aspects such as involvement of public

XVi



institutions, male involvement are not yet implemented. Thus, the study concluded that
psychosocial support through counseling; skill empowerment and social empowerment
have close relationship with physical, social and economic well-being of women affected
by fistula. It is recommended that at policy level, for better well-being of women to be
achieved, Government and other funding agencies should increase on funding allocation
to social reintegration intervention. The study also recommends, policy reviews, cultural
reforms, clear structures by Government and NGOs to implement social policies. The study
further recommends that the Government of Uganda should design policies, strategies that
will not only be helpful to the Government and local NGOs but rather to the external
stakeholders who may wish to partner with the Government in the fight against fistula. At
community level, the study recommends involvement of the affected women in planning
and programming by Local Governments and NGOs. Engage media to capture and
document women’s experiences before, during and after fistula. Lastly, Government
should step up poverty alleviation programs that should benefit the survivors of fistula for

better well-being of the women.
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CHAPTER ONE

INTRODUCTION

1.1 Introduction

The battle against fistula is a just cause. Social Reintegration is the poor relation of this war,
meaning it is not taken seriously yet this component must receive very special attention, and
innovating and promising strategies can help make a difference (Marrakech, 2010). This further
implies that, Social reintegration is one of the innovative and promising strategies used to combat
effects of obstetric fistula. A study was conducted using a case of interventions by The Association
for Rehabilitation and Re-orientation of Women for Development (TERREWODE) in Soroti
District Uganda. This study considered social reintegration with dimensions of counseling support,
skills and social empowerment as independent variable (IV), while well-being was considered as
dependent variable (DV). This chapter presents the background to the study, the statement of the
problem, the general objective of the study (purpose) and the specific objectives of the study, the
research questions, and the hypothesis, the scope of the study, the significance and justification of

the study and operational definitions of terms and concepts.

1.2.  Background of the study

1.2.1. Historical Background.
Obstetric fistula is a significant reproductive and public health problem in the developing world
and surgical repair is the mainstay of treatment. It is a crippling maternal childbirth injury which

can affect any woman or girl who suffer from prolonged or obstructed labour without timely access



to an emergency Caesarean section. In many low-income countries, where surgical capacity is
limited, obstetric fistula may be avoided through bladder-catheterization. This conservative
treatment closes the Vesico-Vaginal fistulas (VVF) without the need for surgery when treated in
an early stage. An iatrogenic fistula is a fistula resulting from surgery performed by a medical
person.

Globally, Obstetric Fistula afflicts 2- 3.5 million women and girls in the developing world, mainly
those most impoverished and living in rural and remote areas. With an annual incidence of 50,000-
100,000 women as suggested by World Health Organisation data (WHO 2003). But some health
providers have proposed that the incidence may be as high as 2 to 5 cases per 1000 deliveries in
areas that lack access to emergency obstetric care. Obstetric fistula is one of the major
complications of childbirth, caused by obstructed labor. Unrelieved obstructed labor, which has
social, nutritional and health care dimensions, as the main cause of obstetric fistula. The women
live with the physical and psychosocial effects of obstetric fistula (OF).Studies in Africa have
shown that 58-80% of women with obstetric fistulae are under the age of 20, with the youngest
patient only 12 or 13 years of age. Obstetric fistula is considered among the most severe of these
morbidities. It is suspected that most of the estimated 2 million women living with fistulas are
from Africa, parts of Asia, and the Arab region.

Uganda has an estimated population of about 35 million; maternal mortality ratio is 438 per
100,000 live births which translate to about 6000 women dying every year due to pregnancy related
causes. However, for every woman who dies, 6-15 survive with chronic and debilitating ill health
such as obstetric fistulae. Obstetric fistula is a public health problem with an estimated prevalence

of 2% of women of reproductive age.



UNFPA launched the global campaign to end fistula in 2003 and the Ministry of Health has
recognized fistula as a silent morbidity among women and has been collaborating with various
development partners such as TERREWODE, UNFPA, AMREF, and USAID/ENGENDER
HEALTH-Fistula Care Plus, to ensure harmonized acceleration of prevention, treatment and social
re-integration services.

According to Uganda’s five year Obstetric Fistula Strategic Plan (OFSP 2012-2016), the number
of women suffering from Obstetric Fistula in Uganda is estimated at 200,000 and about 2000
new cases occur yearly. Affected women are stigmatized, isolated and remain silent in the
communities. They adapt living styles characterized by problem focused coping in order to
reduce on isolation, rejection and stigma associated with fistula. They also use emotional coping
mainly in form of avoidance

Coping, building on the life adjustments made in their physical, psychosocial and sexual
experiences. There is a three-fold reduction in participation of women with fistula in community
groups, with 1 in 10 only able to continue participation after sustaining fistula; and economic
implications of Obstetric Fistula to women include loss of income, leadership roles in community
development groups and self-esteem. Health programs need to go beyond closure of fistula and
target communities and families to reduce stigma and isolation, and achieve social rehabilitation
and reintegration which seem to be the most critical challenge at the moment. Today Social
reintegration and rehabilitation worldwide has attracted a great concern due to the fact that,
Women repaired of obstetric fistula (OF) often continue to be socially isolated, discriminated and
stigmatized and need support to reintegrate them into communities and attain socio-economic

wellbeing.



1.2. Theoretical Background
The study was guided by two theories namely; the Social Support Theory and Anu Kasmel’s

Empowerment theory. These theories were seen to suggest and address the relationship between

Social reintegration and Social Economic Well-being of the women and girls affected by Fistula.

1.2.2. Empowerment theory by Anu Kasmel

Empowerment is identified as a principal theory of community psychology (Rappaport, 1981,
1984, 1987), and a key concept for communities to remedy inequalities and to achieve better and
fairer distribution of resources for communities (Tones and Tilford, 2001, Braithwaite and
Lythcott, 1989; Breslow, 1992; Minkler, Thompson, Bell, & Rose, 2001). Empowerment is a
construct shared by many disciplines and arenas: community development, psychology, education,
economics, studies of social movements and organizations. Empowerment, in its most general
sense, refers to the ability of people to gain understanding and control over personal, social,
economic and political forces in order to take action to improve their life situations (Israel et al.,
1994).

It is the process by which individuals and communities are enabled to take power and act
effectively in gaining greater control, efficacy, and social justice in changing their lives and their
environment (Solomon, 1976; Rappaport, 1981, 1985; Minkler, 1992; Fawcett et al., 1994; Israel
et al., 1994). This theory guided the study because it provided very important facts about
understanding and control over personal, social, economic and political forces in order to take
action to improve life situations. Details of the empowerment theory are found in Chapter Two.
The only problem with this theory is that, it focuses so much on empowering individuals and
communities to achieve socio-economic wellbeing with minimum emphasis on the aspect of

human rights which is so crucial, especially the reproductive health and economic rights of



individuals should never be ignored in the efforts to achieve socio-economic wellbeing (ICPD

Program of Action and Human rights, 1994).

Social Support Theory

The Social Support Theory by Brain Lakey and Sheldon Cohen (1984) defines clearly how social
relationships influence cognitions, emotions, behaviors, and biology. It presents an overview of
the three important theoretical perspectives on social support research: (i) the stress and coping
perspective, (ii) the social constructionist perspective, and (iii) the relationship perspective. The
stress and coping perspective proposes that support contributes to health by protecting people from
the adverse effects of stress. The social constructionist perspective proposes that support directly
influences health by promoting self-esteem and self-regulation, regardless of the presence of stress.
The relationship perspective predicts that the health effects of social support cannot be separated
from relationship processes that often co-occur with support, such as companionship, intimacy,
and low social conflict. The researcher found this theory helpful in critical examination of the
relationship between Social reintegration and Well-being since it creates a better understanding

about how social support influences health and well-being of women and girls affected by fistula.

1.2.3. Conceptual Background

In this perspective, the study has two concepts namely Social reintegration as the Independent
variable (IV) and Well-being as the dependent variable (DV). Social Reintegration is viewed and
defined differently by different scholars; According to majority scholars, Social reintegration is
commonly defined as ‘any social intervention with the aim of integrating victims of a situation or
certain health, economic, political and social problem in to the community. However, in the
context of Obstetric Fistula, the restoration of a woman to a dignified place within her community

5



after fistula surgery is referred to as “’Social Reintegration’” (Paul et. Al:;, 2010,) Social
reintegration is an appropriate intervention that helps women and girls affected with Fistula
overcome physical, psychological and social economic challenges in order to enhance their return
to communities and social networks of choice(National Obstetric Fistula Strategy 2011-2016,
Uganda). TERREWODE defines Social reintegration as a process of providing equal opportunity,
comfort and dignity to fistula clients with an aim of ensuring human rights for all. These comforts,
opportunities and dignity which guarantee human rights of the fistula clients are done mostly after
the surgical treatment. This definition recognizes that social reintegration contributes to social
inclusion by strengthening the foundations of fundamental institutions of the society and the entire
public. Social reintegration as an independent variable in the study was looked at in three
dimensions that is, Counseling (Health Education, Family Planning, Group engagement,
Individual engagement), Skill Empowerment (Income Generating activities, Training,
Mentoring, and Coaching) and Social Empowerment (Human Rights, Public institutional,
Involvement of Men, and Leadership).

Well-being is another concept that is defined as the state of being happy, healthy, or successful
(Imel et. al., 2008). According to Oxford English Dictionary published by W.R. Chambers Ltd
1992, Well-being refers to comfort, good health, safety and happiness of a person or group of
people. The researcher in the study referred to Social well-being as the mental and emotional state
of being and Economic well-being as the ability to generate income and overcome poverty. Well-
being as a dependent variable was measured in terms of Social/Emotional well-being (Family
stability, Respect at house hold level, Self-esteem and House hold decision making, Social
networks /groups and relationships), Economic wellbeing (Income levels/security, Investment

opportunities/income generating activities, Diversified source of income, decision on expenditure



and reduced poverty level), and Physical wellbeing (Good nutrition, good hygiene, reduced stress

and reduced cases of fistula).

1.2.4 Contextual Background

There are four key nongovernmental organizations (NGOs) that work closely with Ministry of
health to uphold the campaign to end fistula in Uganda. These include; UNFPA, WHO, USAID
EngenderHealth Fistula Care Plus and AMREF. A concerted effort by all these development
partners undertaking Fistula care and management interventions such as advocacy and awareness
raising, prevention and treatment of fistula leaves the role of social reintegration in the treatment
of fistula is less considered. Implying that, much as a lot of effort is put in treating fistula, efforts
to undertake social reintegration intervention for the women and girls affected especially after
surgeries is still lacking. As such reintegration needs of the treated women are not known. However
one NGO in Uganda (TERREWODE) decided to fill this gap by coming up with yet a holistic
approach to the care and management of fistula, by undertaking, advocacy and awareness raising,
prevention, treatment and social reintegration interventions so as to join hands with other NGO’s
in the elimination of Fistula in Uganda.

The Association for Rehabilitation and Re-orientation of Women for Development
(TERREWODE) is a Ugandan based non-governmental organization headquartered in Soroti,
Eastern Uganda. It is among Uganda’s NGO’s committed to improving the status of women and
the girl child. It pioneers best practices for the elimination of Obstetric Fistula in Uganda. Formed
in 1999, the over 14 year old organization was founded by Alice Emasu Seruyange (Founder &
Executive Director) and women of TESO Sub-region. The founders were spurred in to action by
their real life experiences and knowledge of Uganda’s turbulent times, deteriorating reproductive

and maternal health, lack of education, lack of access to legal protection, endemic poverty, and



negative traditional practices such as forced/child marriages that undermine the dignity and full
enjoyment of Human rights by vulnerable women and girls. In 2001, when TERREWODE started
a program on obstetric fistula, Uganda lacked the knowledge about the incidence and prevalence
rates of obstetric fistula. Even qualified medical staff, repair equipment and medical supplies were
lacking. This was partly because obstetric fistula was considered socially and traditionally
embarrassing. But perhaps the most disturbing thing was the lack of national strategy and policy
to guide in any intervention relating to treatment and management of fistula. This situation was
perpetuated by the ignorance of the rights holders-including women living with fistula-about the
fact that fistula can almost always be prevented and treated medically and that it was their duty to
demand for maternal health services as a human right. This has changed. Access to fistula
treatment is gradually improving with more than eight hospitals offering routine fistula repairs
with about 25 active local surgeons, according to the Uganda Fistula Map launched in 2010. A
national fistula strategy is in place. Ministry of Health and development partners like UNFPA,
AMREF, EngenderHealth, The fistula Foundation and TERREWODE have continued to join
hands in the campaign to eliminate fistula in Uganda (TERREWODE Five year Strategic plan-
2012 -2016).

TERREWODE approaches fistula as both a public health and human right issue. It has developed
a holistic fistula program to address prevention, treatment and social reintegration aspects of the
condition. It has an innovative grassroots based strategy known as the Obstetric Fistula Awareness
and Advocacy Network (OFAAN). The OFAAN, comprising of a diverse community volunteer
work force provides community fistula education, identifies, refers and supports women and girls

affected by fistula for treatment and social reintegration.



TERREWODE believes that, the first component of re-integration is helping the woman return to
complete Physical, Social and Psychological Well-being. And the second component of re-
integration is assisting the woman to achieve economic empowerment and independence.
Economic empowerment is acquired through education in savings and credit, skills development
and group formation and management. “We feel that this component is essential for successful
reintegration and allows women affected by fistula to be empowered and act as active advocates

for safe motherhood’’, says Alice Emasu-TERREWODE’s CEO (Fistula Panel Discussion, 2013).

TERREWODE'’s Fistula Reintegration Center located in Soroti District was officially launched by
the Ugandan Ministry of Health on the 20"June 2013 during the celebration of the International
Fistula day in Uganda. The Center empowers women with knowledge and skills in income
generating activities with the overall purpose of improving their lives, that of their families and
communities. Classes offered include; vocational and entrepreneurial skills as well as literacy
classes on critical issues like understanding obstetric fistula in the context of human rights,
poverty, gender and inequality. The two weeks reintegration process prepares survivors to cope
with the attendant psychological and physical challenges that result from the Obstetric Fistula
condition and thus, leading them to total healing and empowering them to work towards regaining
their human dignity. While in this program, survivors are encouraged to advocate for positive
behavioral change in maternal health within their communities.

In addition, they are also equipped to provide care to women in similar condition. So far,
TERREWODE has trained over forty (40) women and girls while imparting different knowledge
and skills in them. The trained women and girls have formed fistula solidarity groups in their

communities. To date, there are six (6) solidarity groups actively involved in Music, Dance and



Drama (MDD) for awareness creation on teenage pregnancy, obstetric fistula and income
generation. The Solidarity groups also engage in other economic activities such as tailoring,
beading, weaving, knitting, savings and credit schemes. However, despite TERREWODE’s
tireless efforts in the restoration of a woman to a dignified place within her family and community
by upholding Social reintegration, there is still a big problem of low involvement by trained women
and girls in economic activities, as a result their well-being may not have improved, some women
especially with cases of multiple surgeries (indicator of incurable fistula) have failed to integrate
to their families and communities implying that, they still suffer rejection and stigma after
receiving treatment, hence requiring immediate reintegration response, some women conceive
immediately after treatment and go through the same circle of trauma, and domestic violence
incase fistula re-occurs therefore, leaving them with rampant attempts of committing suicide and

critical need for social reintegration (Annual Fistula Programme Report 2013/14).

According to TERREWODE’s Executive Director Alice Emasu Seruyange in her brief to a sect of
donors, ** so far, no earlier study is done on the Social reintegration beneficiary population so as
to understand properly the relationship between Social reintegration and Well-being of women
and girls affected by fistula’’. Worst still, to date,”” Champions of fistula are debating on whether
or not Social reintegration is an important intervention to achieve Socio-economic Well-being of
women and girls affected by fistula’’. One side argues that, ‘’after treatment, a woman can return
home successfully and will not suffer rejection and shame’’, “’another side argues that,
reintegration services were very vital to build the capacity and restore a woman to a dignified place

within her community’’. It’s therefore, important that the causes to these issues/cases, is

10



investigated and keen attention needs to be paid to understanding the relationship between Social

reintegration and Well-being of women and girls affected by Fistula, hence this study.

1.3 Statement of the Problem

Surgical treatment of a woman with fistula alone is not enough to contain the challenges that comes
with obstetric fistula (Emasu, 2013).In Uganda, several attempts are being made by community
based organisations, national organisations and international agencies to ensure women with fistula
are reintegrated with psycho-social, skill empowerment packages in health/financial literacy, human
rights, entrepreneurial skills savings and credit schemes (OFAAN Strategy, 2013). Despite these
interventions, the social, economic, physiological well-being of the women and girls affected by
fistula is wanting (TERREWODE annual report, December, 2014).Stigma and discrimination of
women with fistula is rampant across the country, instability in families, low self-esteem, low
hygiene, poor nutrition, low investments, low income and high stress levels, there is wide spread
poverty as one of the major root causes of fistula and many have reportedly committed suicide
(New vision, Friday, May 23, 2015). If the situation is not contained, there will be increased cases
of fistula that will lead to not only increased couple separation/divorce, number of psychiatric
cases, but rampant cases of death reported and the government will be burdened with high cost of
taking care of orphans. While there are other factors that militate against the well-being of women
after fistula surgical treatment, social reintegration seems to be a strong force. It is against this
background coupled with the fact that from the available literature on fistulae, little is been
documented about experiences of women and girls who go through socio-economic repercussions

as a result of suffering fistula and have benefitted from provision of social reintegration services,
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that this study examines the relationship between Social reintegration and Well-being of women

and girls affected by fistula a case of Soroti district, Uganda.

1.4.1 General Objective.

The main objective of the study was to examine the relationship between Social reintegration and

Well-being of Women and Girls affected by Fistula in Soroti District in Uganda.

1.4.

1.5

2

1)

2)

3)

1)

2)

3)

Specific objectives.

To examine the relationship between Counseling support and Socio-economic well-being
of the women and girls affected by Fistula in Soroti District in Uganda.

To investigate the relationship between skill empowerment support and socio-economic
well-being of the women and girls affected by Fistula in Soroti District in Uganda.

To explore the relationship between social empowerment and socio-economic well-being

of women and girls affected by fistula in Soroti District in Uganda.

Research Questions.

What is the relationship between Counseling support and Socio-economic well-being of
women and girls affected by fistula in Soroti District in Uganda?

What is the relationship between Skill empowerment support and Socio-economic well-
being of women and girls affected by fistula in Soroti District in Uganda?

What is the relationship between Social empowerment and Socio-economic well-being of

women and girls affected by fistula in Soroti District in Uganda?
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1.6 Hypothesis of the study

1) There is a significant relationship between Counseling support and Socio-economic well-
being of women and girls affected by fistula

2) There is no significant positive relationship between Skill empowerment and Socio-economic
well-being of women and girls affected by fistula.

3) There is no significant relationship between social empowerment and socio-economic

wellbeing of women and girls affected by fistula.

1.7 Conceptual Frame work.

Conceptual frame work below shows a relationship between Social reintegration and Well-being
of women and girls affected by fistula in Soroti District in Uganda. It explains the relationship
between the key concepts used in the study and how they are linked to one another to produce the

final outcome.
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SOCIAL REINTEGRATION (1V) WELL-BEING (DV)

Source: Developed and Modified by Researcher; from UN- Supporting efforts to end fistula
(2012)

Figure 1: Conceptual fame work showing the relationship between the variables of the study.
The conceptual frame work above shows that psychosocial support/therapy through counseling,
Skills empowerment and Social empowerment are independent variables while Social/emotional
wellbeing, Economic well-being and Physical well-being is dependent variable. It is
conceptualized that the attainment of dimensions in the independent variables to fistula women

and girls (victims) results in improved social economic and physical well-being in terms of high
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income levels, investment opportunities, good number of income generating activities (IGAS),
Diversified source of income and easy decision on expenditure, better social
networks/groups/relationships, respect at house hold level among relatives, self-esteem, easy
house hold decision making and improved quality of life and the reverse of all the positive results

is true.

1.8  Significance of the study

The study examined the relationship between social reintegration and well-being of women and
girls affected by fistula and suggests some ways of improving social reintegration intervention so
as to achieve better socio-economic well-being of the affected women and girls. Itis significant in
terms of policy, academic, and management contributions. The study findings are helpful to the
government of Uganda, and all its development partners in the fight against fistula, to develop
future policy strategies on fistula care and management while with a good focus on system
strengthening and resource allocation to fistula work. It will further help the management of
TERREWODE and all other NGOs undertaking social reintegration intervention -components of
psychological-counseling support, skills empowerment, and social empowerment to learn and
adopt appropriate strategies in program curriculum development and delivery, program content
design and implementation of reintegration activities for improved well-being of survivors of
fistula. The funding (Donor) community may use the findings of this study to improve on funding
base and see value for fund and the great need for provision of social reintegration services to
women and girls affected by fistula based on their actual needs. The findings of the study have
added new knowledge and insights to the existing body of knowledge in the field of social

reintegration and socio economic well-being of women and girls affected by fistula. Finally, the
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study is important to the researcher since it served as a requirement for the fulfillment for the award

of a Master’s degree in management studies (Project Planning and Management).

1.9.  Justification of the study

Little qualitative evidence is available on rehabilitation after obstetric fistula repair in sub-Saharan
Africa. Earlier review by some researchers suggests that counselling services and community
health education are priorities for these women and their families, and highlights the necessity for
more high-quality, broad-scale, multi-setting research on rehabilitative needs of women post-
repair. Further research should emphasise women’s perspectives to better inform and improve
interventions aimed at addressing the physical and social-economic consequences of obstetric
fistula (Medical Journal, 2011).

Therefore, this high-qualitative and quantitative, broad-scale study addressed the existing gap in
knowledge on rehabilitative needs of women post-fistula repair. The study answered the important
question on if there exists any relationship between social reintegration and socio-economic,
physical well-being of women and girls affected by fistula. This study further emphasized
women’s perspectives to better inform and improve interventions aimed at addressing the physical

and social economic consequences of obstetric fistula.

1.10  Scope of the study

1.10.1 Geographical scope.
The study was carried out within Soroti District where TERREWODE’s Reintegration Centre iS

located. Soroti district is found in Eastern Uganda and it is part of Teso- sub region. It is bordered
by Amuria District to the north, Katakwi District to the east, Ngora District to the southeast, Serere

District to the south, and Kabermaido District to the west.
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1.10.2 Content scope

The study focused on examining the relationship between social reintegration and well-being of
women and girls affected by fistula in Soroti District- Teso Sub-region, Uganda.

The research was restricted to women and girls affected by fistula (survivors) who have either fully
or partly benefited from provision of social reintegration services. The study has two variables that
is; Social reintegration (Psychosocial support, Skills Empowerment and Social Empowerment
dimensions) as independent variable and Well-being of women and girls affected by fistula
(Social, Economic and Physical dimensions) as dependent variables. It further established post-
surgical experiences and the effect of social reintegration services on the social, economic and
physical well-being of the women and girls affected. It also focused on capturing recommendations
from the women and girls in respect to their socio-economic life experiences in families and
communities and recommendations on how best provision of social reintegration services can be

improved depending on the magnitude of their social-economic needs that was combined.

1.10.3 Time scope

The study focused on the period between 2013-2014. This is the period when TERREWODE’s
Reintegration Centre was officially launched and made operational. The very first Graduates and
subsequent Graduates of the training center were passed on within the same period under study.
To date, the center is operational and continues to receive women from all parts of Uganda for

social reintegration.

1.11 Operational Definition of Terms and Concepts.
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Obstetric fistula

Is defined as an abnormal connection between the urinary tract and the vagina or the rectum and
the vagina that result in the continuous involuntary discharge of either urine or feaces into the
vaginal vault. It is predominantly caused by neglected obstructed labor without prompt and skilled
medical care. Due to the pressure of the baby’s skull against the mother’s pelvis, the woman’s soft
tissue is deprived of sufficient blood supply. If the mother survives, the injured pelvic tissue
undergoes ischemia and stuffs away after birth, leaving a hole or fistula between the adjacent

organs.

Social reintegration refers to ‘any social intervention with the aim of integrating victims of a
situation or certain health, economic, political and social problem in to the community’. However,
in the context of Obstetric Fistula, the restoration of a woman to a dignified place within her
community after fistula surgery is what | refer as social reintegration.

Counseling is used in the study context to mean provision of; Health Education, Family Planning,

Group engagement, Individual engagement.

Skill Empowerment in this study refers to capacity building through Training, Mentoring, and
Coaching, provision of skills in income generating activities. Training, as a dimension of skills
empowerment is defined as ‘the acquisition of knowledge, skills and competencies as a result of
the teaching of vocational or practical skills and knowledge that relate to specific useful

competencies.
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Social Empowerment in this study refers to awareness and provision of knowledge about human
rights leadership, role of public institutions, and male involvement in the fight against fistula in
Uganda.

Well-being is another concept used in this study and is defined as the state of being happy, healthy,
or successful (Imel et. al., 2008). The researcher in this study referred to Social well-being as the
mental and emotional state of being and Economic well-being as the ability to generate income
and overcome poverty. Well-being as a dependent variable in this study was measured in terms of;
Social/Emotional Wellbeing refers to the mental and emotional state of being which is seen in
family stability, respect at house hold level, self-esteem and house hold decision making, Social

networks /groups and relationships.

Economic wellbeing in this study refers to ability to generate income and overcome poverty and

shall be analyzed in way of income levels/security, investment opportunities/income generating

activities, diversified source of income and decision on expenditure.

Physical wellbeing in this study shall refers to good nutrition, good hygiene and reduced stress

that all lead to reduced cases of fistula and good health.

Fistula Woman/victim/Survivor- Woman and girl affected by fistula.
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CHAPTER TWO

LITERATURE REVIEW

2.0 Introduction

In this chapter, the researcher reviews related literature on Social reintegration and Socio-
economic well-being of women and girls affected by fistula in Soroti District in Uganda.
“’Literature review provides the foundation on which research is built and helps the researcher to
develop an understanding and insight into relevant previous research and the trends that have
emerged (Saunders, Lewis, Thorn hill, 1988)".

The literature review enabled the researcher to re-examine the theories which guided the study. It
helped to draw lessons from studies already conducted in understanding the relationship between
Social re-integration and Socio-economic well-being of women and girls affected by Fistula in
aspects of improved physical health, psychological support through counseling and socio-
economic empowerment. The focus of the literature review on the relationship between Social
reintegration and Socio-economic well-being provided more insights on the study variables which
helped in ascertaining methodology and gaps for the study to fill. This chapter therefore presents
theories that guided the study, actual literature review which was done as per the study objectives
and summary of the review highlighting the gaps in the existing body of Knowledge and lessons

learnt as this literature review was sourced from books, publications, the Internet and journals.

20



2.1 Theoretical review

Many scholars have come up with related theories on Social re-integration and Well-being but a
few explain the researcher’s area of study and these include; the Social Support Theory and Anu

Kasmel’s Empowerment theory.

Social Support Theory

The Social Support Theory by Brain Lakey and Sheldon Cohen (1984) defines clearly how social
relationships influence cognitions, emotions, behaviors, and biology. It presents an overview of
the three important theoretical perspectives on social support research: (i) the stress and coping
perspective, (ii) the social constructionist perspective, and (iii) the relationship perspective. The
stress and coping perspective proposes that support contributes to health by protecting people from
the adverse effects of stress. The social constructionist perspective proposes that support directly
influences health by promoting self-esteem and self-regulation, regardless of the presence of stress.
The relationship perspective predicts that the health effects of social support cannot be separated
from relationship processes that often co-occur with support, such as companionship, intimacy,
and low social conflict. The stress-support matching hypothesis (Cohen and McKay, 1984;
Cutrona and Russell, 1990) is perhaps the most explicit statement of how supportive actions should
promote coping. The hypothesis is that social support will be effective in promoting, coping and
reducing the effects of a stressor, in so far as the form of assistance matches the demands of the
stressor. According to this view, each stressful circumstance places specific demands on the on the
affected individual. The researcher finds this theory helpful in critical examination of the
relationship between Social-reintegration and Wellbeing since it creates a better understanding
about how social support influences health and well-being of women and girls affected by

Obstetric Fistula.
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Empowerment theory by Anu Kasmel

Empowerment is identified as a principal theory of community psychology (Rappaport, 1981,
1984, 1987), and a key concept for communities to remedy inequalities and to achieve better and
fairer distribution of resources for communities (Tones and Tilford, 2001, Braithwaite and
Lythcott, 1989; Breslow, 1992; Minkler, Thompson, Bell, & Rose, 2001). Empowerment is a
construct shared by many disciplines and arenas: community Development, psychology,
education, economics, studies of social movements and Organizations. Empowerment, in its most
general sense, refers to the ability of people to gain understanding and control over personal, social,
economic and political forces in order to take action to improve their life situations (Israel et al.,
1994). It is the process by which individuals and communities are enabled to take power and act
effectively in gaining greater control, efficacy, and social justice in changing their lives and their
environment (Solomon, 1976; Rappaport, 1981, 1985; Minkler, 1992; Fawcett et al., 1994; Israel
et al., 1994). This theory will guide the study because it provides very important facts about
understanding and control over personal, social, economic and political forces in order to take
action to improve life situations. Details of the empowerment theory are found in chapter two.The
only problem with this theory is that it focuses so much on empowering individuals and
communities to achieve socio-economic wellbeing with minimum emphasis on the aspect of
human rights which is so crucial, especially the reproductive health and economic rights of
individuals should never be ignored in the efforts to achieve socio-economic wellbeing (ICPD
Program of Action and Human rights, 1994). Empowerment theory has been seen as a key strategy
to mobilize citizens, organizations and communities for health action and to stimulate conditions
for change. It is an approach aimed at facilitating community groups and individuals to "empower
themselves”, one that seeks "to recognize and value the health experience and knowledge that
exists in the community and to use it for everyone's benefit"(Minkler, 1992). Empowerment is
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identified as a principal theory community psychology (Rappaport, 1981, 1984, 1987), and a key
concept for communities to remedy inequalities and to achieve better and fairer distribution of
resources for communities (Tones and Tilford, 2001, Braithwaite and Lythcott, 1989; Breslow,
1992; Minkler, Thompson, Bell, & Rose, 2001). Empowerment is a construct shared by many
disciplines and arenas: community development, psychology, education, economics, studies of
social movements and organizations. Recent literature reviews of articles indicating a focus on
empowerment, across several scholarly and practical disciplines, has demonstrated that there is no
clear definition of the concept. Zimmerman (1984) has stated that asserting a single definition of
empowerment may make attempts to achieve it formulaic or prescription-like, contradicting the
very concept of empowerment. However, for health promotion practitioners, making
empowerment operational in health promotion contexts is a crucial issue. Empowerment, in its
most general sense, refers to the ability of people to gain understanding and control over personal,
social, economic and political forces in order to take action to improve their life situations (Israel
etal., 1994). It is the process by which individuals and communities are enabled to take power and
act effectively in gaining greater control, efficacy, and social justice in changing their lives and
their environment (Solomon, 1976; Rappaport, 1981, 1985; Minkler, 1992; Fawcett et al., 1994).
According to Rappaport empowerment is a construct that links individual strengths and
competencies, natural helping systems, and proactive behaviors to social policy and social change
(Rappaport, 1981, 1984). He has noted that it is easy to define empowerment by its absence but
difficult to define it in action as it takes on different forms in different people and contexts. Israel
et al., (1994) makes the distinction between psychological, organizational and community
empowerment. Whereas psychological empowerment is concerned with individuals gaining

mastery over their lives, the organizational empowerment focuses to collective capacities and
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community empowerment on ‘the social contexts where empowerment takes place’ (Wallerstein

and Bernstein, 1994).

Zimmerman (1995, 1999) has theorized that individual s. psychological empowerment operates
through intrapersonal, interactional, and behavioral components (see also chapter VII). As an
intrapersonal component, empowerment addresses the manner in which individuals think about
themselves and includes concepts of perceived control, self-efficacy, motivations to control, and
perceived competence. The interaction component of psychological empowerment assesses how
people understand and relate to their social environment. Empowerment. Both terms (community
empowerment and community capacity) describe a process that. Aims to increase community
abilities, assets and attributes (Laverack, 2001; Gibbon et al., 2002). Capacity building takes on a
wider meaning than just training and development of individuals as its long term aim is to take
control and ownership of the process. Community capacity building is understood as a part of a
wider policy agenda supporting civic participation, decentralization and local service delivery, the

modernization of local government structures and community planning frameworks.

2.2  Psychological-Counseling and Socio-economic wellbeing of women affected by
Fistula.

According to Wikipedia, (April, 2008), for a concept to be psychosocial means it relates to one’s

psychological development in, and interaction with, a social environment. The individual needs

not be fully aware of this relationship with his or her environment. It was first commonly used by

psychologist Erik Erikson in his stages of social development. According to Erik, problems that

occur in one’s psychosocial functioning can be referred to as “’psychosocial dysfunction’ or

“’psychosocial morbidity’. This refers to the lack of development or atrophy of the psychosocial

24



self, often occurring alongside other dysfunctions that may be physical, emotional, or cognitive in
nature. In some women psychological dysfunction continues despite fistula repair because their
reintegration experiences may be impacted negatively, secondary to the degree of isolation and
stigmatization experienced while living with Fistula (Obstetric Fistula in the developing world,

Marrakech, 2010, pages, 29, 31).

The ultimate strategy for dealing with the psycho-social impact of fistula is to reduce occurrence
of obstetric fistulas. Indeed, this is precisely how the Western world solved the problem within its
borders. Because obstetric fistulas are tied closely to overall maternal mortality, the best way to
reduce fistula formation is to provide essential obstetric services at the community level with

prompt access to emergency obstetric services at the first referral level.

2.3 Skill empowerment and Socio-economic wellbeing of women affected by Fistula

In order to understand Social reintegration and wellbeing of women and girls affected by Fistula
which this study will undertake, the concept of Social Reintegration and wellbeing dimensions
need to be understood. Social reintegration is commonly defined as ‘any social intervention with
the aim of integrating victims of a situation or certain health, economic, political and social
problem in to the community’ (Lievore, 2004). However, in the context of Obstetric Fistula, the
restoration of a woman to a dignified place within her community after fistula surgery is referred
to as ‘’Social Reintegration’’. Social Reintegration is an appropriate intervention that helps women
and girls affected with fistula overcome physical, psychological and social economic challenges
in order to enhance their return to communities and social networks of choice (Obstetric fistula in
the developing world, Marrakech, 2010). Social reintegration starts from the time when a woman

is diagnosed with fistula to the time when she is discharged from Hospital and back to the
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community where she is supported and monitored up to 12 months. *’It is the responsibility of all
people to support efforts to socially reintegrate the women and girls’ (Alice Emasu, 2014).
Training;

Training is defined as ‘the acquisition of knowledge, skills and competencies as a result of the
teaching of vocational or practical skills and knowledge that relate to specific useful competencies.
Training has specific goals of improving one’s capability, capacity, productivity and performance
that could lead to socio-economic empowerment and benefit (Nigman etal, 2006).Cole, (1997)
emphasized that in designing training programme, the following questions have to be considered;
what are we trying to achieve in this programme? What do we expect participants to achieve?
What content is required to achieve these aims? How should this content be structured? What
learning methods should be employed? Who should conduct the training? Where and when should
training take place? To what extend should participants be consulted about the nature and scope

of the program? How did we evaluate the success of the programme?

2.4 Social-empowerment and Socio-economic wellbeing of women affected by Fistula

Psychosocial support is an approach to victims of disaster, catastrophe or violence to foster
Resilience of communities and individuals. It aims at easing resumption of normal life, facilitate
affected people participation to their convalescence and preventing pathological consequences of
potentially traumatic situations (Travis, Solomon, and Waul, 2001).Repeatedly obstetric fistula
results into society blaming the women with fistula for their condition, and some women even
blame themselves. Many fistulae occur among poor, rural women. Women with fistula oftentimes
are abandoned or divorced by their spouses, particularly when it becomes clear that the fistula will
not go away. Nevertheless, the women, out of their own preference segregate themselves from

others because of the embarrassment occasioned by the urine or fecal smell. This is extended from
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her own children in a home to other community members. Some studies have further shown that
women with fistula have no confidence mixing with others. This affects their participation in
community groups and religious affiliations as well as accessing social amenities like medical
services.

Some spouses leave their partners and this depends on the closeness that exists between them after
sustaining fistula. In a study conducted in 2007 by Ramsey et al. in 25 countries, it was revealed
in Kenya that because of the odor and stigma associated with the condition, women with fistulas
often isolate themselves from their families and communities or are abandoned by their husbands.
The immediate family normally does not isolate them; it’s the affected person who is normally not
free to mingle with people so they give her space. For example, in a study conducted by Obed,
2010, 71% of patients were divorced or separated from their husbands. In yet another recent study
of 899 fistula cases at the Evangel Hospital in Jos, Nigeria. It’s also a fact that inability of the
victims to satisfy their husband’s sexual desires produces offspring and contributes to the economy
of their household ultimately lead to the collapse of the marriage. In a study conducted in 2007 by
Ramsey et al. in 25 countries, it was revealed in Kenya that the social and physical effects often
render women unable to work or participate in community life and can cause them anxiety,
depression, and other adverse psychosocial effects.

In India and Pakistan, some 70% to 90% of patients studied in 1990s had been abandoned or
divorced. Facing familial and social rejection and unable to make a living by themselves, many
women with fistula live for years without any financial or social support. Many fall into extreme
poverty. At the Addis Ababa Fistula Hospital, one woman in every five reported begging for food

to survive as a fistula victim. Some cannot cope with the pain and suffering and resort to suicide.
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The social constructionist perspective proposes that support directly influences health by
promoting self-esteem and self-regulation, regardless of the presence of stress. The relationship
perspective predicts that the health effects of social support cannot be separated from relationship
processes that often co-occur with support, such as companionship, intimacy, and low social

conflict.

2.4.2 Economic Experiences

Studies have shown that women with fistula often experience economic hurdles in their life time
after sustaining fistula that affects their normal well-being. Normally they are chased away from
their homes, without support from their husband and without means of earning their livelihood
amidst so many life needs including but not limited to medical costs, basic needs like soap used to
wash her clothes all the time due to the foul smell; Since a majority of fistula victims come from
the rural areas where farming is the mainstay of economy and subsistence for each household, it
is expected that women should contribute their labor in cultivating the family land.

However, due to the VVVF condition, victims are no longer able to contribute to the economic
productivity of their household due to the drastic limitations for them to for example sell their local
businesses, attend to their productive gardens because they end up being weak; instead they
become an economic burden with highly reduced or even incomes this affecting their economic
abilities. Their level of meeting personal and public accomplishments thus reduces drastically.
Most of the women are dependent on relatives and friends for food and begging or live on
donations. They fail to meet the basic needs like buying clothes, paying for medical needs and
often fail to make contributions to social requirements like funerals. There are cases of women

who are fired from their jobs, cannot find work and are unable to conduct any income generating
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activity like they used to do before they sustained fistula. They have no income they can control
on their own and so cannot even afford the added costs to their health condition and other basic

needs (Kabanda Obed, 2010).

2.5  Summary of literature review

This chapter reviewed scholarly literature on the key dimensions of Social reintegration;
Psychosocial (counseling) support, Skills empowerment and Social empowerment from different
authors. The literature review generally portrayed that relationship between Social reintegration
and Socio-economic well-being do exist and the relationship factors mentioned above happened
to explain best the good linkage between Social reintegration and Well-being of affected women
and girls with fistula. Recent literature reviews of articles indicating a focus on empowerment,
across several scholarly and practical disciplines, has demonstrated that there is no clear definition
of the concept. Furthermore, other scholars have examined the issue of Obstetric Fistula and social-
economic experiences of the affected women in the past. However, there was no empirical data on
the issue of existing relationship between Social reintegration and Well-being of the women and
girls affected by Fistula worse still, most of the existing information was from the developed world
perspective and in order to have an African perspective, precisely a Ugandan one in a rural setting,
whether same results would be found or otherwise. This research aimed to bridge this Gap by
collecting and analyzing data regarding the relationship between Social reintegration and Well-
being of the affected women and girls in Uganda. A case of Soroti District. This was especially so
in regard to its main Social reintegration variables namely; counseling support, skills
empowerment, social empowerment and Well-being variables namely; social/emotional well-

being, economic well-being and physical well-being.
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The literature reviewed in this study seems to be in support of the hypothesis of the study. This is
because most of it seems to be indicating that much as there exists strong relationship between
social reintegration and well-being, there is a significant challenge with well-being of affected
women and girls which partly is as a result of inadequate psychosocial support through counseling,

skill empowerment and social empowerment.
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CHAPTER THREE

METHODOLOGY
3.0 Introduction
This chapter covers the methodology used in the collection and analysis of data required in
answering the research questions. It outlines the research designs, study population, sample size
and selection, data collection methods, data collection instruments, validity and reliability of the
research instruments, procedures in collecting data, data analysis, measures of variability and
ethical issues
3.1 Research design
The study employed both qualitative and quantitative approaches. A case study design was used.
This enabled the researcher understand in depth the relationship between Social re-integration and
Well-being of women and girls affected by Fistula in Soroti District in Uganda. The researcher
was able to cover a desirable quantifiable behavior of the respondents. A cross sectional survey
was adopted. Data from a sample of the population was gathered once in a period of two weeks in
order to answer the research questions. This was used because it is a simple and less costly design
to carry out (De Vos, 1998). The qualitative approach allowed the researcher to meaningfully
describe the distribution of variables, while the quantitative approach provided detailed numerical
information about the phenomenon being studied. This triangulation of methods helped the

researcher to solve the defects of the various methods used.

3.2 Study Population
Population is defined as a group of individuals, objects or items from which samples are taken for
measurement (Kombo & Trom, 2006). The study population included the management staff plus

volunteers on TERREWODE programme, the fistula survivors, and board of TERREWODE,
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fistula surgeons and officials from Soroti district. According to TERREWODE records, these
comprised of 40 Fistula Survivors, 4 Fistula surgeons, 6 Management staff, 20 Volunteers
(OFAAN Members), 5 District Officials and 5 Board of Directors that made a total population of
80 people (TERREWODE BoD/ Staff list/Fistula survivor’s data base 2013/14).The study
population was partly literate as such able to read and write and for the illiterate, the researcher
was able to get help from translators hence this enabled easy and wider acquisition of information

within a short time by use of the questionnaire.

3.3  Sample Size and Selection

The sample size comprised of 74 people including 36 Fistula Survivors (direct beneficiaries of
reintegration services), 6 staff (Managers and officers involved in organization’s decision making
process and implementation of programmes), 19 volunteers (deal directly with survivors and have
better understanding of what a survivor goes through), 5 District officials (district managers who
take part in decisions and deal with communities), 4 Fistula surgeons (directly involved with repair
of fistulae) and 5 Board of Directors of the organization, inclusive the Executive Director (policy
and decision makers). The sample size shall be determined according to Krejcie and Morgan
(1970), who recommends a sample size of 74 for a population of 80 people. The table .1 below
shows how sample was picked from population. After knowing the 74, | selected some

purposively, while others were randomly selected.
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Table I: Table for determining sample size from a given population and techniques used for

the population sample.

Category Target(N) Sample (S)Size Sampling
Fistula Survivors 40 36 Simple Random
Fistula Surgeons 4 4 Purposive
Volunteers (OFAAN) | 20 19 Simple Random
District Official 5 5 Purposive
Management staff 6 6 Simple Random
Board of Directors 5 5 Purposive
Total 80 74

Source: TERREWODE Staff/Board member’s list 2013/2014. The Researcher

3. 4 Data Collection Methods
The study utilized data collection methods to improve data validity. Both primary and secondary

data sources were accessed through; interviews, observation and questionnaires survey.

3.4.1 Questionnaire survey method

This is a data collection method which employs close or open ended questions to generate
responses from a group of respondents. This method was used for respondents using close ended
questionnaires which were issued out to the respondents for filling and then collected back by the

researcher.
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3.4.2 Interviewing

An interview is a data collection method where the respondent is asked questions and he /she gives
an answer. It can be done through a face to face interaction as stated by Mugenda & Mugenda
(2003), or through a telephone conversation. In this study, respondents participated in oral
interviews and also engaged in an—depth interview (Amin, 2005). This enabled a deeper analysis
based on their role and experience in undertaking or benefiting from reintegration services. Open
ended questions were used. This allowed the researcher to obtain information on the issues of

interest in depth due to the privacy involved in it.

3.4.3 Documentary review

Punch (1998) states that both historical and contemporary documents are rich source of data for
social research. It is critical examination of public or private recorded information related to the
issue under investigation. This helped the researcher to obtain unobtrusive information at pleasure
and without interrupting the researched. It was also used to get additional information and for the
purposes of triangulation. A number of documents including annual reports, field reports,
newsletters, case studies, National Obstetric Fistula Strategy/policy, Social reintegration training
manual and the Obstetric Fistula Advocacy and Awareness (OFAAN) Strategy were accessed by
the researcher for the purpose as such the researcher was in position to get existing documented

information from the organization.

3.4.4 Observation method
This method involved the use of the eye sight to make relevant judgments in this study. Sekaran
(2003) argues that observation studies help to comprehend complex issues through direct

observation and then, if possible, asking questions to seek clarifications on certain issues. It was
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chosen because it enabled the researcher to make sense of the issues of interest on spot as they

were, hence saving precious time.

3.5  Data collection instruments
The researcher used four instruments for collecting information, which included questionnaire,

interview guide, documentary review check list and an observation check list.

3.5.1 Questionnaires

Questionnaires are used to obtain important information about the population and ensure a wide
coverage of the population in a short time (Mugenda and Mugenda, 1999 p.71). The advantage of
using the gquestionnaire method is that it allows respondents to freely express their ideas, give the
researcher in depth knowledge about a research problem and relatively cheap. It helped the
researcher to address the study objectives and research questions through the views and opinions
of the respondents to the questions.

The questionnaire used a 5-point Likert-scale ranging from 5 (strongly agree) to 1 (strongly
disagree). A Likert scale provides consistent responses and allows a participant to provide
feedback that is slightly more expensive than a simple close ended question, but much easier to

quantify than a completely open ended response (Patrick,2007).

3.5.2 Structured Interview guide

An interview guide involves oral questioning of respondents. The researcher conducted in-depth
interviews with selected women and girls affected by fistula (survivors) in Soroti district. Personal
interviews enabled the researcher to interact freely with the respondents during discussions and it

was ideal for the illiterate class of interviewees.
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Key informant interviews were conducted with selected community volunteers, district officials,
Fistula surgeons, TERREWODE staff, and Board of directors, using the interview guide with
specific questions seeking pertinent issues related to the study. The researcher was able to obtain
varying views on the issues hence getting data required to meet specific objectives of the study
and also guided the researcher in comparison of answers got. The answers to the questions posed
during the interview were recorded and used to collect important information from selected key

informants.

3.5.3 Documentary review check list

This was a key instrument in collecting data from documentary review on the topic because it is
related to the actual status (Punch, 2000). Secondary data was collected through analyzing existing
data for fistula survivor’s wellbeing, relevant policies on management of fistula and social
reintegration intervention. It contained a list of documents that were reviewed to provide necessary
data for the study. Documents such as Annual reports, Obstetric Fistula Strategy and Policy,
OFAAN Strategy, Case studies, Journals, Newsletters, and Social reintegration training manual on
psychosocial support, skills empowerment and social empowerment were reviewed. This enabled
the researcher to access existing information on what had happened earlier, and what is supposed

to happen or how things are supposed to be.

3.6 Validity and Reliability of the Research Instrument

3.6.1 Validity of the Research Instruments
Validity refers to the appropriateness of the instrument (Amin, 2005). That is whether an
instrument measures what it is supposed to measure (Nachmias-Frankfort & Nachmias, 2005). A

pilot study was carried out by the researcher and respondents with prior knowledge about the study
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problem about the relevancy of the questions asked so that irrelevant questions are left out before
being subject to the sample size population. Kothari (2004) urged that the content validity index
should exceed 0.5 after pretesting of the instruments. Consistency in responses was checked on
test- pretest of the questionnaires. The face validity was checked and approved with assistance of
UMI supervisors who read through the tool and the questions they felt were not good enough were

deleted.

3.6.2 Reliability of the Research Instruments

Reliability is whether and by how much measurements are consistent from one observation to the
next (Nachmias-Frankfort & Nachmias, 2005). The researcher used test-retest technique to test
reliability of the instruments. A target selected respondents in similar situation to those of the
selected sample under study were given questionnaires. Their response was coded and analyzed
and a reliability test computed to measure stability of the instruments in data collection. Bell
(1999), asserts that reliability test helps the researcher in testing indicators of both independent
and dependent variable. The reliability test value was analyzed using Cronbach’s Alpha Reliability
coefficient. This coefficient measures the internal consistence of a test and it generally increases
when the correlation between the variables increases. It ranges from 0-1, the closer the value is to
1, the more reliable the instrument is at measuring the variables. According to De Vellis (1991)
any value above 0.67 is acceptable reliability. To achieve this, data collected using 36
questionnaires was entered in to a computer program known as Statistical Package for Social
Scientists (SPSS), which was instructed to compute the Cronbach alpha coefficient and the
reliability was found to be 0.906 (See Table 3.2), which was above the recommended 0.67 or 0.70.
Thus, the questionnaire was considered very reliable for data collection and as such, a reliable data

was collected.
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TABLE 3.2: Cronbach’s Alpha

Variables No. of Item Cronbach’s Alpha
Counseling 13 0.704
Skills Empowerment 8 0.535
Social Empowerment 9 0.722
Well Being Of Women 18 0.692
Overall 0.906

3.7  Procedure in Collecting Data

After approval of the research proposal by supervisors and following successful proposal defense,
the researcher obtained an introductory/cover letter from the Higher Degrees Department of
Uganda Management Institute (UMI) and permission from TERREWODE and authorities in
Soroti district to conduct the research. Earlier notification was given to the relevant authorities.
Different respondents were contacted so as to make earlier preparations to meet the researcher.
Each of the distributed questionnaires were accompanied with an introductory letter clearly stating
the purpose of the study and giving a statement of confidentiality of the information given. One
research assistant was recruited and trained to collect information from the different locations of
the study with close monitoring by researcher, while the researcher personally collected
information from the selected board members, senior management staff, fistula surgeons, and
district officials. This was completed in 28 days. Then the data was processed to make a final

report.
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3.8  Data Analysis

Data analysis is the process concerned with data editing and error correction (Amin, 2005). This
brings in order, structure and meaning to the mass of information gathered. Due to the variety of
instruments used, both qualitative and quantitative data analysis were done by the researcher.
Qualitative data collected through interviews was analyzed and evaluated immediately it was
collected to determine its adequacy, credibility, usefulness, accuracy and consistency of
information given by reading, categorization and coding data were the techniques used to analyze
data generated from interviews. The questionnaires were checked for completeness, cleaned,

edited before entering into the computer for data analysis.

3.8.1 Qualitative Data Analysis

According to Kelle and Seidel (1995) qualitative data is defined as data got from use of words,
describe patterns, trends and relationships. The researcher obtained the above data from interview
guide responses. The responses were transcribed, sorted and classified into themes and categories,
in order to support the hypotheses tested. Detailed information was scrutinized, analyzed, collated
and presented in form of paraphrases or quotes with permission of respondents and in some cases
it was narrated or quoted verbatim. The analysis was done manually and responses were
summarized in a narrative form. As a representation of the major findings of the study and some
of the reported statements by key informants, the researcher used descriptive statistics of

reconstructing meaningful data out of the respondents’ views for data analysis and interpretation.

3.8.2 Quantitative data analysis
The questionnaires were checked for completeness, cleaned, edited before being entered into the

computer for data analysis. Each question was categorized and edited for accuracy and
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completeness of information. This ensured that all questions are pre-coded and after this process,
the statistical package of social science (SPSS) versions 15 was used to generate descriptives
including frequencies, percentages and later some inferential statistics. Frequency distribution of
the variables was run to describe the data and cross- tabulations was done to look for associations
between variables. The strength of association between variables was determined using bivariate

analysis.

3.9 Measurements of variables

Measurement is a procedure in which a researcher assigns numerals-numbers or other symbols to
empirical properties (variables) according to rules. Well-being of women and girls affected by
fistula was the main variable of interest in this study. It was defined as comfort, good health, safety
and happiness of a person or group of people. It was measured by looking at the available
information on fistula survivors and social reintegration services offered by the organization to
determine the socio-economic and physical well-being of the women and girls affected by fistula
(fistula survivors).

Socio-economic and physical Well-being of women and girls affected by fistula was presumed to
be dependent on counseling support, skills empowerment and social empowerment. This study
majorly used the ordinal ranking scale, as such, a five point likert scale from 5=""strongly agree’’
to 1=""strongly disagree’’, respondents were asked to indicate how well each statement described
the counseling support given to them. They were exposed to number of statements used to measure

perceptions about skills empowerment and social empowerment given to them by the organization.
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3.10 Ethical Considerations

Ethical approval was sought from Uganda Management Institute. Permission to conduct the study
was obtained from TERREWODE organization in Case study district-Soroti. Ethics was practiced
in this investigation as indicated below: (1)Informed consent was obtained from the study
participants before they are interviewed (2)Confidentiality of all information obtained through
questionnaire and records was ensured, use of anonymous identifiers and the principal investigator
restricted access to the questionnaire(3)Participants in the study were on a voluntary basis. No
treatment, benefits or standard care was denied to those who declined to participate in the study

(4) Authors mentioned in this study are acknowledged through citations and referencing.
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CHAPTER FOUR

DATA PRESENTATION, ANALYSIS AND INTERPRETATION

4.1 Introduction
This chapter covers the presentation analysis and the interpretation of the findings. The results are
presented according to the research objectives and the statistics were generated with the aim of
generating responses that address the research questions derived from the research objectives. In
the beginning of the chapter are the sample characteristics of the respondents, followed by findings
according to the objectives and it concluded with presentation of inferential statistics together with
its interpretation? The objectives that guided the study were:
e To examine the relationship between Counseling support and Socio-economic wellbeing
of the women and girls affected by Fistula in Soroti District in Uganda.
e To investigate the relationship between skill empowerment support and socio-economic
wellbeing of the women and girls affected by Fistula in Soroti District in Uganda and
e To explore the relationship between social empowerment and socio-economic wellbeing

of women and girls affected by fistula in Soroti District in Uganda.

4.2  Sample Characteristics
The characteristics of the sample that were considered important in this study were marital
status, age range, current occupation, mode of social reintegration program attended and years

lived with fistula.
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4.2.1 Marital Status
The question was set asking the respondents about their marital status and response was as
shown in the table follow

Table 3: Marital Status of Respondents

Marital status Cumulative

Frequency Percent Percent
Married 14 38.9 38.9
Divorced 15 41.7 80.6
Others 7 19.4 100.0
Total 36 100.0

Source: Primary Data

From the table above it is indicated that 14 respondents (38.9%) of the respondents were married,
15(41.7%) were divorced and 7(19.4%) belonged to other status like separated, and cohabiting.
This means that majority of the respondents who were fistula victims were divorced and as such
majority of them suffer trauma, isolation, stigma and homelessness and hence making emotional
well-being of importance to this study. This probably is a major contribution to women’s attempts
to commit suicide or leave a miserable life for the rest of their lives should there be no effort made
by government, civil society organizations and community leaders to come to the rescue of such

divorced women.
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4.2.2 Agerange
The question was set asking the respondents about their age range and response was as shown in

the table follow.

Table 4: Age range of respondents

Age range Cumulative
Frequency Percent Percent

16-25 11 30.6 30.6

26-30 3 8.3 38.9

31 and above 22 61.1 100.0

Total 36 100.0

Source: Primary Data

From table 4 above it is indicated that, 11(30.6%) respondents belonged to an age range between
(16-25) years, only 3(8.3%) belonged to that of (26-30) and majority of the respondents belonged
to an age range of 31 and above years. This means that since our respondents were 31 and above

then their response is worthy relied on.

4.2.3 Current Occupation

In the same manner the question was set asking the respondents about their current occupation

and response was as shown in the table follow.

Table 5: Current Occupation of Respondents
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Variable Cumulative

Frequency Percent Percent
Student 3 8.3 8.3
Business women 29 80.6 88.9
Farmer 4 111 100.0
Total 36 100.0

Source: Primary Data

From table 5 above it is clearly indicated that 3(8.3%) of the respondents were students, 29(80.6%)
were business women and only 4(11.1%) were farmers. This means that majority of the fistula
victims were engaged in business and this corresponds to the findings that majority of the
respondents were divorced, since majority of divorced women resort to small businesses according

to Enterprise Uganda Survey in 2008, because of their limited access to land to do farming.

4.2.4 Mode of Social Reintegration Program Attended

The question was set asking the respondents about the mode of social reintegration program

attended and response was as shown in the table follow.

Table 6: Mode of Social Reintegration Program Attended

Variable Cumulative
Frequency Percent Percent

Center based 36 100.0 100.0

Field based 0 0 0

Source: Primary Data
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Among the two options provided in the questionnaire on mode of reintegration the result revealed

that all the respondents indicated center based other than field based program

4.25 Years Lived with Fistula

The question was set asking the respondents about the years lived with fistula and response was
as shown in the table follow.

Table 7: Years with Fistula

Variable Frequency Percent
1-3 years 12 33.3
4-7 years 14 38.9
8 and above 10 22.2
Total 36 100.0

Source: Primary Data

Regarding the years lived with fistula table 7 above indicate that14 (38.9%) stayed with fistula for
a period between (4-7) years,12(33.3%) of the respondents had stayed with fistula for a period
between (1-3) years, 8 (22.2%) had stayed with fistula for a period of 8 and above. This means
that, majority of respondents had stayed with the disease for a period above one year at least. This
enables us to understand if well-being could be having anything to do with age. This does not seem

to be the case in this particular study.
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4.3  Findings on Social Reintegration

Under this section the concept of social reintegration of women and girls with fistula, the
independent variable was studied in terms of three components counseling support, skills
empowerment and social empowerment. Even the results are presented accordingly in subsequent

sub sections.

4.3.1 Counseling of Women and Girls with Fistula and wellbeing

Counseling is one of the components of social re-integration that was studied. The results are
summarized in Table 8 below. Under this objective a mean value close to 1 represents strongly
disagreed, mean value close to 2 means disagree , mean close to 3 indicates a state of undecided
about the question asked, for a mean close to 4 means agree and those close to 5 means strongly

agreed.

Table 8: Counseling of Women and Girls with Fistula
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Std.

N Mean |Deviation
I haYe received community health education counseling 36 211 979
services
Methods used in health education counseling services are
offective 36 181 1.117
I recommend reproductive health counseling to all women 36 4.75 1.273
| recommend health education counseling for all girls in school 36 3.78 1.124
| understood my reproductive rights after counseling 36 2.53 971
| am able to counsel other women on family planning 36 1.67 .986
Family planning counseling is an effective tool against fistula 36 3.78 1.267
Family planning counseling gave me choice 36 1.94 1.094
Group engagement counseling has been given to us 36 2.06 1.145
Group counseling is more insightful 36 2.67 .986
We took joint action after group counseling 36 2.78 1.267
| benefited from additional individual counseling 36 1.94 1.094
| avoided risks of complications after individual counseling 36 3.06 1.530
Valid N (list wise) 36

Source: Primary Data

The result from the above table shows different response in terms of mean and standard deviation.

The response on whether the respondents had received community health education counseling

services (Mean=2.11, Std Dev =.979). This means that on average majority of respondent

disagreed with the statement meaning that fistula survivors do not

receive community health

education counseling services. Much as qualitative findings confirm this, documentary review

findings reveal that, there is community health education counseling services provided to the
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women and only that it is inadequate meaning not many women benefit from it. This may be due
to the lack of funding to reach yet many more affected women. The implication of this on
dependent variable (DV) is that, when community health education counseling services is lacking,
there is high possibility of fistula re-occurrence as such social, economic and physical well-being
of women is negatively affected. However, a positive well-being is expected where community

health education counseling services are adequate and benefiting majority women.

On whether the methods used in health education counseling services are effective (Mean=1.81,
Std Dev =1.117). On average majority of respondents strongly disagreed with the statement,
implying that the methods used in health education counseling services are not effective.

Community health education counseling services and methods used to provide the same were not
well understood by the women and girls (fistula survivors). This finding does not mean that there
are no efforts put in place by the case study organization (TERREWODE) to provide community
health education counseling services. But perhaps the time frame given to achieve community
health education counseling services is too small to create better understanding of the subject,
coupled with no or very low education levels and issues of language barrier among women and
girls to whom community health education counseling services were given. This therefore means
that, when the right methods are employed and community health education counseling is

adequate, women’s social well-being tends to improve and vice versa.

Women and girls trained much as un decided on the question as to whether they understood their

reproductive and health rights, were able to recommend reproductive health counseling to all
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women and health education counseling for all girls in school. This they were able to do with the

little understanding of the training session on reproductive and education health.

Women and girls (fistula survivors) had little knowledge about family planning as such they were
not in position to counsel other women on family planning. But with the little knowledge got
during the two weeks of training at TERREWODE’s reintegration center, the women were able to
understand the fact that family planning counseling is an effective tool against fistula, implying
that they knew fistula was a challenge that would be reduced by using family planning counseling
tool. The women could not agree to the statement that family planning counseling gave her choice
due to the fact that, family planning counseling services provision are in adequate. This negatively
affects the social well-being of the women and the opposite is true once family planning counseling

is improved.

Qualitative finding has it that, group engagement counseling and additional individual counseling
was seen not to be common to women and girls with fistula. As such, majority of them did not see
it insightful. This does not mean that group engagement and or additional individual counseling
was not completely given, but perhaps the women have not had enough time to understand and
retain the knowledge given to them by yet trained personnel of the organization. This mostly results
from women’s low level of education, language barrier, old age in the case of elderly women who
can no long perceive and understand new knowledge and the short duration of training could yet
be another limiting factor since one or half a day was such a short time to achieve group and
individual counseling. The implication of this on dependent variable is that, when individual or
group counseling is inadequate, the social well-being of women is negatively affected and once

individual/group counseling improves automatically social well-being of women is expected to
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improve. Hence a strong positive relationship defined between independent variable and

dependent variable.

On whether the respondents recommended reproductive health counseling to all women (Mean=
4.75, Std Dev =1.273). On average majority of respondents strongly agreed with the statement,
implying that they recommended reproductive health counseling to all women. This is on the
recognition that, reproductive health counseling was useful in the well-being of women and girls
in that if taken seriously, it can help reduce fistula cases in the community by women embracing
their reproductive roles and rights. However, documentary review findings reveal that, majority of
women (80%) who were successfully counseled on their reproductive health concerns adhered to
antenatal visits, timely delivered in health facilities and were able to avoid fistula. This means that,
counseling of women and girls especially on their reproductive health has a great impact on the

physical, social, economic well-being of women with fistula.

On whether respondents recommended health education counseling for all girls in school
(Mean=3.78, Std Dev =1.124). Averagely, respondents agreed with the statement, implying that
the health education counseling for all girls in school was inadequate. Qualitative findings agreed
to this and it is seen by the women as a one of the sure ways to eliminate fistula in their
communities. Meaning adequate health education for school girls makes them aware of their body
development and also gives them life skills to be able to cope and avoid fistula. Documentary
findings indicate that, already 11 schools in the 8 districts of Teso sub-region benefit from
TERREWODE’s school empowerment program for adolescent girls. The gap seen is in the fact

that, many more schools needed to benefit from such a nice program and also the boys seem left
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out yet they are very important partner to be involved especially in fighting issues of teenage
pregnancies and early marriages. Therefore, where there is adequate health education provided,

well-being of women and girls is expected to improve and vice versa.

On whether the respondents understood their reproductive rights after counseling (Mean=2.53, Std
Dev =.971). Majority of the respondents were undecided on the statement, this implies that the
respondents were not familiar with the counseling as a right. Qualitative findings reveal that,
women are provided counseling on their reproductive rights except because of limited time given
for such an important counseling, there is inadequacy observed. The implication of this on the
dependent variable is that, where reproductive rights are not understood by women cases of fistula
are seen to rise and well-being of women negatively affected. But counseling on reproductive
rights is adequate women tend to understand their reproductive rights, hence a positive effect on

social, economic and physical well-being of women is expected.

On whether women and girls were able to counsel other women on family planning (Mean=1.67,
Std Dev =.986). Majority of respondents disagreed with the statement, implying that they did not
know counseling of women on family planning. This finding evidently reveals the lack of
counseling of women on family planning meaning women cannot achieve better well-being with
the lack of counseling on family planning. This further means that, as number of children rises due
to the lack of family planning knowledge, fistula re-occurrence cannot be ruled out as such the
well-being of the affected women is at stake. Implying negative effect on social, economic well-

being of women.
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When the respondents were asked whether family planning counseling is an effective tool against
fistula (Mean=3.78, Std Dev =.1.267). On average majority respondents agree with the statement,
implying that they knew fistula was a challenge that would be reduced using family planning
counseling tool. The implication of this finding on the dependent variable (well-being) is that,
adequate family planning counseling has a strong positive effect on social well-being of women

and girls affected by fistula and vice versa.

Family planning counseling gave me choice (Mean=1.94, Std Dev =1.094). Majority of
respondents on average strongly disagreed with the statement. This means that, women and girls
have not choices to make because of inadequate family planning counseling services. Qualitative
findings equally confirms this, meaning that social, economic and physical well-being of women
is negatively affected once family planning counseling is inadequate and women continue to give
birth to unlimited or un planned number of children yet born under difficult conditions of poverty,
poor access to timely and quality health care hence, resulting in to fistula. But where family

planning counseling is adequate, well-being of women and girls is expected to improve.

On whether group engagement counseling was given to girls and women (Mean= 2.06, Std Dev
=.1.145). On average majority of respondents disagreed, implying that group engagement
counseling was not common to women and girls with fistula. Meaning this might not have been
well handled due to limited time or lack of capacity by trainers. The implication on DV is that, the
social well -being of women is negatively affected by the in adequate group counseling where

women miss to bond with each other for continual psychosocial support. The opposite of this is
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true n that, once group counseling improves social well-being of women is expected to improve

as well, hence a strong correlation.

Group counseling is more insightful (Mean= 2.67, Std Dev =.986). On average majority of
respondents were undecided as group counseling was not common to them. Qualitative finding
reveals that, group counseling takes place only that, due to language barrier and limited time given,
women do not understand one another or else time is too short to share the un limited fistula

experience hence women’s emotional well-being gets affected negatively.

On whether the respondents took joint action after group counseling (Mean=2.78, Std Dev
=1.267). Still majority of respondents were undecided, consistent with the fact that they rarely
participated in group counseling programs. The qualitative interviews showed that group
counseling took place but there were challenges of language barrier and there was no enough time
for social interaction to allow openness of members during counseling. As noted by a respondent:

> We were given group counseling session during the two weeks center based training
except the time given to be in groups was so small and some group members could not
understand what goes on in groups due to language barrier, much as there was translation
done, one could not rule out distortion of meaning of information, besides we come from
different cultural backgrounds and needed time to appreciate one another so as to make
group counseling insightful ”’, a 31 year old woman I interviewed explained during the
study.

This therefore means issues of language barrier and adequate time for counseling need to be
addressed if the social well-being of women is to improve. Vice versa. The above finding further
shows that group counseling may not have been effective and thus women with fistula may not
have been helped to gain self-esteem despite the group counseling. This literally means women

needed more time be given and interpreters used if group counseling is to have positive effect on
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well-being of women. Where this does not improve, it will have a negative effect on the social

well-being of the affected women.

On whether the respondents benefited from additional individual counseling (Mean=1.94, Std Dev
=1.094). On average majority of respondents disagreed, implying that respondents did not benefit
from individual counseling either. Qualitative and documentary finding reveals that, individual
counseling is provided but due to limited time allocated it is best to say individual counseling for
the affected women is inadequate and this negatively affects social well-being of women and girls.

However, once individual counseling is improved, better social well-being of women is expected.

Whether the respondents avoided risks of complications after individual counseling (Mean=3.06,
Std Dev =1.530). Majority of them seemed undecided as they seemed not aware of the risk about
counseling. Qualitative interviews with individual women after the individual counseling session
reveal that, time was never enough to achieve complete individual counseling as seen in some of
their statements:

I very much liked the session of individual counseling because it was so practical but we were
given very limited time by the trainers who reminded us about the fact that, this was a two weeks
training with many sessions that needs to be completed within the shortest time possible as such
we did not benefit much from individual counseling”, One woman explained. (A 25 year old
woman during center based two weeks training).

All in all, counseling of women and girls with fistula within the Eastern Region is inadequate if it
exists and this makes counseling as a component of social reintegration lacking among women

and girls with Fistula. This could partially explain why the social wellbeing of women and girls
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with fistula is not good. As a result, cases of failure to reunite with family/community, re-
occurrence of fistula, trauma, stigma, isolation, psychiatry problem and attempts of suicide are

rampant in the region and Country as a whole.

4.3.2 Skills Empowerment vs. Well-being
Skills empowerment was another component of social re-integration of women and girls with

fistula disease. The results from the field survey questionnaires are summarized in Table 9 below

Table 9: Skills Empowerment

Std.

N Mean |Deviation
I have been trained to do a self-help business 36 2.44 1.501
| have been mentored to do business after fistula 36 2.06 1.145
| have been coached on skills for successful living 36 1.67 .986
| value standards in branch campuses just like in main campus 36 2.97 1.082
| started an income generating activity after fistula 36 2.39 1.022
I benefited from government support for starting my business 36 1.56 .969
I benefited from NGOs for the start of my business 36 1.64 1.150
I am capable of coaching other women with skills 36 1.78 1.267
Valid N (listwise) 36

Source: Primary Data

The result from table 9 above shows different response in terms of mean and standard deviation as
in earlier sections on responses. On whether the fistula survivors had been mentored to do business

after fistula (Mean=, 2.06, Std Dev =1.145). On average, majority of respondents disagreed with
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the statement. This means that, very few fistula survivors are mentored to do businesses. Still on
whether, the fistula survivors had been coached on skills for successful living (Mean=, 1.67, Std
Dev =.986). Respondents on average strongly disagreed with the statement. This means that, there
was limited coaching of fistula survivors. On whether, the fistula survivors were capable of
coaching other women with skills (Mean=, 1.78, Std Dev =1.267). Majority of respondents
disagreed with the statement implying that, survivors could not coach their fellows with different
skills. This does not mean that the survivors never attended two weeks center based training and
the field based training, they did but due to lack of capital some could not start income generating
activities, even then the training was not adequate as indicated during qualitative interviews with
participants, some had this to say:

“I attended the two weeks canter based training by TERREWODE where we were taught
income generating basic skills in tailoring, weaving, beading, baking, music, dance &
drama and savings and credit scheme (basic book keeping, group leadership). The only
challenge I had was in understanding the series of sessions within such a limited timeframe
and congested training room whereby | could hardly remember and practice what was
taught. A 35 year old woman | interviewed explained during the study.

This means that for skills empowerment to have better positive effect on well-being of women
with fistula, there needed to be more time given for the women to understand training contents.
Therefore, with the limited time for training given as revealed by study finding, women’s well-
being may be impacted negatively whereby, the limited knowledge acquired coupled with
unconducive learning environment cannot enable the women to retain or practice knowledge and

skill obtained within the two weeks.

On whether fistula survivors started an income generating activity (Mean=, 2.39, Std Dev

=1.022).0n average majority of respondents disagreed, implying that Fistula survivors lack income
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generating activities in Soroti district. After all there was no or limited support from government
and even NGOs to the victims of fistula to start business. As data shows on whether the fistula
survivors benefited from government support for starting their businesses (Mean=, 1.56, Std Dev
=.969). On average majority of respondents disagreed with the statement. This means that fistula
survivors have no special arrangement from government in supporting their businesses. Also
whether, fistula survivors benefited from NGOs for the start of their businesses (Mean=, 1.64, Std
Dev =1.150). Majority of respondents on average strongly disagreed. This means that survivals of
fistula lacked capital but also the trading seem not to have been empowering enough. As evidenced
some victims started the income generating activities, but these enterprises did not live longer due
stigmatization associated with fistula. As a respondent noted that;

“I got exposed to skills in income generating activities during TERREWODE'’s
center based training and wanted to do farming but did not have land to farm on
since my husband divorced me due to incurable fistula and married another
woman. With some small startup loan from the organization, | started some small
business of baking mandazi and chapatti but due to the fact that, | continued to leak
urine and suffered stigma, and isolation as a result of failed surgeries and no one
could buy from me given my poor fistula condition, the business collapsed, to date
| am traumatized, homeless, suffering absolute poverty and think often of
committing suicide ”, One woman explained. (A 33 year old woman waiting for yet
another fistula repair and socio economic support)

This explanation simply means the well-being of women with seemingly incurable fistula can be
terribly affected negatively despite efforts in place to support such women. Her landlessness as a
result of divorce is a clear sign of lack of male involvement in addressing issues of fistula in
particular and maternal health in general. Continuing to leak urine has a lot to do with failed
surgery either due to the lack of skilled expert knowledge by surgeons or other illness that could
not allow for clinical procedure to be carried on such a women. Her failure to sell food items due

to leakage of urine and the experiences of being stigmatized and isolated by community indicates
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the lack of community and individual empowerment to recognize and value the health experience
and knowledge that exists and to use it for every ones benefit (Minkler, 1992). The need for
aggressive community sensitization/awareness rising on health conditions such as fistula becomes

key.

I value standards in branch campuses just like in main campus (Mean=, 2.97, Std Dev =1.082).
Majority of the respondents seemed undecided on the statement. This implies that the respondents
never either understood the question or it was not familiar to them. On whether the survivors of
fistula were trained to do self-help business (Mean=, 2.44, Std Dev =1.501). On average majority
of respondents disagreed with the statement. This means that fistula survivors were not trained to
do self-help businesses. However, secondary data collected provides that, this does not mean that
there was completely no training conducted but rather it means that very few fistula survivors who
got trained could either practice or remember the lessons taught due to the short duration of training
which left them most times ill equipped. Hence negatively affecting the women’s economic well-
being. However, where skills empowerment is adequate, economic well-being of women is

expected to largely improve.

4.3.3 Social Empowerment
The third component of social re-integration was social empowerment. The results are summarized
in Table 10 below.

Table 10: Social Empowerment
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Std.
N  |Mean Deviation

| have been trained on human rights 36 [1.94 1.094
I have been trained on hygiene needs in fistula management 36 [2.03 1.464
| have been trained on sanitation needs in fistula management |36 |2.11 979
I am an advocate for end fistula campaign 36 (4.81 1.117
| am a sister friend to other fistula survivors 36 |1.75 1.273
| am capable of engaging public institutions for support 36 [1.78 1.124
| am capable of leading other women with fistula 36 [3.14 1.437
| am capable to negotiate with my husband on all family issues |36 |2.16 1.539
I am not afraid to be called a women living with fistula 36 |2.22 1.072
Valid N (list wise) 36

Source: Primary Data

From Table 10 above, shows different response in terms of mean and standard deviation. On
whether the fistula survivors had been trained on human rights (Mean= 1.94, Std Dev =1.094).
Majority of respondents averagely disagreed with the statement. This means that there was
inadequate training of fistula survivors on human rights. On whether the survivors of fistula had
been trained on hygiene needs in fistula management (Mean=2.03, Std Dev =1.464). Majority of
them disagreed with the statement, implying that there was inadequate hygiene training for fistula
management in Soroti district. Still on whether, the survivors had trained on sanitation needs in
fistula management (Mean=2.11, Std Dev =.979). On average respondents disagreed with the
statement meaning that sanitation training for fistula management was inadequately done. This
negatively affects physical well-being of women especially where there is in adequate training in

hygiene and sanitation which worsens fistula woman’s health condition and cripples her from
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engaging or succeeding in economic activities for instance, who can buy chapatti from a woman
leaking urine who at the same time is not clean. But where there is sufficient hygiene and sanitation

training for women, well-being of the affected women is expected to improve.

On whether, survivors were advocates for ending fistula campaign (Mean=4.81, Std Dev =1.117).
On average majority of the respondents agreed with the statement. This means that survivors of
fistula were much willing to end fistula occurrence, but they lacked what to do. On whether, a
respondent was a sister friend to other fistula survivors (Mean=1.75, Std Dev =1.273). On average
respondents disagreed with that statement. This means that not all fistula survivors had a sisterly
relationship to other fistula survivors. On whether fistula survivors were capable of engaging
public institutions for support (Mean=1.78, Std Dev =1.124). Averagely respondents disagreed
with the statement. This means that survivors were not capable of engaging public institutions for
support. On whether survivors of fistula were capable of leading other women with fistula
(Mean=3.14, Std Dev =1.437). Majority of them seems undecided about the statement. Although
qualitative interviews with the participants revealed the fact that most solidarity groups formed by
fistula survivors are led by women, whereby, the group chair persons, secretaries and treasurer are
all women (survivors). This means that, social empowerment once properly provided leads to

improved social economic well-being of women and vice versa.

On whether, the victims were capable of negotiating with their husbands on all family issues,
(Mean=2.16, Std Dev =1.539). On average majority of fistula victims disagreed with the statement.
This means that women with fistula were unable to negotiate with their husbands on all family

issues. On whether victims were not afraid to be called a women living with fistula (Mean=2.22,
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Std Dev =1.072). On average majority of respondents disagreed with the statement. This means
that victims were afraid to be called a woman living with fistula, so they are still traumatized.

This finding further means that, women and girls with fistula still suffer stigma, isolation and
cannot negotiate with husbands meaning the lack support from their male partners and this
negatively affects physical, social and economic well-being of women and girls affected by fistula.
The opposite is true when women get counseling support and men are involved as partners, social

economic well-being of women is expected to improve.

4.4  Well Being of Women and Girls with Fistula
Well-being of women and girls with fistula was the dependent variable that was studied in terms
of three components that is emotional well-being, economic well-being and physical well-being.

The results from the field on the same is as presented in table 11 below
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Table 11: Well Being of Women and Girls with Fistula

Std.
N Mean Deviation

Emotional well being
| have a stable family 36 1.61 1.128
| have a right in my household property 36 1.92 1.317
My views are respected in my family 36 2.28 1.301
I am a member of the village social network 36 211 979
| participate in all community meetings 36 1.81 1.117
| am relating well with my husband 36 1.75 1.273
I have never thought of suicide because of fistula 36 1.78 1.124
My friends respects my bravery of living with fistula 36 4.72 1.323
| am a living example of a fistula survivor 36 2.25 1.052
Economic wellbeing
| have a reliable source of business income 36 1.78 1.124
| am a member of women saving group 36 1.58 1.273
| am self-reliant 36 1.83 971
| have at least two sources of income 36 2.19 1.411
| decide on when to spend my income on my own 36 2.22 1.072
| have supported other women with soft loans 36 1.61 1.128
Physical well being
| think my health situation has improved 36 1.92 1.402
I am physically fit to take care of my self 36 2.42 1.228
| am physically fit to defend my rights 36 3.83 1.384
Valid N (listwise) 36

Source: Primary Data
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On emotional well being

The first section of this table presents findings on emotional well-being. From the table above it is
indicated that respondents response on whether fistula survivors had stable families (Mean=1.61,
Std Dev =1.128). On average majority of respondents disagreed, meaning that families with fistula
survivors were not stable. During qualitative interviews, respondents were able to explain this
further by bringing in the key aspects of culture and male involvement. Some had this to say:

“Most often victims of fistula live a life of rejection, are looked at as outcasts. Once a girl
or woman suffers from fistula, her once loving husband, friends and relatives all abandon
her due to the intolerable circumstances. The majority still do not understand what fistula
is and its causes. Some think it is witchcraft, others think it is a curse, while there are those
who think fistula is simply a woman’s problem. As such once a woman or girl due to one
reason or another becomes a victim, automatically she is rejected, abused. Our culture
believes in male dominance. In cases of sexuality our culture believe men can have sex
whenever they want and that women must always be submissive. Some fistula survivors
therefore have had their husbands force them into sex, even before they have fully healed,
making the victims conditions to worsen”, a key informant | interviewed explained during
the study.

This literally means that there is not enough counseling support provided to the women, coupled
with the lack of male involvement in addressing the effects of fistula on women. This is clearly
seen in survivors of fistula not having stable families. The effect of this on study dependent
variable (DV) is that, weak counseling support and poor involvement of men as partners leads to

poor or bad social and economic well-being of women. Vice versa.

On whether survivors had right to their household property (Mean=1.92, Std Dev =1.317).on
average majority of them disagreed with the statement, implying that they did not have right to
their household property. On whether the views of fistula survivors were respected in their families

(Mean=2.28, Std Dev =1.301). Still respondents disagreed, implying that, there was no respect of
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views of fistula survivors in their families. On whether fistula survivors were members of village
social network (Mean=2.11, Std Dev =.979). On average majority of them disagreed, implying
that they were either not allowed to participate or were excluded because of their health conditions.
This finding means that, rejection, denial, deprivation, stigma and isolation were as evident as
revealed by the women’s responses and this has a gross negative effect on their social economic
well-being already. However, this situation can be reversed especially other factors such as male
involvement, and involvement of cultural and opinion leaders to look in to issues of culture
inflicting on health, economic and social rights of women. Once this is achieved, women’s social
and economic well-being is expected to improve. Meaning that other than focusing efforts on
social reintegration intervention dimensions of counseling support, skills and social empowerment
alone, other factors such as involving men and cultural leaders should be considered seriously so
as to ensure better social economic well-being for women and girls.

During the qualitative interviews, one participant had this to say:

“Fistula victims need medical treatment for the physical ailments; they need protection
from fistula recurrence and should live a normal life like any other women or girls”, A

senior fistula surgeon explained.

On whether the survivors of fistula participated in all community meetings (Mean=1.81 Std Dev
=1.117). On average majority of them strongly disagreed, implying that they did not participate.
On whether women with fistula related well with their husbands (Mean=1.75 Std Dev =1.273).
Still on average majority of them strongly disagreed. This means that women with fistula did not
have good relationship with their husbands. On whether survivors of fistula had never thought of

suicide because of fistula (Mean=1.78 Std Dev =1.124). Majority of the respondent on average
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disagreed with the statement. This means that sometimes, these victims think of committing
suicide, as seen in Appendix 13 of study report-women talk about their experiences.
One Consultant obstetrician/gynecologist/fistula surgeon during the qualitative interviews with
the researcher had this to say:
“Repair of fistula and involvement of partner and relatives are crucial among other key
factors that may affect the physical, social and economic wellbeing of fistula victims .
During qualitative interviews with affected women, the following were narrated:

“I was a happy woman before getting this problem of leaking urine (fistula) but
now | feel my life has been so much affected that for 11 years now. I can no longer
attend community meetings, church, funeral and any type of gathering despite
social empowerment sessions attended during the two weeks center based training
organized by TERREWODE. | feel uneasy smelling (referring to foul smell) in
public. It can be humiliating and shameful. Often I felt like committing suicide given
the level of isolation, stigma, discrimination and homelessness”, (29 year old
woman who has symptoms of incurable fistula).

On the contrary, while interviewing community volunteers, another woman was quoted as saying:

“When voices of the affected women matter, they sing, they dance; they ululate,
attracting a large gathering of villagers-men, women and children. These are
members of Amorican Women Fistula Solidarity Group village troupe in Mukura
Sub-county, Teso sub-region. Initially, the women troupe did not have male
members. But now the lead vocalist s a male in this all-gender inclusive group. Men
are a major target —group to end fistula”.

All the above findings indicate clearly how crucial it is to support women with fistula and also

involve men in this support so as to ensure better well-being for women and girls affected by
fistula. This further means that, where counseling support, skills and social empowerment s weak,
social economic well-being of women is negatively affected.

On whether, friends of fistula survivors respect her bravery of living with fistula (Mean=4.72 Std

Dev =1.323). On average majority of respondents agreed with the statement. On whether some
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victims of fistula were a living example of, a fistula survivor (Mean=2.25, Std Dev =1.052). On
average majority of the respondents disagreed. This means that, there are many people as example
in Soroti district with fistula. Generally, the emotional well-being of victims of fistula is not good
as many of them wish to even commit suicide because of social exclusion, that demand for
immediate medical attention in terms of improved and successful surgeries and effective social re-
integration intervention especially where victims have registered failing surgeries and have to cope

with the condition for the rest of their life.

Economic wellbeing

Economic well-being was another measure of well-being of women and girls with fistula. The
questions on the same were asked and their response is as shown below. On whether the victims
of fistula had reliable source of business income (Mean=1.78, Std Dev =1.124). Majority of them
disagreed with the statement. Analysis of qualitative data revealed that, this occurrence was
majorly due to inadequate skills empowerment, lack of startup capital and land so as to engage in
income generating activities such as farming, hence resulting in to vicious circle of poverty.

you cannot train people for a period of two weeks and expect them to understand and gain
skills in important areas like human rights, hygiene, sanitation and economic skills, these
all needed a lot of time for a woman to be able to have good knowledge and skills for better
social, economic well-being’’, (4 33 year old fistula survivor and beneficiary of social
reintegration services).

On whether the victims of fistula were members of women saving group (Mean=1.58, Std Dev
=1.273). Majority of them disagreed on average. Meaning that few fistula victims were members
of the women saving group. On whether the victims were self-reliant (Mean=1.83, Std Dev =.971).
Results from the field indicate that, on average respondent disagreed, implying that victims were

not self-reliant.
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During qualitative interview with key informants-District official from Soroti Community
Development Office, the following was explained:

Culturally women do not own property, sometimes they even have no control over the
proceeds from sales, so even where some fistula survivors have had skills training and are
engaging in income generating activities, they have no control over their incomes and
therefore they continue to be socially dissmpowered

On whether, the fistula victims had at least two sources of income (Mean=2.19, Std Dev =1.411).
Majority of them on average disagreed, meaning that the victims had limited sources of income.
On whether the victims of fistula decided on when to spend their income on their own (Mean=2.22,
Std Dev =1.072). Majority of the respondents disagreed, implying that some other people decided
on them and on whether victims of fistula supported other women with soft loans (Mean=1.61, Std
Dev =1.128). Majority of them disagreed, meaning that the victims did not have enough income.
Generally it can be concluded that, the economic well-being of victims of fistula is bad as they
don’t have reliable sources of income, they are not incorporates in village savings groups, and

many of them do not have a say on their own income.

Physical well being

Physical well-being was also studied under general well-being of women and girls with fistula and
the results presented under relate to the same. The response on whether, the victims thought their
health situation had improved (Mean=1.92, Std Dev =1.402). On average majority of them
disagreed with the statement. This implied that victims of fistula have not at any single time
believed in improved health. On whether, the victims felt physically fit to take care of themselves

(Mean=2.42, Std Dev =1.228). Majority of them disagreed with the statement, implying that their
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physical well-being was compromised by the fistula and on whether, victims were physically fit
to defend themselves, rights (Mean=3.83, Std Dev =1.384). Majority of the respondents agreed.
Another respondent was quoted as saying:

“The reproductive roles assigned to women by the society negatively affects the physical
wellbeing of a woman or girl. Whether fistula victims or not women must fend for their
families to sustain their survival. Hence the routine and repetitive chores such as fetching
water, collecting firewood, cooking, taking care of their children remains a woman’s roles.
This leaves a fistula victim not only physically drained but also emotionally tormented”,
(Soroti district Senior Community Development Officer).

Generally the physical well-being of women and girls with fistula is demanding as their health is
bad, as also their physical well-being was compromised by fistula. Therefore, much more effort

needs to be done to improve their general physical well-being.

4.5 Inferential Analysis
Under inferential analysis two inferential statistical variables are used that is Pearson’s Correlation

Coefficients to establish the relationship between variable and regression analysis to test the

influence of one variable on the other. Under this objective by objective interpretation is done.

45.1 Pearson Correlation Analysis
As the objectives are states in a relationship manner, it was paramount for the study to compute

the Pearson Correlation coefficients of the independent variables and dependent variables in order
to establish the relationship between variables.

Table 12: Showing Correlation Coefficients of Variables
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Skills Social Well
Counseling | empowerment | Empowerment| being

Counseling Pearson
. 1
Correlation
Sig. (2-tailed)
N 36
Skills Empowerment [Pearson 932 1

Correlation
Sig. (2-tailed) 000

N 36 36
Social Empowerment |Pearson 873 834 1
Correlation ' '
Sig. (2-tailed) 000 000
N 36 36 36
Well Being Pearson
Correlation .940 .887 .847 1
Sig. (2-tailed) | 55 000 000
N 36 36 36 36

Source: Primary Data

From the Table 12 above it has been indicated that the correlation coefficient between counseling
and wellbeing of women and girls with fistula is 0.940. This means that there is a strong positive
relationship between counseling and wellbeing of women and girls with fistula. This implies that
anything affecting counseling greatly impacts on wellbeing of women and girls with fistula.

The results also indicate that the relationship between skills empowerment and wellbeing of
women and girls with fistula is 0.887. This also means that there is a strong positive relationship
between skills empowerment and wellbeing of women and girls with fistula. The table also

indicates that the relationship between social empowerment and wellbeing of women and girls
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with fistula is 0.847. This means that there is a strong positive relationship between social

empowerment and wellbeing of women and girls with fistula disease.

45.2 Regression

Table 13: Showing model Summary, Anova and regression Coefficients of Variables

Model summary

Std. Error  |Change Statistics
R Adjusted R |of the R Square |F Sig. F
Model|R Square |Square Estimate  |Change Change |dfl df2 Change
1 .942a |.888 877 16330 .888 84.150 |3 32 .000
a. Predictors: (Constant), social empowerment , Skills empowerment, Counseling
ANOVAD

Model Sum of Squares  |Df Mean Square F Sig.
1 Regression 6.732 3 2.244 84.150 .000a

Residual .853 32 027

Total 7.585 35
a. Predictors: (Constant), social empowerment , Skills empowerment, Counseling
b. Dependent Variable: Well being

Coefficient
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Unstandardized Coefficients

Standardized

Coefficients

Model B Std. Error Beta Sig.

1 (Constant) 494 107 4.612 .000
Counseling .687 161 .796 4.253 .000
Skills empowerment .049 138 .059 .358 723
Social empowerment .069 .082 103 .838 408

a. Dependent Variable: Well being

Source: Primary Data

From the model summary table above it is indicated that, Adjusted R Square = 0.877 between
social re-integration programs and well-being of women and girls with fistula in Soroti district,
suggesting that social re-integration alone predicted 87.7% variance in well-being of women and
girls with fistula in Soroti district whereas other factors predicted . This means other factors

predicted 12.3%. The R2 of 0.877 t of 4.612 and the significance of 0.000 suggests that social re-

integration is a strong predictor of well-being of women and girls with fistula in Soroti district.

This implies that in order to improve well-being of women and girls with fistula in Soroti district,

in terms of emotional economic and physical well-being more emphasis need to be done on social

re-integration programs.
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CHAPTER FIVE

SUMMARY, DISCUSSION, CONCLUSIONS AND RECOMMENDATIONS

5.1 Introduction

The research sought to examine the relationship between Social reintegration and Well-being of
women and girls affected by fistula in Soroti District in Uganda.

This chapter presents the, discussion of findings, conclusions drawn from the findings and the
recommendations. This is done according to the research objectives which were; to examine the
relationship between Counseling support and Socio-economic wellbeing of the women and girls
affected by Fistula in Soroti District in Uganda, to investigate the relationship between skill
empowerment support and socio-economic wellbeing of the women and girls affected by Fistula
in Soroti District in Uganda and to explore the relationship between social empowerment and

socio-economic wellbeing of women and girls affected by fistula in Soroti District in Uganda.

5.2 Summary of the findings
Summarized result per Person Correlation shows that there is a positive and significant
relationship between the components of Social reintegration and Well-being of women and
girls affected by fistula in Soroti District, Uganda. This implies that improvement in the
components of social re-integration (counseling support, skills and social empowerment)
greatly has a positive effect on the Well-being of women and girls affected by fistula and vice

Versa.

The findings on each objective are each discussed and interpreted in the next sub-section.
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The empirical result by and large rejects the proposition of the study that there is no significant
relationship between social reintegration and wellbeing of women and girls affected by fistula.
It can therefore be summarized that setting a stronger dimension of social reintegration
significantly influences better quality of life (improved well-being).The implication of the
above findings to the social support theory and community empowerment theory can be

explained as follows;

While most of the findings in this study were of positive significance, this could be explained
by earlier findings from Solomon, 1976; Rappoport, 1985; Israel etal, 1994, Imelet.al. (2008)
and other scholars who argued using the two mentioned theories to suggest that power and
control, efficacy and social justice in changing the lives and environment of women
communities was critical and well-being as a state of being happy, healthy or successful must
be achieved for the women. The researcher strongly sees clear evidence for the great need for
Government and all its development partners to join hands and come up with stronger policies
and strategies that will strengthen provision of social reintegration services to the women and
girls affected by fistula so as to improve on their well-being. Resources allocation to the fistula
social reintegration intervention and replication of good practices such as one by
TERREWODE in Soroti district should benefit other districts in Uganda as a matter of program
scale up. The Ministry of Health which is a line ministry should have strong collaboration with
Partner NGOs and all other stake holders so as to ensure effective policy, strategies adherence
and implementation. Also to follow closely on Government commitments towards
improvement of Maternal, neonatal, and adolescent health in order to eliminate fistula in

Uganda.
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5.3  Discussion of findings

This section is sub divided in to three sub sections. The first sub section discusses the relationship
between Counseling support and Socio-economic well-being. The second sub section discusses
the relationship between skills empowerment and the socio-economic well-being. The third sub

section discusses the relationship between social empowerment and socio-economic well-being.

5.3.1 The relationship between counseling support and socio-economic wellbeing;

Findings from quantitative analysis reveals a strong positive correlations (r=0.940). Similar
finding was also recorded in the qualitative results. This finding is consistent with earlier results
from Obed Kabanda (2010) who had argued that women’s social experiences are positively sewed.
However, this finding was disagreed by Marrakech (2010) who argued that in some women
psychological dysfunction continues despite fistula repair because their reintegration experiences
may be impacted negatively, secondary to the degree of isolation and stigmatization experienced
while living with Fistula. The researcher however does not agree completely with this finding
given the fact that, such chronic cases of isolation and stigmatization can easily be dealt with
especially where counseling support strategies, methods are improved and this is seen to positively

affect well-being of women with fistula.

5.3.2 The relationship between skill empowerment support and socio-economic well-being
Majority of women and girls affected by fistula (survivors) from the study findings were seen not
to have income generating activities in Soroti district, despite two weeks center based training and
field based support by TERREWODE. Quite number of reasons could explain women’s lack of
involvement in income generating activities ranching from, the short duration of training (two
weeks only), kind of training environment in terms of limited space, survivors bear with congestion

and heated room that limits concentration and understanding, language barrier, low level of
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education,/level of illiteracy, some women given their low level of education take long to
understand and gain skills, landlessness due to separation or divorce limits women who want to
engage in commercial farming, lack of male involvement (the women are not supported by their
male counter parts). Another reason for lack of income generating activities is the lack of startup
capital. Most fistula survivors suffer from lack of seed money to start an income generating activity
and this seems to be a critical reason among the so many reasons advanced. However, Tones and
Tilfor; 2001 in their empowerment theory emphasized the great need for empowering communities

and ensure remedy to inequalities to achieve better fairer distribution of available resources.

The fistula victims felt they had no special arrangement by either development partners or
Government in supporting their business. They agreed to the fact that Government has put in place
various programmes like CDD (Community Driven Development) programme which is meant to
target women and girls of all status and the Youth Livelihood project (YLP) which targets youth
(18 — 30 years). But fistula survivors continue to be marginalized as such do not benefit from these
programmes. They are looked at as social out casts, sick women who can no longer be useful to
the society. This implies that there is still limited support from Government and NGOs towards

rehabilitation and re-orientation of fistula survivors in Soroti district.

Mentoring and couching of fistula survivors on self-help businesses was found to be lacking.
Meaning for the few survivors who have benefited from mentorship and couching to do business,
majority either forget the little knowledge and skill they got from the training or they simply lack
startup capital to practice what they have learned. They women therefore cannot couch or mentor
other women since they themselves lack the ability to do so. This confirms the empowerment

theory that was used to support this study and it states that, empowerment, in its most general
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sense, refers to the ability of people to gain understanding and control over personal, social,
economic and political forces in order to take action to improve their life situations (Israel et al.,
1994). The lack of income generating activities exposes the women to yet another level of poverty
whereby they cannot afford basic needs such as food, health and shelter since they have no reliable
source of income. This comes down to (Kabanda Obed, 2010), who said that women have no
income they can control on their own and so cannot even afford the added costs to their health

condition and other basic needs.

The findings also indicated that the relationship between skills empowerment and well-being of
women and girls with fistula is 0.887. Implying that there is a strong positive relationship between
skills empowerment and well-being of women and girls with fistula. Meaning if women are given
the right knowledge and skills and they have capital to start businesses whereby they are able to
generate, save, and have a reliable source of income so as to afford basic needs such as food,
shelter and health. They are able to take independent financial decisions as they are self-reliant
and able to support other women with Loans through the savings and credit schemes. They are
respected and able to decide at house hold level. Their social, economic and physical well-being
generally improves and the opposite is true where they women lack skills and knowledge and

cannot have income to afford basic needs in life.

5.3.3 The relationship between social empowerment and socio-economic wellbeing
The table 12 in chapter 4 clearly indicates that the relationship between social empowerment and
wellbeing of women r=0.847. This means that there is a strong positive relationship between social

empowerment and wellbeing of women and girls with fistula.
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Women and girls felt training on human rights, hygiene and sanitation were inadequate and this
was mostly attributed to the lack of time. Meaning there needs to be adequate time given for
women and girls to be able to understand issues related to their human rights, hygiene and
sanitation. The researcher tended to agree with reproductive and economic rights of individuals as
emphasized by ICPD program of action and human rights, 1994. The common argument here is
that, issues of rights should never be taken lightly. People need to be empowered and given proper
understanding of their full health economic, social and political rights for the betterment of one’s

well-being.

Women and girls become advocates in the fight against fistula as seen clearly in the findings of
the study. Quite number fistula survivors are much more willing to end fistula occurrence. But
most times due to the limited time for training (only two weeks), they women find themselves
handicapped especially on what to say and how to say it during advocacy and awareness raising

on fistula and other maternal health, human rights, and public health issues.

Majority of the fistula survivors are still not able to support one another in way of having a sister
friend. This seem more due to the fact that, time spent at the training center is not enough to know
a person much more in detail so as to develop trust. Besides, the women are widely spread across
the country and needed more opportunities to meet often in order to pair up easily. This means
dependent variable is negatively affected when women do not get support from one another. But
where women are supported to be able to support one another, their social well-being is expected
to improve. Women are unable to take up leadership positions and even engage with public

institutions for support, let alone failing to negotiate with husbands on family issues. The
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researcher does believe that much as the women may not have adequate social empowerment, the
cultural mind sets, stereo types about the fact that a woman’s role stops at child birth and the
kitchen, therefore women can never be leaders, cannot engage with public institutions, policy
makers and worse still not allowed to negotiate with husband or even take decision on family
issues at house hold level, also because in most times men have been seen in the lead nearly in all
levels, women have tended to think that they (men) must always be the ones to lead since they are
used to it that way. Women have been made to believe they cannot be good leaders. These among
other factors contribute highly to women’s limited participation in leadership, and engaging with
husband, and public institutions. There is also this “’feeling’’ in women that how can a woman like
us lead, they have tended to support men leaders more than women leaders. This comes down to
(Cohen and Swim, 1995: Melamed, 1996; Witkowski and Leicht, 1995), who said that early

socialization determines the jobs women and men consider socially acceptable.

5.4  Conclusions

(1) The relationship between Counseling support and Socio-economic wellbeing of the women and
girls affected by Fistula in Soroti District in Uganda.

The study found a significant strong positive correlation between Counseling and well-being of
women (r=0.940.) Similar results were also found in qualitative and documentary review. The
study therefore concludes that counseling support results into greater well-being of women and
girls affected by fistula. However, despite efforts made by TERREWODE, Government of Uganda
and it’s development partners such as UNFPA, AMREF, ENGENDERHEALTH and WHO, to
ensure provision of treatment and social reintegration to women and girls affected by fistula,

Counseling support of women and girls with fistula within Soroti District is inadequate and this
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makes counseling as a component of social reintegration lacking among women and girls with
Fistula. This partially explains why the social/emotional well-being of women and girls affected
by fistula is not good as clearly seen in number of divorce cases, failure by women to take decision
at house hold level, failure to associate with family members and community at large as revealed
by study findings and discussed by researcher. It is concluded that, the ultimate strategy for dealing
with the psycho-social impact of fistula is to reduce occurrence of obstetric fistulas and continual
concerted efforts by government and its development partners to provide adequate counseling
support to the affected women will have a great positive impact on the well-being of the women

and girls affected by fistula.

(if)Relationship between skill empowerment support and socio-economic well-being of the women
and girls affected by Fistula in Soroti District in Uganda.

The relationship between skills empowerment and well-being of women and girls with fistula was
r=0.887. Therefore there is a strong positive relationship between skills empowerment and well-
being of women and girls affected by fistula. The skills empowerment support as a component of
social re-integration of women and girls with fistula in Soroti District is still lacking as seen in
study findings, majority of women and girls affected by fistula can still not engage in income
generation activities, lack financial independence, can’t afford basic needs. This study therefore,
concludes that improvement in skills empowerment support does have a positive effect on the
well-being of women and girls with fistula, this component of social re-integration needs to be

emphasized.
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(iif)Relationship between social empowerment and socio-economic well-being of women and girls
affected by fistula in Soroti District in Uganda.

The study found a strong positive relationship between social empowerment and well-being of
women (0.847). There is a general lack of social empowerment support among women and girls
affected by fistula and this could partly explain the well-being of the affected women and girls in
Soroti District. The wellbeing of women and girls affected by fistula is generally bad. The
emotional wellbeing of victims of fistula is not good as many of them wish to even commit suicide
because of social exclusion, that demand for effective social re-integration programs. The
economic wellbeing of victims of fistula is bad as they don’t have reliable sources of income, they
are not incorporates in village savings groups, and many of them do not have a say on their own
income. The physical wellbeing of women and girl with fistula is demanding as their health is bad,
as also their physical well-being was compromised by fistula. Therefore, much more effort needs
to be made to improve their general physical wellbeing. In conclusion, there is a general lack of
social empowerment among women and girls with fistula, low involvement by public institutions,
low involvement by male partners and this could partly explain the poor well-being of women with
fistula in Soroti District. The implication of this to government and all its development partners is
that, when they have appropriate policy, strategies and promising innovations in place to provide
social empowerment, they will achieve better social, economic and physical well-being for women

and girls affected by fistula.

55 Recommendations

Basing on the above conclusions the researcher makes the following recommendations:-
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(1)) The relationship between Counseling support and Socio-economic wellbeing of the women
and girls affected by Fistula in Soroti District in Uganda.

Based on the study findings, there is the need for Government to allocate resources to NGOs
undertaking social reintegration so as to improve on methods used to counsel fistula survivors and
duration taken to counsel women needs to improve as well. For example two weeks is never
enough to asses if a woman was emotionally okey and could be in position to counsel other women,

therefore, increase on the number of weeks from two to at most 4 weeks is recommended.

Our cultural believe in male dominance. In cases of sexuality our culture believes men can have
sex whenever they want and that women must always be submissive. Some fistula survivors
therefore have had their husbands force them into sex, even before they have fully healed,
making the victims conditions to worsen. Most often men think fistula is a women’s issue and
are less concerned. Men should be brought on board, because fistula victims need their support,
love and care and understanding. Male involvements therefore very crucial. Men can be made
change agents especially those whose wives are affected by fistula. Up holding and replicating
TERREWODE’s Music Dance and Drama for healing therapy and easy socialization,

reintegrating with community is recommended.

(if): Relationship between skill empowerment support and socio-economic well-being of the
women and girls affected by Fistula in Soroti District in Uganda.
Government needs to come up with clear and favoring economic policies and increase on funds

allocation to the private sector.

There is great need to review training curriculum and increase on duration taken to train fistula

survivors so as to impart economic and life skills in them and make them relevant to the society.
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With quality skills empowerment women should be able to engage in income generating activities
and take independent financial decisions, become active members of savings and credit schemes,
and be capable of taking good care of themselves, their family and contribute to the development

activities of the Nation.

Culturally women do not own property, sometimes they even have no control over the proceeds
from sales, so even where some fistula survivors have had skills training and are engaging in
income generating activities, they have no control over their incomes and therefore they continue
to be socially and economically disempowered. Hence the urgent need of male involvement and
involvement of community leaders, cultural and religious leaders so as to improve on cultural

settings and believes.

Concerted effort by Government, all development partners and other key stake holders is highly
recommended if women and girls affected by fistula are supported to regain their dignity, empower
them to attain financial independence so as to contribute to their well-being and that of their
families. Also to be able to positively contribute towards Governments development efforts. For
example, a fistula survivor who is well empowered socially, economically, and physically will be

able to pay taxes and improve other people’s lives as well.

(ii)Relationship between social empowerment and socio-economic well-being of women and girls
affected by fistula in Soroti District in Uganda.

There is an urgent need for improvement in the social reintegration component of social
empowerment by Government, all development partners, public institutions, and all other key
stake holders. The women need to have space created for them to be able to voice their issues for

action so as to improve on their well-being. Developing, and setting clear structures to implement
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social policies so as to support women are key. Therefore, provision of platforms so as to listen to
women issues in order to review or establish policies become crucial.

Male involvement and improvement in cultural believes is recommended so as to have women
emerge as leaders, take decisions, negotiate freely with husbands over family issues/assets, join
community meetings instead of culturally believing their role stops at the kitchen and child

bearing.

Lastly, TERREWODE’s holistic fistula approach and successful social reintegration model needs
to be replicated in other parts of Uganda and number of countries globally. Therefore the great
need for a Capacity Building Strategy in Social reintegration so as to support other partners is

necessary.

5.6  Limitations of the Study

The main limitation of this was; the study only focused on Soroti District as case study district
(unit of analysis) as such, there may be no knowledge of effect of social reintegration on well-
being of fistula women in other districts. This limitation leads to the need for future research which
will investigate the relationship between social reintegration and well-being of women and girls
affected by fistula in other districts of Uganda especially where social reintegration services are

being provided so far.

5.7 Contribution of the study

As seen in the definition of social reintegration and well-being of women and girls affected by

fistula. It has not been easy to clearly define the relationship between social reintegration and well-
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being. However, the major contribution of this study is that there is a significant and positive
relationship between social re-integration and wellbeing of affected women. This contributes to
better understanding by development partners and all other key stake holders of the existing
relationship between the two variables, in order to step up social reintegration intervention so as

to improve on the physical, social and economic well-being of women and girls affected by fistula.

Secondly, the study provides empirical evidence for policy makers in higher Government positions
to understand the Well-being complexities and challenges brought by lack of Social reintegration
intervention. Consequently they can come up with better policies, strategies so as to improve on
critical components of social reintegration like counseling support, skills empowerment and social

empowerment. Not forgetting intervening factors such as Male involvement, and cultural reforms.

Finally, the study adds to the board of existing knowledge and creates room for further research in

the area of social reintegration of survivors of fistula in Uganda and globally.

5.8  Areas for further study
Having examined the relationship between social reintegration and well-being of women and girls
affected by fistula in Soroti District in Uganda, the researcher (principal examiner/investigator)

suggests the following areas for further research:

1. Factors affecting social reintegration intervention for women and girls affected by fistula
in Uganda.
2. Socio-economic re-integration needs for women and girls with incurable fistula in

regaining their dignity in Uganda.
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3. Factors affecting resources allocation to obstetric fistula treatment and reintegration

intervention in Uganda.

Further studies can also be conducted on the same or related topic but rather with a larger sample
size from all districts in Teso sub-region, Eastern Uganda and other parts of Uganda where social
reintegration services are rendered to women and girls affected by fistula. The issue of fistula

causing divorce is yet another interesting area of study.
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APPENDIX 1: QUESTIONNAIRE FOR RESPONDENTS

Survey questionnaire for women and girls with fistula

Social Re-Integration and well-being of women and girls affected by fistula in Uganda. A
case study of Soroti district

Dear respondents,

I am Lillian Awizia, a master’s degree student from Uganda Management Institute undertaking
the above study. I request you to kindly fill in this questionnaire using the guideline below. Your
responses will be treated with utmost confidentiality.

SECTION A: BACKGROUND INFORMATION

Please tick one option regarding your background.

ALl. Your current marital status: 1. Married [_1 2. Divorced [ |

A2. Agerange: 1.16-25 [12.26-30 [3.31andabove [ ]

A3. Current Occupation_JA. Student [_1B. Business women C. Farmer [_ID. Civil servant[_]
E. Number of children [_] none of the above ]

A4. Mode of social reintegration program attended:

1. Center Based.
2. Field Based

3. Both

Ininl

Ab5. Education level:
1. None

2.Primary

J 00

3. Secondary
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4. Tertiary ]

AG6. Cause of the fistula:

1. Delayed labor [ ]
[ ]
2. Poor access to Health facility ]

3. Other factors

A7. Years lived with fistula:

1. 1-3 years

2. 4-7 years [ ]

3. 8 and above

i

SECTION B: Social Reintegration

For each statement below, please tick one alternative that corresponds with your opinion. Use the

following scale: 1=strongly disagree (SD), 2=Disagree (D), 3=Undecided (UD), 4=Agree (A),

5=strongly agree (SA).

No Counseling SD |D |UD|A |SA
B.1 | I have received community health education counseling services 1 2 |3 4 |5
B.2 | Methods used in health education counseling services are effective 1 2 |3 4 |5
B.3 | I recommend reproductive health counseling to all women 1 2 |3 4 |5
B.4 | I recommend health education counseling for all girls in school 1 2 |3 4 |5
B.5 | I understood my reproductive rights after counseling 1 2 |3 4 |5
B.6 |1 am able to counsel other women on family planning 1 2 |3 4 |5
B.7 | Family planning counseling is an effective tool against fistula 1 |12 |3 4 |5
B.8 | Family planning counseling gave me choice 1 2 |3 4 |5
B.9 | Group engagement counseling has been given to us 1 2 |3 4 |5
B.10 | Group counseling is more insightful 1 2 |3 4 |5
B.11 | We took joint action after group counseling 1 |12 |3 4 |5
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B.12 | | benefited from additional individual counseling 1 2 |3 4 5
B13 | I avoided risks of complications after individual counseling
Skill Empowerment SD|D|UD| A | SA
B.14 | | started an income generating activity after fistula 1 2 |3 4 15
B.15 | | benefited from government support for starting my business 1 2 |3 4 |5
B.16 | I benefited from NGOs for the start of my business 1 2 |3 4 |5
B.17 | I value standards in branch campuses just like in main campus 1 |12 |3 4 |5
B.18 | I have been trained to do a self-help business 1 2 |3 4 |5
B.19 | | have been mentored to do business after fistula 1 |12 |3 4 |5
B.20 | | have been coached on skills for successful living 1 2 |3 4 1|5
B.21 | I am capable of coaching other women with skills 1 2 |3 4 |5
Social Empowerment SD|D|UD| A | SA
B.22 | I have been trained on human rights 1 2 |3 |4 |5
B.23 | | have been trained on hygiene needs in fistula management 1 2 |3 |4 |5
B.24 | | have been trained on sanitation needs in fistula management 1 2 |3 |4 |5
B.25 | I am an advocate for end fistula campaign 1 2 |3 |4 |5
B.26 | | am a sister friend to other fistula survivors 1 2 |3 |4 |5
B.27 | | am capable of engaging public institutions for support 1 2 |3 |4 |5
B.28 | | am capable of leading other women with fistula 1 |2 (3 |4 |5
B.29 | I am capable to negotiate with my husband on all family issues 1 2 |3 |4 |5
B.30 | I am not afraid to be called a women living with fistula 1 |2 (3 |4 |5
SECTION C: WELL BEING OF WOMEN AND GIRLS WITH FISTULA.
Please tick one score that accurately reflects your opinion on your wellbeing in the community
institution. Use the Scale of; 1=strongly disagree (SD), 2=Disagree (D) 3=Undecided (UD),
4=Agree (A), 5=strongly agree (SA).
No Emotional Wellbeing SD|D |U |A |SA
C.1. | I have a stable family 1 |2 (3 |4 |5
C.2 | I have arightin my household property 1 2 3 4 |5
C.3 | My views are respected in my family 1 (2 |3 |4 |5
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C.4 | | ama member of the village social network 1 (2 |3 |4 |5
C.5 | I participate in all community meetings 1 |2 (3 |4 |5
C.6 | I am relating well with my husband 1 |2 (3 |4 |5
C.7 | I have never thought of suicide because of fistula 1 |2 (3 |4 |5
C.8 | My friends respects my bravery of living with fistula
C.9 | I ama living example of a fistula survivor

Economic Wellbeing SD| D|U| A |SA
C.10 | I have a reliable source of business income 1 (2 |3 |4 |5
C.11 | I am a member of women saving group 1 /2 |3 |4 |5
C.12 | I am self-reliant 1 |2 (3 |4 |5
C.13 | I have at least two sources of income 1 |2 (3 |4 |5
C.14 | | decide on when to spend my income on my own 1 /2 |3 |4 |5
C.12 | I have supported other women with soft loans 1 |2 (3 |4 |5

Physical Wellbeing SD| D|U| A |SA
C.15 | I think my health situation has improved 1 |2 |3 |4 |5
C.16 | | am physically fit to take care of my self 1 |2 (3 |4 |5
C.17 | 1 am physically fit to defend my rights 1 |2 (3 |4 |5

THANK YOU VERY MUCHFOR YOUR TIME.
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APPENDIX 2: INTERVIEW GUIDE FOR KEY INFORMANTS
e Board Members

e Management Staff
1. What is your comment on the relationship between social re-integration one key intervention
undertaken by TERREWODE (psychosocial support, skill empowerment & social empowerment
dimension) in relation to physical, social and economic wellbeing of women and girls affected by
Fistula in Soroti district?
2. Why do you think the relationship is as you have described?
3. What are some of the factors that may affect the physical, social and economic wellbeing of
fistula victims other than skills empowerment, social empowerment and psychosocial support?
4. What independent comment can you give on male involvement as one of the factors affecting
physical, social and economic wellbeing of women and girls affected by fistula?
5. Briefly state TERREWODE’s thematic areas. What in your opinion should change about
TERREWODE's social re-integration intervention in order to improve on social and economic

wellbeing of women and girls affected by Fistula?

6. What obstacles do exist in TERREWODE s efforts to rehabilitate and re-integrate women?

7. Briefly state the importance of TERREWODE’s unique OFAAN strategy. Why are solidarity
groups and other social networks important to Fistula survivors?

8. Do you see any impact of TERREWODE’s social re-integration intervention in Soroti District?
(Briefly explain)

9. What should change/improve if impact is not much?
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10. What is your independent comment on Funding of TERREWODE’s Fistula Programme
especially the Re-integration component? Is there sufficient funding? What should change?

(Briefly explain)

Fistula Surgeons

1. How would you explain wellbeing of Fistula woman in Medical terms and how would you link
it to Social re-integration?
2. What is your comment on the relationship between social re-integration and socio-economic
wellbeing of women and girls affected by Fistula in Soroti district?
3. Why do you think the relationship is as you have described?
4. What are some of the factors that may affect the physical, social and economic wellbeing of
fistula victims other than skills empowerment, social empowerment and psychosocial support?
5. What independent comment can you give on male involvement as one of the factors affecting
physical, social and economic wellbeing of women and girls affected by fistula?
6. Do you see any impact of TERREWODE s social re-integration intervention in Soroti District?
(Briefly explain)

District Officials
Name, Title, Number of years as a civil servant or politician, Gender, Date
1. What is your comment on the relationship between social re-integration socio-economic
wellbeing of women and girls affected by Fistula in Soroti district?
2. Why do you think the relationship is as you have described?
3. What are some of the factors that may affect the physical, social and economic wellbeing of

fistula victims other than skills empowerment, social empowerment and psychosocial support?
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4. What independent comment can you give on male involvement as one of the factors affecting
physical, social and economic wellbeing of women and girls affected by fistula?

5. What in your opinion should change/improve about TERREWODE’s social re-integration
intervention in order to improve on social and economic wellbeing of women and girls affected by
Fistula?

6. Briefly comment on any Government service provision that is intended to complement
TERREWODE’s Social Re-integration Intervention efforts towards the physical, social and
economic wellbeing of women of girls affected by Fistula.

TERREWODE volunteers

Current Designation/Location, Number of years of service as a Volunteer OFAAN

Member...NO/YES, Gender, Survivor... NO/YES, Date, Time

1. What is your comment on the relationship between social re-integration and social economic

wellbeing of women and girls affected by Fistula in Soroti district? Not forgetting to highlight

on TERREWODE’s unique OFAAN Strategy.

2. Why do you think the relationship is as you have described?

3. What are some of the factors that may affect the social and economic wellbeing of fistula
victims other than psychosocial support, skill and social empowerment?

4. What independent comment can you give on male involvement as one of the factors
affecting social and economic wellbeing of women and girls affected by fistula?

5. Give a comment on your field experience in terms of social networks/groups/relationships,
respect at house hold level among relatives, self-esteem and house hold decision making.
In other words, how do you assess the level of social wellbeing of the women and girls

affected by Fistula?
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6.

10.

What is your comment on economic wellbeing of the affected women and girls in terms of
level of incomes, investment opportunities/startup capital, involvement in income
generating activities (IGAS), diversified source of income and decision on expenditure,
ownership of land and property?

(i) In your own opinion based on your field experience to date, what do you think can best
be done to support the women better in order to improve on the level of their economic
wellbeing?

(if) How in your own opinion, can social wellbeing of the women and girls affected by
Fistula be improved?

In your opinion has field based training and psychosocial supports have anything to do
with social and economic wellbeing of women and girls affected by Fistula?

(Please explain)

Give a general comment on counseling methods and appropriateness of counseling. Any
comment on how the applied counseling methods can be improved?

In your opinion, do trainees retain and apply knowledge and skills attained during and after
training? (What shows).

If not what could be the reason?

The end

Thank you very much
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APPENDIX 3: Documentary checklist

Particulars of documents

Themes/ information to

have been collected

Comment

Annual reports

-Performance of SR activities
-Number of beneficiaries
(Fistula Survivors)

-SR areas of achievement &
challenges

-Status of the women
supported

-Funding level for fistula

Document availed for review

Field activity reports

-No of women reconnected
with families & communities
-No of women in to income
generating activities
-Success stories

-Male involvement
-Leadership by women
-Challenges faced by
beneficiaries

Document availed for review

Case Studies

-Success stories
-Survivors well-being status
-Challenges

Document availed

News articles

-Case studies

-Success stories
-TERREWODE'’s efforts
-Policy issues
-Challenges

Document availed

Training Manual

-Topics covered
-Duration

-Method of teaching
-Relevance/Gaps

Document not availed

-National Obstetric Fistula
Policy/Strategy

-Obstetric Fistula Advocacy
& Awareness (OFAAN)
Strategy

-Social reintegration
intervention

-Well-being of fistula
survivors

-Funding to fistula care &
management

-Field based Social
reintegration

Document availed
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APPENDIX 4: Observation checklist

Activity observed

Duration

Comment

1.

No of women socially
reintegrated and own
income generating
activities

Duration & method of
training, modules
taught

1 week

1 week

No of women
reintegrated and with
no income generating
activities

2 weeks

No of Women happily
re-united with
families, able to take
decisions at house
hold level, own
property & Land

No of women who
still suffer stigma,
isolation, rejection, &
discrimination

2 weeks

1 week

No of women able to
use family planning
methods

1 week

Type of economic
activities engaged in

1 week

General Socio-
economic well-being
of women & girls

2 weeks
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APPENDIX 5: Work plan/Time table and Budget estimate

ACTIVITY DURATION DATE BUDGET (SHS)
(DAYS/WEEKS/MONTHS)
1. Prqposal 3 months February — 100,000= (Printing,
writing
May 2015 Spiral binding
&photocopying)
2. Proposal 1 day June, 2015 N/A
defense
3. Pretesting | 2 days 8th-9t July, 50,000=
Instruments 2015
4. Data 30 days July — 1,650,000=(Transport
collection August,2015 cost, meals,
accommodation, air
time, internet cost)
5. Data 2 months August- N/A
Analysis September,
2015
6. Report 2 months September — 300,000=(Editing,
writing October, 2015 | Printing, Binding)
7. Dissertation | 1 DAY Pending N/A
defense Approval
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APPENDIX 6: Field Letter from UMI




APPENDIX 7: Recommendation Letter from UMI to Researcher




APPENDIX 8: Researcher’s Application Letter to TERREWODE

The Executive Director,
TERREWODE,

Central Avenue, Soroti municipality,
Plot 266 Buye,

P.O. Box 537,

SOROTI.

Dear Madam,

Ref: PERMISSION TO CARRY OUT AN ACADEMIC RESEARCH IN YOUR
ORGANIZATION.

I am a student from Uganda Management Institute doing a Master’s degree in Management Studies
and majoring in Project Planning and Management. | would wish to carry out the above mentioned
research in your organization on the topic, Social Reintegration and Well-Being of Women and
Girls Affected by Fistula in Uganda. A Case Study of TERREWODE in Soroti District. | wish to
make it very clear here that, this being purely an academic research, the findings will be treated
confidential. | therefore request for your kind permission for a go ahead to proceed with research

(data collection) as this research is very important to my academic future.

Thank you very much.

Eyotaru Lillian Awizia

RESEARCHER
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APPENDIX 9: A Table for Determining Sample Size from a Given Population

Sample size(s) required for the given population size (N)

N S N S N S N S N S

10 10 100 80 280 162 800 260 2800 338
15 14 110 86 290 165 850 265 3000 341
20 19 120 92 300 169 900 269 3500 246
25 24 130 97 320 175 950 274 4000 351
30 28 140 103 340 181 1000 278 4500 351
35 32 150 108 360 186 1100 285 5000 357
40 36 160 113 380 181 1200 291 6000 361
45 40 180 118 400 196 1300 297 7000 364
50 44 190 123 420 201 1400 302 8000 367
55 48 200 127 440 205 1500 306 9000 368
60 52 210 132 460 210 1600 310 10000 | 373
65 56 220 136 480 214 1700 313 15000 | 375
70 59 230 140 500 217 1800 317 20000 | 377
75 63 240 144 550 225 1900 320 30000 | 379
80 66 250 148 600 234 2000 322 40000 | 380
85 70 260 152 650 242 2200 327 50000 | 381
90 73 270 155 700 248 2400 331 75000 | 382
95 76 270 159 750 256 2600 335 100000 | 384

Source: Krejcie& Morgan (1970) tables, adapted from Amin (2005).

Key: N=

Population

S=Sample size
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APPENDIX 10: TERREWODE’s Social Reintegration Approach

TERREWODE?’s Social Reintegration Approach at Community Level

Hospital Community Hospital

(Surgery and Care)

(Surgery and Care after
failed attempts)

Social Reintegration

I\
\L A

Classification and Referral

Field Based Center Based
Reintegration Reintegration
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APPENDIX 11: Map of Uganda showing the exact location of the Case Study District

(Soroti)
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APPENDIX 12: Case study of a fistula survivor. She can smile today.

BY CAROLINE ARIBA

There she s, colled under atree witha swarm of
fls buzing around he s hough s were stale
. T gt ot ich
had slowly raced it way throughber skt e
had baely had the day's mealand dared not sk

i ether. No one wantd fo be associated ith her
forthey calldhe the ilage it o wasit e
curedonel But o, s o srcer ether s
aturse s sl A i s thestory o Ace
Agvang & woman wh devloed anabseric sl
fter three days oflabour pains.

Shetold her tory during a recent itula srgica
caim atSorot RgionalRefrral Hosital rgaised
by Unted Nin opuiaion Fund (UNFP). Now,
{hefles ar qone,the sench is no morebut a the
sames it e story! This talecan b traced back
toearly 2000 when the mothe of o, who el
fom Mukura s coutyin Ngor it adto

il sl otes o e lelogma

hostalin gt

Problems begin ;

Ik noeasylbour, nfct,tee days lte, the-
mmmmmmmmmm
When time came forthe it o er chi, it wasa-
ofllirh, even worse; onethat et her damaged!

)

m‘.;‘i"-»“ b R

Mo bt vi s vt sl

obsteri fistul,ust another conditon mothersisk
geting durog chid bith.

However, that was no he begining,Aqwang et
hospital ithnot  lueof what had happened. A
stangetingkept happening,her it woud eep
qetting wet and yetshe coudnot explainwhy. At
firs he brushed it off thinking that she was simply
numb from the loss of her baby and decided to
ignorethinking it would o away.

“But o it idnot. O my G, s smply
passing urine on sl ke e chid” Agweng

rocals. )
Enbarrased, s didnotmentio o anone, et
she got sunne e the woman whohd & simlr
conditonn her vllge. 5o, o keep anjone from
Hnowing, she needed o simply avoid the,afer l,
the e tatdaed approach her,catanauseting

{ook of her
1 | wuild nratand b ha dninn camething and

embarrassing times.
But so0n,her husband who had abetained fom
s inorder for herto heal from chil birth, ot is

pa!maudmmedtmumulyamaﬁer

oftime before he earnt ofthe situaton.
“Itisthe witcheraft from your home making you
feak" her husband lamented.

A fow weekslater, her husband had gotanother
woman and she was pushed out of er spacious
oty one secluded from thefamil's min

(omping. \
“Hs fthat s not bad enough,hetod my chidren

Aok tostep inmy compound because | am  witch!"
Herteeth hurt from eaing raw mangoes and so
<he ventured out o find food Thatvs a bad idea

AGWANG
DISPLAYS SOME
OF THE CRAFTS
SHE HAS LEARNT
T0 MAKE AT THE
REHABILITATION
CENTRE

Ateso as she walked past their homes,

“ was not called Agwang anymore, my name Was
now Urine? And s the children shouted my name,
their parents laughed,"withthese words, Agwang
qoes ilent for awhik. Ys, the pain wasraw!Her
brothers tried to vist whenever they could, fo.
bring e some food bt thelr wives idnot went
He inther compourds Their excuse was tht her
condition was contagious!

Butthat i not hurt s much as watching e
husband throw away ten years of mariage

“One day | retumed rom thebush where | would
ook fo my wld vegetables and found my chidren
crying. When | {iedto as why, my corwieased
shewas the one who tokd me tourinete on mysef”
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AGWANG NARRATES HER STORY FROM
THE FISTULA SURGICAL CAMP AT
SOROTI REGIONAL REFERRAL HOSPITAL

* sort but he dared ot do anytting because she

was deemed the cursed one who moved with urne
and fies, Her ony soace wes the stolen moments
it her chidren when nether her husband no his
new wife was there.

*) would jstcry and beg themo forghe me,”

Asighofreiefatlast

One particlar day a she sorted her wid vegetables,
she had an amouncement on the radio by a
locaorgaisation calle, The Re-Orietaton and
Rehabiftation of Teso Women for Development
(TERREWODE).

“It i hat there were doctors coming tocure
omen who urinate on themsefves. | am teling you,
| nearly ranma. | did nothavea coin, but | was
villng o wal for days o seethose doctors and cry
before them," she said with a glow in er eyes.

Luckiy, t was afisua srgial camp, and all the
hospital costs had b takencare of by UNFPA.

“Yhen | got tere, | met women ke me and
through TERREWODE, e sharedstoris. After my
operafon,  was taughthow tomakeand el crfts,
bt above al, | now tlkto fellow women and tell
them notto worry," his wasthe firstshe smied
5 she eldup er craf withpride. Todayshe s
amember of TEREWODDE where she weares afew
fems fora ving.Her name is back o Agwng,not



APPENDIX 13: Newspaper article featuring women attempting suicide following fistula

NEW VISION, Friday, May 23, 2014 43

INTERNATIONAL DAY TO END FISTULA

T T SRR A AT T YA 7 £ 21

i

Obstetric fistula cases
on the rise in Uganda

n obstetric fistula
.JLL()rdmL, to the
Ministry of Health,
can be defined
as an abnormal
opening between
the vagina and the
bladder or rectum
f 4 woman as a result of childbirth.
his opening results into constant
akage of urine and or faeces
hrough the vagina. In Uganda, the
iealth ministry and partners recog-
iise that obstetric fistula is indeed a
swoblem. In the 2012 annual report,
tis stated that 200,000 women are
nown victims of the condition.

JKDERSTANDING FISTULA

’eter Kivunike Mukasa, the techni-
specialist and advisor on Fistula
vention and Management at the
realth ministry says most fistula
‘ases are c3 d by childbirth last-
nore than 24 hours.

Uhe pressure of the baby's head
ari injure the tissue in the birth ca-
creating a hole between the birth
| and the bladder or rectum,”

s that it is this hole
al that later caus
tinuous and uncontrollable
ge of urine, facces and some-
imes both. He that other
bstetric causes include a destruc-
ive delivery wi huh may be caused
4 ry and/
r cesarean section delivery with or
vithout hysterectomy which is the
emoval of the uterus

A symphysiotomy, which is a surgi-
2l procedure carried out during a
:omplicated delivery could cause
wretero-vaginal fistula, he says. The
ess common non-obstetri

which usu:ll[_\' rangc from vari-
us conditions.
“Sexual violence, accidemal
rauma, female genital mut
ection like tuberculosis, HIV among
nany could also cause fiswula,” he

iays
He further says that congenital

thnormalities (those abnormalities

seople

are born with), malignancy or

tlso known as mistakes made during
v, radiotherapy, a procedure

is done on cancer patients,
sometimes damaging and could also
se fistula.

Dr. Daniel Ekwau of Mulago Hos
sital savs almost all fistu can be
srevented if women have access to
ikilled maternity care during preg-
rancy and childbirth which is one
»f the most sensitive times. Couples,
1e says, should seck antenatal care
it least four times during pregnancy

Sr. Mary Kagoro of Kayunga Hospital leaves a fistula social support
meeting at Kayunga district community hall with an elderly woman
who recently benefited from fistula repair surgery. TERREWODE
has supported 120 women in Kayunga to access fistula repair
surgery since 2003. Photo by Catherine Mwesigwa Kizza

1o monitor the health of the women
and the baby and identify any
problems before they blow out of
proportion.

“Plan ahead to give birth in a
health facility with the help of a
skilled health care provider, and the
preparation uulndcs setting aside
funds and transport,” he says. He
believes this will come in handy in
case there any complications that is
mostly the cause of fistula.

He also parents should ensure that
girl children have enough food and
a nutritious diet that helps in the
development of their bodies. Also,

sh much as pos-
ible m avoid early pregs
at Jeast after the age of 2
they lower the risk of ge

ey until
0, that way
tting fistula,

WHY FISTULA NUMBERS CONTINUE
TO GROW

The United Nations Population
Fund has linked the growing numbe;
istula cases to the rise in weenage

tatistics show that four out of
every 10 girls aged between 15 and
19 are cither pregnant with their first
child or have already had a baby.
Studies have also shown that girls
in that age bracket face twice as
much risk of obstetric fistula than
their counterparts in their twentie:
Esperance Fundira, UNFPA's country
director spoke recently during the
International Midwife’s Day i
Mityana.

As such, the organ:
found that 1,900 new ¢
occurring in this country e

tisti
stand at approximately 3.5 million
with an estimation of about 50,000
100,000 new cases occurring annual
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ly, most of which are in Sub-Saharan
Africa and Asia,” Fundira said while
speaking at a family planning staki
holder’s meeting last year in Imperial
Royale hotel in Kampala.

For Helen Namaganda, a senior
midwife at Soroti Regional Referral
Hospital, the biggest challenge in
the bautle against Fistula is teenage
pregnancy but also ignorance of the
condition.

“The biggest fuel adder to this
condition is that many fistula victims
are ignorant of its presence and arc
silent victims of the embarrassin,
and heavily aning condition,
Namaganda says.
Some don't even know that they
are facing that condition and with
time they learn 1o accept it which
society makes them believe is a
hment or curse for what they
But mostly, she says
s give up when

v learn of the cost of repairing a
fistula which is about $300-5600, a
sum that they can barely dream of
affording.

In Uganda, the health ministry in
their 2012 report on maternal health
estimates that 2,000 repairs are done
every year.

his is a very small number
compared to the 200,000 women
that are battling the condition and
is very worrying,” Alice Emasu, a
known fistula activist spoke during
a fundraising dinner for the victims
last year at the Imperial Royale hotel
in Kampala.

Even for those that somehow
stumble onto the money, they are
d with the next challenge which
is where to have the procedure done.
“They find that the procedure can't
be done in the neighboring clinics
and therefore have to travel long
distances to repair centers for thi
For those centres where the
repair is done for free, the wome
sometimes have to wait for weeks to
due 1o many numbers,
shortage of supplies and equipment
among others.

To try and solve this, the Govern:
ment of Uganda has partnered with
Amref Health Africa in Uganda,
UNFPA among other stakehold
ers. In general, a lot more has got
to be done to prevent, treat and
reintegrate women with fistula into
the communities that haye heavily
shunned them, or deemed them
outcasts.

WAY FORWARD

Amref Health Africa in Ugan
focal person on maternal health
Patrick Kagurusi that to deal
with issues of Fistula, the coun-
try ought to deal with issues of
fertility.

Turn to Page 44

Women talk
about their
experiences

frene Mirembe, 24years old,
got fistula while delivering her
first child at the age of 20.

1 wanted to commit suicide. 1
thought I was useless but a doctor
told me | still had a purpose. | had
no family or friends except the
doctors and nurses. | spent eight
months in hospital. Dr Mwanje
had warned me in advance that he
was not sure my fistula could be
successfully repaired. So after my
first surgery, | was sull leaking. 1
was operated a second time by a
visiting doctor. This operation was
also not successful. 1 spent all my
support money from doctor fricnds
and TERREWODE on buying
diapers. After my third operation,

1 got well. My family has failed to
believe that my condition has been
resolved. It is TERREWODE that

is with me. I am done with men,
All T want is to go back 1o school.
1If onfy I would get
girls and women to say no when
they are not interested in sexual
advances.

Fatuma Namubiru, got fistula
while delivering her first child.
Despite it being my first pregnan-
cy. Lgot no problem until delivery
time. When labour came, they took
me 10 a dinic. I spent three days
there in labour. On the night of
the third day, the midwife was still
insisting that 1 could push. 1 asked
her 1o let me go to a big hospital,
She finally let me go but by the
time [ got to Kayunga hospital,

I was almost unconscious. They
took me to the theatre but told my
family that I would probably not
make it. 1 left the theatre after 12
hours. The doctor told me if | had
been older. he would just have
thrown away my uterus. It was
totally torn. He had repaired it, but
the labour left me leaking. Fortu-
nately | had announcements call-
ing for women with my conditions
two weeks after leaving hospital. 1
went to Mulago hospital and was
repaired. I am beiter though not
yet completely healed

As told to Catherine
Mwesigwa Kizza



APPENDIX 14: Case study of a fistula survivor featuring male involvement as SR

component
) ST I s sty oS TOUSL FUW UY UGG EOYRQ  VIlage 1 Ngora sub-county,
bethe bundie o joy instead  abnommal opening between the ¢ : o i Neora district,did'twait for
turned into the genesis of hervagina and bladderor rectum . Fate, however, smiled her way things to get out o hand in
troubles. Three days of labour ~ of a woman that resulsina inuly last year. A fistula camp the course of her recovery,
pains at Dokolo health centreconstant leakage of urine o organised by various surgeons Afterundergoing surgery to
IV without birth signalled faeces through thevagina, i Soroi district, fnally saw | O repairobstetric fistula during
trouble. ‘ About 200000 womenof  Nema operated upon and her N the fistula camp in Soroti last
- “Asthekicks of the babyin  reproductve age areSuffering  fistula repaired. The retum of "~ year, sheensured the doctor
1y womb died away, tension  from fistula in Uganda, - her hushand, Ochero, fomthe - shared the matter with her
msehigher.  © acordingtothe 2011 Uganda  mission in Somaliain October, e hushand, Samson Mallings, 4
 “When the medical personnel - Natonal Demographic survey.  added 1o herioy. But this was on phone as e didn' escort *
¥ ledhaesuaionyes  Aferamonthleakage,  shortlived, _ ' her for surgery,
 geting outof hand, | was doctors at Lira Hospital “My husband started asking “I knew the medical form /|
teferred to Lira Hospital. At the  referred Nema to Mbale forsex. Doctors had advised would not be convincing {
~ hospital the babywas pulled Hospital for comrective that I abstain from sex for six enough to ward off sexual
- outhutstaged alive loronly  surgery (0 rectity the fistula. A monhs to allow the wound (o adyances from my hushand
three minutes before passng  housewife married o Private.  heal, | had just completed tivo in the course of ecovery, So [
on,” Nema narrates,  Tonny Ochero, a UPDE soldier  months, When  tried explain requested the doctorto speak
The dificult childbirth came.  who had been deployed on the ~ to my hushand this, he blewa o my hushand on phone
© dogaagisyprice~the  AMISON mission in Somalia fuse and went wild aceusing before discharging me from
uncontrollable Jeakage of urine  then, Nema's meagre finances  me of inidelity. He couldn’ the hospital. He understood
that flowed uncontrollably could barely foot the.costof ~ even belieye my medical o and never made any sexual
through hervagina (obstetric e transport from Dokolo to documents. That marked the ~~ Rebecea Kadaga and the founder of the Association advances in the eight months
fistula). As a temporal measure, - Mbale, et alone the cost of end of our marriage,”Nema— for Rehabilitation and re-orientation of Women Alice  of my recovery,” Nyanjura
the medical personnel at the upkeep at the hospital SApS. Emasu at a fundraising dinner at Imperial Royale narraies.

Expertsview

& Florence Nemaa former fistula

- and Re-Orientation of Women for

-~ Development (TERREWODE), a

. national civil organisation agitating
* ortreatment of women with fistula,

54y8 whereas there are no recorded

¥ statistcs to indicate the magnitude
-~ of sexual abuse from men on their

Spouses during post-fstula recoyery,
the yice remains a major selback on

~ thefistula campaign nonetheless.

“Because sexis sacred, many

- women who are sexully abused by
~ theirhusbands under such conditions

are cagy to discuss their plightin
public. Often, husbands threaten
theirwomen with cither divorce or

getting another wife. So the woman

succumbs to the threat and gives in

- {0,sex. They won't even realise that

this is actually rape,” Eniast explaias
She says as a remedy, ey ahways
ask the female spouse fachig
stich sexual advances o enme

organisation for counselling,

Dr. Tom Otim, a semior consultant
obstetrician and gynaeoologis at
Mbale Hospital explains that doctors
always recommend for the patient
who has undergone the fistula
surgery 0 abstain from sex for three
months. Otim explains that this is
mesant 1o allow for complete healing.

“Ihe reason we recommend thiee
months of no sexis that the closed
fistula scar and wound incurred on
the patient during the fistula surgery
takes long to heal. Any rigorous
sexual activity during this period s
likely to make the fstula recur,” Otim
explains.

The main challenge in having male
spouses comply with this niedical
recommendation, howeyee, s that fow
nen dcconpany thelr spouses for the
fstula surgery, Otim says.

“ie ideal Situation is that afier
surgery, we counsel the couple $o

that tha huchand indarstande i
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. long obstructed labour, the baby may

Hushands shoul accompany their wives for surgery

n

{rom sexual intercourse during the
three months of recovery, When
they (husbands) know, they can
restrain. But the reality s that that
ost women come for fstula surgery
without their husbands” Otim
observes.

He adds that whereas some women
are hucky as to bear children after the
fistul surgery, many fail o conceive
thereafier

“One of the factors i that after

Tapture (injure) the uterus (omb).
S0 we have to remove it in the
course of surgery. Besides, during
obstructed labour, general infections
could block the falopian tubes,
Wehave also learnt fately that he
psychological torture afiera fistul
operation also impedes women

from conceiving again. Because the
woman is mentally fortured, her body — treatment of Husbands toward their
{0 manufacture the eggs“Oim -~ fomale spouses after surgery hasa
avaladaa :

Agnes Nyanjura aformer
fistula patient - £

|
|




