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eXeCUtIve  
SUMMaRy 

 MSF-ocB MeDICaL DepaRtMent

In 2009, Médecins Sans Frontières (MSF) set up Gitega Fistula Centre (GFC) within the 

Regional Hospital of Gitega (RHG), Burundi. Justification for the centre was underpinned 

by the high burden of obstetric fistula (OF) in Burundi and the absence of any national 

center dedicated to providing care and treatment for OF. The aim of GFC was to provide 

high quality, multi-disciplinary care, free of charge, all year round. This report aims to re-

flect on the MSF experience of setting-up, running and handing over a fistula project like 

GFC.

From the onset, creating sustainability was at the heart of the project, with innovation, 

knowledge transfer and lasting partnerships considered key. The deliberate choice to 

integrate GFC within the RHG added to the challenges of the project but was deemed 

essential for the hand-over of GFC to the HRG in 2015. By then, over 1500 patients had 

received surgical treatment. 

Setting up GFC required heavy investment in terms of hospital infrastructure in order to 

establish a fully functional OF centre (including an OF surgical operating block, recovery 

rooms, patient wards, a waste zone and a fistula village with bedrooms, sanitary blocks, 

a kitchen and a recreational area). GFC provided multidisciplinary care which included 

pre- and postoperative nursing care, anesthesia and surgery, psycho-social evaluation 

and support, physiotherapy, health education, family planning, nutrition, and follow-up 

consultations. These services were all provided according to MSF standards and those 

of its close partner Handicap International (HI). One social worker responded to a coun-

trywide free telephone “hotline” providing information on OF and the functioning of GFC. 

From the start, training national doctors in OF surgery was recognized as an essential 

part of the project and the United Nations Population Fund (UNFPA) provided significant 

support for this. However, selection of capable and motivated trainees, and the introduc-

tion and use of a newly developed training manual by the International Federation of 

Gynecology and Obstetrics (FIGO), were not without their challenges. The only trainee, 

who reached the intermediate level and was eligible to work at GFC, became the Director 

of GFC after its hand-over. Unfortunately, her training was not completed hence close 

support from an expert surgeon remaining necessary. 

To ensure a minimum case load of 20 surgeries per week, and to try to recruit a sufficient 

number of patients with a newly developed fistula for inclusion in a study on conservative 

(catheter) treatment, different outreach activities and strategies were developed and pi-

loted: 

1. Active case finding through community OF screening remained a major part of the 

outreach activities during the course of the project, although it became much less ef-

fective over time likely reflecting the fact that the backlog of OF patients were treated, 

and the prevalence of OF dropped, hence there were less cases to be found.

2. More than 260 doctors, 1500 nurses and 3000 nursing students were trained to under-

stand the causes of OF, diagnose OF patients and refer them to GFC. In order to 

overcome transport costs as a barrier for referral, innovative cost recovery systems 

were piloted, such as: transport vouchers, money transfer through mobile phones and 

direct reimbursement of the referring health center. The intention of these measures 

was to strengthen the referral system in a sustainable way.

3. Over 10,000 lay people were sensitized on OF and the function of GFC through par-

ticipatory community gatherings. In addition, 230 cured OF patients were trained to 
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become fistula ambassadors, raising awareness on OF prevention and care in their 

communities. Mass media channels such as radio, TV and church assemblies were 

used to reach an even larger public.

Between 2009 and 2015, a total of 1559 patients were treated at GFC. As the project 

progressed, women began presenting much earlier following the development of their 

fistula, for example the proportion of patients with a vesico-vaginal fistula (VVF) less than 

one year old increased from 26% in 2010 to 84 % in 2015. Closure and continence rates 

at discharge following OF surgery were 77% and 61% respectively after the first interven-

tion, and 58% and 41% after repeated interventions. For those women classified as “un-

treatable”- meaning that the OF could not be closed or that the patient remained se-

verely incontinent after the final surgical attempt - social reintegration activities were 

provided by HI. These included support for the start-up of income generating activities 

and facilitation of re- integration into community networks. The average cost per patient 

treated (crudely estimated) was E2200.

In any given setting, the feasibility and relevance of setting up a fistula centre like GFC 

needs to be justified by sound data indicating a high prevalence and incidence of OF in 

that setting. In Burundi, MSF relied on the results of two studies conducted by the UNFPA 

to guide the implementation of its OF activities, particularly those related to the recruit-

ment of OF patients. On reflection however, methodological limitations meant that the 

UNFPA data likely overestimated the incidence and prevalence of OF in Burundi and this 

had consequences related to resource allocation for MSF. In the absence of sound data, 

as is the case in most countries, planning an OF project needs to be based on proxy in-

dicators such as maternal mortality and information on previous OF activity in the region. 

The use of a pilot fistula campaign in which close monitoring is established, might also 

allow essential information to be collected that more accurately informs a decision around 

the relevance of setting up a fistula centre. 

Operational research was one of the main objectives of the OF project and several scien-

tific papers were produced during the project (including several theses). However, the 

project was ill prepared to manage the large amount of data being gathered meaning that 

only part of the data was used or could be used. As such, there were lost opportunities 

with regards answering certain clinical questions, evaluating new treatment modalities 

and acquiring an in-depth knowledge on patients’ profiles. Given the large knowledge 

gaps that still exist in terms of providing efficacious multi-disciplinary care for OF pa-

tients, it would seem important that efficient data collection and data management sys-

tems, carefully aligned with scientific lines of enquiry, are integrated into a program of this 

sort from the outset. 

Lobbying and advocacy around OF, in order to put this forgotten disease on the agenda 

of policy makers and relevant partners, was an important component of the project and 

was instigated at various levels. At the national level, efforts were primarily focused on 

implementing a national strategy to prevent and cure OF (free of charge), with formal 

recognition of GFC being part of this. Unfortunately, at the time of handing-over GFC, 

decisions around a national strategy had yet to be finalized. At the global level, MSF took 

an active role in sharing and disseminating the knowledge it had gained in OF using 

various channels: a global multimedia campaign on maternal health, scientific publica-

tions, participations in worldwide OF platforms and presentations at international confer-

ences.

Despite the challenges, MSF’ experience in Burundi demonstrates that comprehensive 

OF care can be delivered in an efficient, affordable and to a certain degree, sustainable 

manner. It is hoped that health authorities, MSF and respective partners will be able to 

apply the results of this report to improve OF care for those women still in need of life 

changing treatment.
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1.1 BaCkgROUnD

Since 2007, Médecins sans Frontières 
(MSF) has been providing care and treat-
ment for obstetric fistula (OF) as part of its 
reproductive health care package. Vari-
ous models of OF care have been devel-
oped and implemented by different MSF 
sections, ranging from periodical fistula 
camps focused mainly on surgical treat-
ment, to permanent fistula centers provid-
ing multidisciplinary care and long-term 
follow-up of patients(1).

In November 2009, the MSF-Operational 
Center Brussels (OCB) set up a dedicated 
fistula facility in Gitega, Burundi, called 
Gitega Fistula centre (GFC) – the only per-
manent facility in Burundi to specialise in 
OF management. GFC was established 

within the Gitega Regional Hospital (GRH) 
– a Ministry of Health (MoH) structure – 
and provided a package of comprehen-
sive activities, combining high quality care 
and innovation, through operational re-
search. After treating 1559 patients, GFC 
was handed over to GRH in August 2015.

1.2 OBjeCtIveS OF the RepORt

The purpose of this report is to reflect on 
the MSF experience of setting-up, running 
and handing-over a fistula project like 
GFC. It focuses on the challenges en-
countered, the lessons learnt and the 
achievements accomplished. For a more 
detailed technical description of GFC and 
its outcomes, please refer to the final pro-
ject report(2) and the “Toolkit” developed 

by the Sexual and Reproductive Health 
working group(3). Note: This report does 
not cover the treatment of 86 patients with 
other pathologies than OF (eg: urinary in-
continence without fistulae, complications 
after caesarean section or advanced cer-
vical cancer).

1.3 COnteXt/hIStORy OF OBStetRIC 
FIStULa CaRe In BURUnDI

MSF-OCB has been present in Burundi 
since the start of the civil war in 1993 and 
had been involved in supporting health 
services, delivering trauma care and re-
sponding to various emergencies. Sexual 
and reproductive health have always 
formed a core part of MSF-OCB’s activi-
ties in Burundi: from 2003 until 2009, MSF-
OCB treated victims of sexual violence at 
the Seruka Center, which was subse-
quently handed over to a local NGO cre-
ated by ex- MSF national staff members; 
in 2008, MSF-OCB opened an emergency 
obstetric and neonatal care (EmONC) fa-
cility - Centre d’Urgences Gynéco-Obsté-
tricale (CURGO) – in Kabezi district to ad-
dress the serious lack of adequate referral 
facilities for EmONC in the province of 
Bujumbura Rural. The center was handed 
over to the MoH in 2013.

Burundi has a high maternal mortality rate 
(MMR), (808 per 100.000 live births in 
2010) with an annual reduction of 2% be-
tween 2000 and 2015(4). A high MMR is as-
sociated with high maternal morbidity, OF 
being one of the most severe of these. OF 
is preventable by timely caesarian section 
in the majority of cases. Although the 
World Health Organization (WHO) recom-
mends that the caesarian section rate 
should be between 5 and 15% of all deliv-
eries, Burundi’s caesarian section rate 
was only 3%; this implies a high risk for OF. 

In 2006, a study by the Program National 
de la Santé de la Reproduction (PNSR) 
and the United Nations Population Fund 
(UNFPA)(5) estimated the incidence of OF 
in Burundi to be 1200 per year. A more re-
cent UNFPA study conducted in 2013(6) 

1. IntRODUCtIOn 
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estimated a national prevalence of 3500 
OF cases and an incidence of 750 OF 
cases per year. The 2006 and 2013 preva-
lence studies however were limited by 
small sample sizes(7). 

In 2003, the UNFPA started a worldwide 
campaign to end OF(8). In 2012, the UNF-
PA appointed an OF focal point in an effort 
to intensify, coordinate and support all OF 
activities in the country.

Since 2010, the MoH had undertaken var-
ious steps, in line with the UNFPA strategy, 
to 1) develop a National Strategy for Ob-
stetric Fistula Prevention and Cure and 2) 
create a National Referral Centre for fistula 
surgery. To date, both objectives however 
are yet to be formalized.

From 2005 onwards, the head of the De-
partment of Obstetrics and Gynecology at 
the Centre Hospitalo- Universitaire de Ka-
menge (CHUK) in Bujumbura - the only 
doctor trained in basic fistula surgery - or-

ganized one to three fistula campaigns 
per year in collaboration with different 
partners: PNSR, UNFPA, Gynécologes 
sans Frontières (GSF), Handicap Interna-
tional (HI), Coopération Pays de la Loire- 
Burundi, and Médecins du Désert (MDD). 

In January 2009, MSF-OCB created a two-
year position for an obstetric fistula refer-
ent at its headquarters with the aim of in-
creasing the volume and quality of OF 
care, according to operational objec-
tives(9). In August 2009, MSF-OCB imple-
mented its first fistula camp at CURGO 
and this was followed by the opening of a 
permanent multidisciplinary OF Center in 
Gitega(10) in 2010.

1.4 jUStIFICatIOn  
OF the pROjeCt

Justification for opening a permanent mul-
ti-disciplinary OF Center in Gitega was 
based on the following considerations:

1) The high prevalence of OF in Burundi

2) The high MMR - indirectly indicative of 
a high incidence of OF

3) The absence of any formal provision 
of OF care and treatment prior to 2005 
and the long period of civil war (imply-
ing a substantial backlog of OF pa-
tients)

4) A long waiting list of OF patients com-
piled by the Head of the Department 
of Obstetrics and Gynaecology at 
CHUK 

5) The low level of fistula repair activity 
in the country (50-60 interventions per 
year at CHUK, and very small num-
bers of repairs at the Ngozi Hospital 
and a few other facilities)

6) The limited level of OF surgical exper-
tise in the country

7) The absence of a permanent fistula 
center where multidisciplinary OF care 
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and follow-up was offered and quality 
research could be conducted

8) The identification of GRH as a cen-
trally located MoH structure willing, on 
paper, to integrate fistula repair activi-
ties in the hospital

9) The presence of activities at CURGO 
covering the preventive part of obstet-
ric fistula

10) The presence of several potential part-
ners already active in OF care

11) The significant life changing potential 
of treating a woman with OF

1.5 paRtneRShIpS

MSF seldom engages with multiple part-
ners when implementing its projects, how-
ever, right from the onset of the OF project 
in Gitega, various essential short and long 
term partnerships were established.

1.5.1 inTernaTional non-govern-
MenTal organizaTionS (ingoS)

1) Handicap International (HI): Partnered 
with MSF in 2009 and was involved for 
almost the entire duration of the OF 
project. Embracing the vision that OF 
is a “handicap”, HI’s specific focus in 
relation to OF care was on: transport 
of patients, psycho-social support, 
including follow-up service and so-
cial reintegration through their “Projet 
les femmes de l’Arrière Court”(11). The 
extent of their involvement depended 
largely on annually received funds.

2) GSF: Initiated fistula surgery at CHUK 
in 2005 and developed a long term 
program in gynecological surgery at 
the REMA Hospital in Ruyigi. In 2013, 
a formal partnership was established 
to cover the surgical treatment of pa-
tients with severe uterine prolapse as 
a high proportion of uterine prolapse 
cases were found during the OF re-
cruitment activities.

3) MDD: MSF-OCB assisted in the re-
cruitment and postoperative care of 
OF patients treated at a fistula camp 
carried out by MDD at CHUK in 2012.

4) Gruppo di Volontariato Civile (GVC): 
Was involved in maternal health in 
Bujumbura Rural province and sup-
ported the recruitment and transport 
of patients during the first fistula camp 
at CURGO.

1.5.2 naTional ngo’S

1) Shujaa Link, in partnership with HI, 
assured the presence of professional 
care takers at GFC from 2009 until 
2013.

2) “La Croix-Rouge Burundi” and “Ini-
tiative d’Appui au Développement Hu-
main Durable” (IADH) were involved in 
various health promotion (HP) activi-
ties that took place in Makamba prov-
ince.

1.5.3 Moh and unFpa

In 2009, MSF-OCB joined a national plat-
form in Burundi uniting most fistula actors. 
It was initiated by the UNFPA and led by 
a PNSR representative, with the aim to 
develop a national program to prevent 
and cure OF. The output of this platform 
however was very poor. The MoH insisted 
on full integration of the project in a MoH 
structure but provided very little support 
initially to facilitate this process. A Mem-
orandum of Understanding (MoU) was 
signed for three years between MSF-OCB 
and GRH to assure the integration of OF 
activities within the hospital, and this was 
then renewed for another three years. It 
was only at this stage, with the arrival of a 
new Director of the Hospital, that MoH en-
gagements were well respected and had 
a significant impact on the integration and 
hand-over process.

In April 2013, a MoU was signed between 
MSF-OCB, UNFPA and the MoH mainly 
covering the training of two national doc-
tors in fistula surgery(12). This MoU was 
also an important step to securing the 
involvement of the UNFPA after the hand-
over of GFC from MSF to the MoH.
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2. gItega FIStULa CenteR -   
a MULtIDISCIpLInaRy OBStetRIC FIStULa 
CenteR

 MSF-ocB MeDICaL DepaRtMent

2.1 IntRa-MURaL aCtIvItIeS

2.1.1 inFraSTrucTure

Although not anticipated at the start of the 
project, the infrastructure at GRH was in a 
poor state of repair and as such MSF had 
to invest heavily to obtain the minimum 
MSF required standards for a surgical pro-
ject. In addition to the initial construction 
works, MSF continued rehabilitating the in-
frastructure up until the end of the project.

COnStRUCtIOn/ReHaBILItatIOn

1. Surgical block: a fistula operating the-
atre (OT) was established in an empty 
room located between the two existing 
OTs. Dedicating this OT entirely for OF 
repair ensured that there was never 

interference from other surgical activi-
ties or emergencies.

 In the absence of a recovery room, a 
new one was built.

 The sterilization room needed com-
plete redesign and rehabilitation to al-
low a proper circuit. 

 At a later stage, the two main OTs and 
adjacent rooms were also rehabili-
tated and equipped to obtain a mini-
mum standard for the whole operation 
block.

2. Laundry services: completely rehabili-
tated.

3. Fistula ward: a free standing ward of 
14 beds with two consultation rooms 

was completely rehabilitated. Out-
door corridors connecting the surgical 
block and the wards were roofed over 
in time.

4. Fistula village: a village for women ad-
mitted to GFC was newly constructed 
in a corner of the hospital compound. 
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It comprised four wards of 12 beds, 
a sanitary block, a kitchen, a storage 
room, a laundry and drying area, and 
an open meeting place. At one stage 
of the project, the wards reached ca-
pacity and a large hospitalization tent 
and several smaller ones were erected 
to accommodate more women. These 
were associated with serious hygienic 
problems however and were therefore 
replaced by semi-permanent struc-
tures.

5. Administrative building: an empty 
building next to the village was reha-
bilitated as an administrative building. 

6. Pharmacy and physiotherapy room/
overflow ward: these were installed in 
an adjacent hospital building following 
minor rehabilitation.

7. Waste area: complete reconstruction 
in different phases.

8. Meeting room: this was constructed 
for use by MSF and MoH staff.

There were two major challenges regard-
ing the rehabilitation of the hospital infra-
structure and its utilization:

1. Is it unethical to create within the 
same structure optimal conditions for 
one patient group, the fistula patients, 
while ignoring the others? An afford-
able and acceptable compromise was 
found.

2. How to assure compliance with MSF 
protocols (e.g. universal precautions) 
in a project involving MSF and non-
MSF (MoH) staff? Close collaboration 
between a motivated hospital Director 
and the MSF team rendered this pos-
sible, as demonstrated at the end of 
the project.

2.1.2 Multidisciplinary  
patient care

NURSING

During the pilot-phase of the project in April 
2010, hospital staff was designated to work 
at GFC, as stipulated by the MoU, without 
being put on the MSF pay role. Unfortu-
nately, this did not work out, because they 
were not paid, and early on in the project, 
all hospital staff was replaced by MSF staff. 
Only towards the end of the project, when 
the hand-over was in sight, was a small 
nursing team successfully assigned to 
work at GFC, paid for by the hospital.

SURGERY/ANESTHESIA

All eligible patients were operated on by 
highly qualified fistula surgeons or by su-
pervised trainee doctors or surgeons. In the 
absence of evidence-based guidelines on 
OF surgery, and the fact that each surgeon 
preferred their own protocols and surgical 
approaches best, a “common sense ap-
proach” was used; standard surgical MSF 
protocols were regularly adapted (e.g. an-
tibiotic prophylaxis, use of specific sutures, 
length of ureteric catheterization, etc.). Oth-
er practices (e.g. vaginal versus abdominal 
approach, bowel preparation, etc.) were left 
to the discretion of the individual surgeon. 
This approach demanded a high flexibility 

from the staff, but did not seem to compro-
mise the quality of care provided. 

The majority of cases where operated on 
under spinal anesthesia, performed by 
national anesthetic nurses. Due to the 
high turn-over and/or lack of experience of 
these nurses in fistula surgery, continuous 
training and close supervision remained 
necessary throughout the program.

MEDICAL CARE

Following surgery, patients were moni-
tored for complications on a post-opera-
tive ward by qualified nursing staff. There 
was no intensive care unit available but IV 
fluids with or without medication, parental 
feeding and oxygen could be adminis-
tered on the ward as needed. Only sim-
ple laboratory tests could be performed 
on site using rapid diagnostic tests (e.g. 
haemoglobin, blood sugar levels, urine 
protein and blood group). Standard imag-
ing (X-rays) and a blood bank were only 
available at GRH during the second half 
of the project. Patients with severe medi-
cal conditions (e.g. acute kidney failure, 
ongoing sepsis of unknown origin, sus-
picion of severe electrolyte disturbance) 
were referred to a tertiary level hospital in 
Bujumbura, two hours’ drive from Gitega. 
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PHYSIOtHeRaPY

Although there are no evidence-based 
guidelines on physiotherapy as part 
of treatment for OF, group sessions 
were used to teach women pelvic floor 
strengthening exercises. Individual pa-
tient tailored physiotherapy was also pro-
vided as needed. In addition, based on 
encouraging findings from a study done 
in Benin(13), HI supported the introduction 
of the following innovative techniques and 
tools at GFC: low pressure abdominal ex-
ercises, an adapted urinary incontinence 
scale, the Ditrovie- Quality of Life Scale 
and, later on in the project, biofeedback 
and electrical nerve stimulation. A national 
physiotherapist and other staff members 
were trained in the use of these new tech-
niques and tools. Unfortunately, the effect 
of these innovative therapies could not be 
measured because of poor data collection 
and incorrect use of the equipment by the 
local physiotherapist(14). This could have 
been avoided through better planning, 
training and close monitoring as part of an 
approved operational research protocol. 

PSYCHO-SOCIaL SUPPORt  
anD eDUCatIOn 

Every patient received at least four indi-
vidual psycho-social consultations/educa-
tion sessions during their hospitalization: 
1) assessment of their social status at 

admission, 2) pre-operative consultation, 
3) family planning consultation and 4) 
pre-discharge consultation. These were 
provided by two full-time national social 
workers. Group counselling and educa-
tion on OF were part of the routine activi-
ties, together with peer support activities 
(such as singing, dancing and craft work) 
to build solidarity and restore self-esteem 
among the women.

To reduce the burden of transporting, 
lodging and feeding family care takers, 
four professional care takers (one per 12 
patients) were recruited through the NGO, 
Shujaa Link, to look after the women. This 
innovative arrangement was well accept-
ed by patients and their families.

Family members could visit patients when 
they wanted and there was a free tele-
phone hotline for patients to stay in touch 
with family members. The only disadvan-
tage with not having family members stay-
ing on site was the absence of husbands 
and other family members when discuss-
ing how to ensure a complete recovery 
at home (e.g. abstinence of sexual inter-
course, family planning, follow-up visits).

FaMILY PLannIng

To allow complete wound healing, OF pa-
tients are recommended to abstain from 
vaginal intercourse for up to three months 
postoperatively. The MSF-protocol(3) also 
recommends that OF patients use a safe 
family planning method for at least 12 
months, although this recommendation 
is not evidence-based which raises some 
questions around its relevance. At GFC, 
adherence to family planning beyond at 
three months dropped from 95% (2011) to 
44% (2015). 

nUtRItIOn

Patients received three high quality meals 
per day prepared by the care takers and 
patients themselves in the kitchen at the 
fistula village. This required a substantial 
and continuous logistical effort. Capable 
patients were encouraged to help with 
the cooking as a social activity. Malnutri-
tion was rare among OF patients admitted 
to GFC, except in those patients referred 
from other hospitals with long standing 
sepsis (often after a complicated caesar-
ian section). Surgery was postponed in 
such cases until the nutritional status had 
been optimized.
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FOLLOW-UP

Most fistula projects lack a systematic 
follow-up system. At GFC, follow-up tel-
ephone calls by the social worker were 
scheduled at 3- and 6-months after dis-
charge to assess continence and psycho-
social status (using the Ditrovie Inconti-
nence and Quality of Life Scale). Follow 
up using telephone calls was introduced 
after study results showed high rates of 
loss–to-follow-up among women asked to 
return to the center in the first year after 
discharge(15). Loss-to-follow up was signif-
icantly reduced after the telephone-based 
follow-up approach was implemented. If a 
patient complained of a specific medical 
problem, they were asked to come back 
to GFC to be medically assessed. Patients 
needing prolonged assistance with social 
reintegration were referred to HI or local 
associations.

2.1.3 Surgical Training

In 2011, the International Federation of 

Gynecology and Obstetrics (FIGO) devel-

oped a fistula surgery training manual(16), 

covering three levels of surgical proficien-

cy: basic, advanced and expert level. MSF 

has been using this manual since 2013.

At GFC, one of the main objectives of the 

project was to train one Burundian doctor 

per year in fistula surgery, in order to build 

national capacity for OF repair. This was a 

major challenge for various reasons out-

lined below:

1. Recruitment of appropriate trainees 

Not only did it take 12 months for the MoH 

to assign a trainee to GFC, but on ac-

count of the trainee’s limited surgical ex-

perience, suboptimal motivation, together 

with lack of a formal structured training 

program, the 12-months training failed.

It was not until 2013, that two new train-

ees were recruited, this time after applying 

strict recruitment criteria as part of a MoU 

between MSF, MoH and UNFPA(12). The 

first of these trainee doctors completed the 

basic training but was excluded from long-

term engagement in a MoH hospital on 

account of not being a Burundi national-

ity. Fortunately, her skills have not gone to 

waste and she currently operates on small 

numbers of patients with uncomplicated 

OF in the private REMA hospital in Ruyigi. 

Training of the second recruit was de-

layed due to private circumstances. She 

became the Director and surgeon of the 

fistula unit at GRH after GFC was handed 

over. The concern however, is that she has 

never reached the advanced level of sur-

gery needed to treat patients with compli-

cated OF, the likes of whom make up the 

majority of OF patients at GFC.

Towards the end of the project, two doc-

tors from GRH bypassed the recruitment 

procedure and joined the OF training 

program “unofficially” after being recom-

mended by the MoH and the Hospital Di-

rector. This resulted in that one doctor left 

and the other doctor continued his training 

with UNFPA support. 

2. availability of trainers

The high-turnover of expert surgeons, 

each with their own surgical approach 

and capacity as a trainer, meant that the 

training program was not standardized 

and as such less efficient. That said, intro-

duction of the FIGO Training Manual did 

help streamline the training. 

It was no small feat for staff at OCB Head-

quarters to establish a pool of OF experts/

trainers (eight in total, five based in Africa) 

but fortunately major gaps during the pro-

ject cycle at GFC were avoided. Between 

2010 and 2012, eight expatriate surgeons 

were trained at GFC. Due to the limited 

training time available however, only two 

reached the advanced level and none the 

expert level. None of these trainees was 

therefore ready to join the pool of trainers, 

contrary to what was initially planned for.

3. Certification of trainers and trainees

At the time of the project, there was no 

formal certification process for OF trainers 

and as such several of the trainers felt not 

qualified to certify the trainees themselves. 

FIGO is currently in the process of certify-

ing trainers and training centers however. 

4. availability of patients

The majority of patients presenting at GFC 

had complicated fistulae and were not 

suitable patients to be operated on by the 

trainees. Inadvertently, this seriously pro-

longed the period of time needed for train-

ees to gain sufficient hands-on OF surgical 

training.
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2.2 eXtRa-MURaL aCtIvItIeS

2.2.1 recruiTMenT oF paTienTS

Setting up a fistula centre is only benefi-
cial if a continual influx of patients can be 
assured, and at the same time, if the influx 
of patients matches the pace of the sur-
geons. At GFC, this equilibrium was more 
or less achieved and 20 operations were 
typically performed per week.

To facilitate access to GFC, GRH was de-
liberately chosen as the site for the centre 
based on the fact that Gitega is located 
in the geographical center of the country. 
Fortunately too, Burundi is a small country 
with a well-developed road network link-
ing prominent parts of the country.

Seldom described, recruitment of women 
with OF was a key part of the MSF OF pro-
ject and one of the most resource demand-
ing activities. From the start of the project, 
MSF mobile teams were sent out to MoH 
health structures in all provinces to recruit 
OF patients. As this type of nationwide OF 
outreach activity had never been under-
taken before, different strategies were pi-
loted and adopted over the years, all with 
their strength and weaknesses(17,18). Two 
health promotion/outreach pilot projects 
(Kirundo province, 2012 and Makamba 
province, 2013) were implemented in or-
der to cover the following activities: pre-
vention of OF, recruitment of fresh fistula 
patients and setting-up of a sustainable 

referral system of OF patients to a central 
specialized center.

2.2.1.1 Mobile teams over time

2010-2011: GFC team performed periodi-
cal recruitment sessions according to a 
pre-defined agenda

2012-2013: two dedicated outreach 
teams - one for adapted periodical recruit-
ment sessions and the other for the pilot 
projects mentioned earlier. 

2014: the above mentioned teams merged 
as one team and continued performing 
the same activities described.

2015: outreach activities ceased due to 
increasing insecurity and low patient re-
cruitment rates.

2.2.2 acTiviTieS

2.2.2.1 active case finding

Community OF screening sessions for 
women with OF symptoms were organ-
ised at specific health structures in dif-
ferent provinces throughout Burundi. To 
encourage attendance at these sessions, 
specific messages were broadcast ex-
tensively two weeks prior to the sessions 
by way of radio, churches, administrative 
(village) leaders and staff at surround-
ing health structures. Women attending 
these sessions were screened, exam-
ined, informed of the findings, referred 

in case of other gynecological problems 
(in particular for severe uterine prolapse), 
and selected for surgery if found to have 
a fistula. A provisional date of admission 
to GFC was scheduled and transport ar-
rangements made. Simultaneously, the 
consultants at that particular health struc-
ture were trained in OF diagnosis. 

Over time, the community screening strat-
egy was re-orientated in terms of target 
locations from centralized province level 
structures (provincial hospitals) to de-
centralized health center level structures. 
Health centers with particularly low or high 
recruitment rates were targeted.

Active case finding was by far the main 
source of patient recruitment in the first 
few years of the project, becoming less 
effective towards the end. 

2.2.2.2 referral system strengthening

At the start of the project, health structure 
referrals to GFC were low, suggesting 
that public healthcare staff in general had 
limited OF-related knowledge and lim-
ited awareness about GFC and the way 
it functioned. In line with the substantial 
health promotion efforts undertaken by 
the mobile teams, the number and quality 
of referrals steadily increased over time. 
Referrals for “fresh fistula” patients (150 
in total) also increased, further supporting 
the role played by HP activities in facilitat-
ing health structure referrals. By 2014, the 
number of patients referred from health 
structures exceeded the number of pa-
tients recruited through active case find-
ing activities (cf results section).

According to the MoH’s global health 
policy, patients with obstetric complica-
tions, including OF, should benefit from 
free transport and free treatment at a re-
ferral center integrated within the existing 
national referral system. In practice, most 
MoH structures were unable to provide 
transport in the first place and public trans-
port costs remained a barrier to accessing 
treatment at GFC. To overcome this chal-
lenge, GFC initially introduced transport 
vouchers and later implemented a reim-
bursement system at the health centers 
and also through mobile phones. Although 
innovative, the two latter approaches did 
not have the anticipated result.
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2.2.2.3 improved access to information

In some fistula centers1 that have been 
providing high quality care for decades, 
almost all OF patients are self-referred. 
Despite considerable efforts to encour-
age self-referral (see below), the majority 
of patients at GFC were either recruited 
through active case finding activities or 
referred by a health care provider. None-
theless, community awareness was raised 
in the following ways: 

1. Health Promotion (HP) activities 

An impressive 10,000 people were reached 
at the community level through participa-
tory community gatherings about OF. 

Traditional birth attendants/traditional 
healers were specifically targeted in 
Kirundo province with the objective of 
identifying patients with fresh fistula and 
preventing OF. The results of this initia-
tive however were not satisfactory and as 
such an adapted strategy (based on an 
internal evaluation(19)) was implemented in 
Makamba province: 

a) Involvement of the Red Cross Society: 
They have an extensive network of 
active volunteers and the volunteers 
were trained to recognize OF patients 
as “vulnerable people”, in line with 
their modus operandi.

b) Mobilisation of the community health 
workers network: Using an existing 
performance based reward system, 
community health workers were taught 
to identify potential OF cases and refer 
them to the health centers. 

c) The introduction of OF ambassadors 
(see below).

2. Fistula ambassadors 

During the course of the project, 230 cured 
patients were trained to become ‘fistula 
ambassadors’ and to communicate basic 
information on OF prevention and care 
back in in their home communities. All ex-
pressed a strong will to act as first hand 
witnesses and also demonstrated capaci-
ty to speak in public. Their core messages 
covered: stigmatization, the availability of 
free care at GFC and the importance of 
seeking care as early as possible. They 
underwent their first training session at 
GFC, followed by two follow-up sessions 
in their home environment carried out by 
the project’s mobile teams.

3. Mass media

Journalists for various newspapers, radio 
and television stations were invited to key 
events at GFC (the opening of GFC; an 
occasion marking one thousand interven-
tions; International Women’s Day; Interna-

tional Day to end Obstetric Fistula; and the 
project hand-over). Additionally, MSF re-
served regular time slots on national and 
local radio to broadcast OF-related mes-
sages (in different local languages), de-
scribing the symptoms of OF, announcing 
the arrival of the mobile teams for screen-
ing, drawing attention to the existence 
of the free OF telephone hotline number, 
and highlighting the availability of free-of-
charge OF care at GFC. The existing na-
tional medical radio program also covered 
OF-related issues regularly and listeners 
were invited to call in for questions. In 
2014, HI produced a TV soap series about 
an OF patient admitted at GFC. 

4. telephone hotline

In 2011, a countrywide free telephone 
“hotline” was installed with the support 
of HI. Through the above mentioned pro-
motional activities, potential patients and 
health care providers were encouraged 
to call the hotline to obtain OF-related in-
formation and advice. A structured ques-
tionnaire was used to identify possible 
cases of OF over the phone and in such 
cases, the woman was asked to come to 
GFC. In 70-80% of women who came to 
the centre following a telephone consul-
tation, an OF was confirmed. The hotline 
received on average 10-15 calls per day, 

1 The Babbar Ruga National Fistula Center, Katsina, Northern Nigeria, the Hamlin Fistula Hospital, Addis Ababa, Ethiopia
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although half of the calls were unrelated 
to OF enquiries. 

5. Other means

Leaflets, T-shirts, umbrellas and posters 
displaying essential information (hotline 
number, availability of free care at GFC) 
were distributed all over the country.

2.2.2.4 Social reintegration

The psycho-social status of the patient 
was recorded at admission and at the 3 
and 6 month follow-up checks carried out 
by the social assistant using the Ditrovie 
incontinence and Quality of Life Scale. 
These data are yet to be analyzed as part 
of an ongoing study examining the effect 
of fistula repair on quality of life. Addition-
ally, socio-anthropological research would 
have been beneficial for gaining a better 
contextual understanding of the impact of 
OF on peoples’ lives.

From the start, the project focused on 
the social reintegration of women clas-
sified as “untreatable”, meaning that the 
fistula could not be closed or the woman 
remained severely incontinent even after 
surgery. A HI social worker conducted 
home visits for such women in order to 
facilitate income generating activities and 
encourage integration into community 
networks such as women’s groups, village 
elder support groups etc. Unfortunately, 

specific data on the number of women 
who were engaged in this way, the type of 
assistance provided and the outcomes of 
this initiative are not available.

2.2.3 TranSFer oF Medical  
knowledge

Between 2010 and 2015, over 260 doc-
tors, 1500 nurses and 3000 nursing stu-
dents (in their respective schools) were 
given OF training by MSF staff. Train-
ings were often organized during patient 
screening/recruitment visits, and provided 
theoretical and hands-on training at the 
health workers’ place of work. Trainings 
were adapted to the knowledge level and 
responsibility of each group. Emphasis 
was on OF diagnosis, referral, immediate 
catheter treatment, timely referral of pa-
tients with a fresh fistula, and the function 
of GFC. In 2015, a specific training target-
ing all the 17 medical provincial directors 
(MPDs) was conducted in order to prepare 
and encourage the MPDs to take a more 
active role in referral after the hand-over. 

2.3 Data ManageMent

A large amount of data were gathered and 
entered in several data bases:

- Surgery/anesthesia data base

- Hospitalization data base

- Social assistance/follow-up data base

- Physiotherapy data base

Except for the surgery/anesthesia data-
base, which is a standardized database 
used in all OCB surgical projects, all other 
databases were designed and adapted 
over time specifically for the OF project. 
The implication of this was that the quality 
of the data gathering and data encoding 
was not systematically monitored. Data 
capture on patient profile, physiotherapy, 
morbidity and mortality in particular was 
weak and this was only recognized late in 
the project, jeopardizing in-depth analysis.

Patients were classified as new or old 
cases. New cases were those patients 
who presented at GFC for the first time, 
irrespective of whether they had received 
an OF intervention elsewhere; old cases 
were those patients whose OF could not 
be closed in one single attempt at GFC 
and who were re-scheduled for a follow-up 
intervention post-discharge. Total cases 
were therefore not equal to total patients. 
Similarly, total number of fistulae was not 
equal to the total number of patients, as 
one patient could have more than one OF.

Treatment outcomes were determined at 
three different times:

- At discharge from GFC: The dye test 
was done to clinically confirm fistula 
closure and standard questions asked 
to determine continence status. Only 
patients who denied any leakage of 
urine and/or faeces were considered 
continent. Treatment outcomes were 
classified as follows: closed fistula 
and no incontinence, closed fistula 
with residual incontinence, and fistula 
not closed. These outcomes were de-
termined by the medical doctor.

- At three and at six months follow-up: 
fistula closure and continence status 
were re-evaluated by telephone. If a 
patient reported any problem, they 
were asked to return to GFC for a 
medical examination, including a dye-
test.

2.4 OpeRatIOnaL ReSeaRCh

Operational research was one of the main 
objectives of the project. For the period 
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2010-2011, the Innovation Fund of MSF 
International allocated € 250,000 for the 
study of early catheter treatment of OF(20) 

The national Medical Director of GFC (2011-
2014) received MSF training in operational 
research. The Medical Coordinator (2012 – 
2014) was already part of the Luxembourg 
Operational Research (LuXOR) team be-
fore. Both are (co) authors on the following 
research studies conducted at GFC:

1. Conservative management of fresh 
obstetric fistula in Burundi: Where are 
the patients? van den Boogaard W. et 
al, MSF-OCB and Luxor, 2013(20)

 In the early stage of the study, two 
principal investigators left MSF. A sec-
ond problem was the very low rate of 
patient recruitment. Review of the re-
cruitment strategy by the LuxOR team 
boosted outreach activities and result-
ed in an accelerated recruitment rate. 
A total of 122 patients were included 
in the final study. Intermediary results 
were presented during the MSF-OCB 
scientific day (orally) and the MSF-UK 
Scientific Day (poster) in 2013. The 
final results were presented at the 
ISOFs bi-annual conference in Kam-
pala, Uganda, October 2014. Write-up 
of the full article is still ongoing.

2. Tayler-Smith K, Zachariah R, Manzi 
M, van den Boogaard W, Vandeborne 
A, Bishinga A, De Plecker E, Lambert 
V, Christiaens B, Sinabajije G, Trelles 
M, Goetghebuer S, Reid T, Harries A. 
Obstetric fistula in Burundi: a com-
prehensive approach to managing 
women with this neglected disease. 
BMC Pregnancy Childbirth. 2013 Aug 
21;13:164.(21)

3. Bishinga A, Zachariah R, Hinderaker S, 
Tayler-Smith K, Khogali M, van Griens-
ven J, van den Boogaard W, Tamura 
M, Christiaens B, Sinabajije G. High 
loss to follow-up following obstetric 
fistula repair surgery in rural Burundi: 
is there a way forward? Public Health 
Action. 2013 Jun 21;3(2):113-7.(15)

4. Quality of life in relation to continence 
status of women following obstetric 
fistula care in Urumuri Centre, Gitega 
Regional Hospital, Burundi. This study 
has been finalized but is still in the 
manuscript write-up phase.(22)

Two authors, not employed by MSF, used 
the GFC data to write their theses:

1. Van Wolvelaer, Pieter F.S. Obstetric 
Fistula Program in Burundi, a ret-
rospective descriptive longitudinal 
study. Master of Science in Public 
Health Thesis, Institute of Tropical 
Medicine, Antwerp, July 2014(18)

2. Nahaniiyo, Consolata. Contribution à 
l’amélioration de la prise en charge 
de la fistule obstétricale au Burundi; 
cas de Centre Urumuri. Mémoire de 
Diplôme d’études supérieures en ges-
tion des services de santé. Centre 
Africain d’études supérieures en ges-
tion, Dakar, November 2013(23).

Finally, various graduates from different 
nursing schools in Burundi performed in-
ternships at GFC and wrote their theses 
using GFC data.

2.5 aDvOCaCy anD téMOIgnage

2.5.1 coMMuniTy level

Health promotion (HP) activities raised 
awareness among religious, political and 
social leaders at the local level. The fistula 
ambassadors played an important role 
as first hand witnesses and advocates 
for recognition of the disease and for de-
stigmatization.

2.5.2 naTional level

In Bujumbura, the capital, active lobbying 
and the development of strong partner-
ships facilitated:

1. the formal decision to make OF care 
free of charge as part of free sexual 
and reproductive health care

2. the development of a national strategy 
to prevent and cure OF

3. the establishment of a national techni-
cal platform on OF care

4. the process of recognizing GFC as 
a National Referral Center for Fistula 
Care

2.5.3 inTernaTional level 

MSF has demonstrated its capacity in 
delivering high quality OF care for large 
numbers of patients at GFC through the 
following:

1. Launching a global multimedia series 
on maternal health, with OF featuring 
as a major topic(24)

2. Participating in the Global Fistula Map 
project which showed that in 2013 
GFC was the fifth largest fistula care 
provider worldwide in terms of number 
of interventions(25)
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3. Delivering several presentations at 
the International Society of Fistula 
Surgeons Conference (2012 Dhaka, 
Bangladesh and 2014 Kampala, 
Uganda) covering different aspects of 
GFC’s activities

4. Publishing various OF-related re-
search from GFC (mentioned above)

5. Being listed by UNFPA as a principal 
partner in the worldwide “End-fistula” 
project 

6. Being recognized as one of the largest 
fistula care providers with over 1000 
surgeries per year (all MSF sections 
together), often in (post) conflict zones

2.6 SUStaInaBILIty

The integration of GFC into GRH was 
planned from the outset of the project. After 
two years of very little interest and coopera-
tion from the Hospital Director, the integra-
tion process advanced substantially at the 
end of 2014, nine months before hand-over. 

Major accomplishments during that pe-
riod included:

1. Major rehabilitation work in the surgi-
cal block and fistula village

2. Recruitment of new staff

3. Intensive training and coaching of 
medical, paramedical and supporting 
staff in their new roles

4. Establishment of new partnerships 
(provision of food by the World Food 
Program; provision of consumables, 
instruments, and continuous surgical 
training by UNFPA)

5. Engagement of the hospital directo-
rate and administration in the daily 
management of the fistula ward

6. National recognition of GRH as the na-
tional referral center for OF care 

7. A hand-over ceremony in the pres-
ence of national, provincial and local 
authorities. 

Major shortcomings were:

1. Lack of proper planning and prepara-
tion before the end of 2014 (the pro-
cess should ideally have started much 
earlier). 

2. Incomplete surgical training of the 
new director come surgeon. This has 
resulted in a reduced number of sur-
gical repairs being performed during 
the months following the hand-over. 

2.7. COSt peR patIent

The cost for those patients who only need-
ed catheter treatment was far less than 
for those who needed repeated surgery 
or had severe complications. However, a 
detailed analysis of the cost per patient 
per treatment modality and outcome is be-
yond the scope of this report. The average 
cost per patient (total annual budget/total 
number of patients treated) allows a crude 
comparison with other similar projects. 

The total budget for the five year project 
was € 3,616,026. As the total number of 
new cases admitted to GFC was 1645 (in-
cluding 86 non-OF cases), the crude cost 
per treated patient was around € 2,200. 
This includes the cost of re-intervention for 
patients needing repeat surgery or return-
ing with complications.
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3. ReSULtS 
 MSF-ocB MeDICaL DepaRtMent

The purpose of this section is to provide 
a global overview of the GFC project and 
thus only the main results of the project 
are presented. A more detailed analysis is 
available in the final project report 2010 – 
2015(2)

3.1 ReCRUItMent OF OBStetRIC 
FIStULa patIentS
During the years 2011 and 2012 most pa-
tients were recruited through active case 
finding (Figure 1). However, as from 2013 
this number declined steadily. The num-
ber of patients being referred from health 
structures was as from 2012 onwards 
stable, while the number of self-referrals 
fluctuated each year. This resulted in hav-
ing proportionally the most patients being 
recruited by the health structures in 2015 
(Table 1). 

Figure 1: Mode of recruitment of obstetric fistula patients at Gitega Fistula Centre, 
Gitega, Burundi (January 2011*- June 2015)
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Table 1: Proportional mode of recruitment of obstetric fistula patients at Gitega Fistula Centre, 
Gitega, Burundi (January 2011*- June 2015)

 2011 2012 2013 2014 2015

self-referral 15% 17% 15% 27% 22%

referred by health structure 14% 21% 30% 33% 40%

active case finding 48% 60% 54% 39% 36%

Others 23% 2% 1% 2% 3%

* 2010 data not available

* 2010 data not available
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While the number of active case finding 
sessions steadily increased from one year 
to the next, the overall number of women 
attending these sessions began to fall in 
the latter half of the project (Table 2) as 
did the number and proportion with an OF 
(28% in 2010 to 9% in 2015, figure 2). 

Figure 2: Effectiveness of the active case finding approach for recruiting OF patients, Burundi, 
(May 2010 - June 2015)
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Figure 3: Number and type of obstetric fistula cases admitted to Gitega Fistula Centre, Burundi, 
(April 2010 - July 2015)
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Table 2: Total sessions per year and average number of women presenting per session, Burundi 
(May 2010 - June 2015)

 2010 2011 2012 2013 2014 2015

number of sessions 3 18 28 54 93 53

number of women presenting  
per session

45 58 25 21 9 9

Figure 4: Duration of vesico-vaginal fistulae among patients newly admitted to Gitega Fistula 
Centre, Burundi (April 2010 - July 2015) 
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Note: 131 patients were excluded as age of VVF was unknown

3.2 CLInICaL pROFILe OF wOMen 
aDMItteD tO gFC 
During the course of the project, there 
were a total of 2038 admissions: 1559 
first admissions and 479 re-admissions 
for women whose fistula(e) could not be 
closed in a single attempt. Total admis-
sions steadily increased during the first 
half of the project and then began to de-
cline in the latter half of the project, likely 
mirroring a marked lowering of the OF 
prevalence. Overall, out of the 1559 first 
admissions, 1443 patients had one OF, 
113 had two OF and 3 had three OF, rep-
resenting a total of 1678 OF.

From 2011, the proportion of patients 
who sought care more than one year af-
ter developing their VVF declined year 
after year, while the proportion of patients 
presenting within one year of developing 
their fistula increased steadily over time, 
to 84% in 2015.

Among women with a VVF, the fistula was 
caused by prolonged labor in 80% of 
cases.
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Figure 5: Number and type of “Obstetric Fistula” intervention per month in Gitega Fistula Center, 
Burundi (April 2010 - July 2015)

TPR= total perineal repair or RVF IIb; RVF= all RVF types excluding RVFIIb

Figure 6: Proportion of vesico-vaginal fistula patients receiving a first versus repeated surgery 
in Gitega Fistula Center, Burundi (April 2010 - July 2015)
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Table 2: Surgical outcomes at discharge among OF patients (excluding patients with a RVFIIb and 
patients with two or more fistulae) treated at Gitega Fistula Center, Burundi (April 2010 - July 2015)

First surgery
n (%)

Repeated surgery
n (%)

tOtaL 1020 468

Fistula closed: 
   Continent
   Incontinent  

929 (77)
     619 (87)

 96 (13)

271 (58)
190 (70)
 81 (30)

TOTAL Fistula closed + Continent 619 (61) 190 (41)

The majority of patients operated on re-
ceived a VVF repair, although the annual 
number of VVF repairs declined steeply 
from 2013 onwards. The number of RVF 
repairs remained stable throughout the 
project while the number of TPRs in-
creased significantly in 2012, stabilizing 
thereafter (Figure 5).

A RVF type IIb is not in the strict sense an 
OF; it is not a fistula at all, but a perineal 
tear. And it is not caused by obstructed 
labor, but lack of perineal care during un-
obstructed labor. Its surgical repair is rela-
tively simple with a high success and low 
complication rate. At GFC, RVF IIb have 
been wrongly classified as an OF. 

3.3 SURgICaL anD COnSeRvatIve 
(CatheteR) tReatMent  
anD OUtCOMeS
Out of a total of 1559 women coming to 
GFC, 155 (10%) received conservative 
treatment and 1402 (90%) received surgi-
cal repair only. 118 (76%) women receiv-
ing conservative treatment subsequently 
required surgical treatment due to an un-
successful outcome with urinary catheteri-
zation. Two women (<1%) did not receive 
any treatment due to the presence of other 
co-morbidities and/or complications. 

3.3.1 Surgical TreaTMenT  
and ouTcoMeS

Over the years women receiving a first 
surgery remained more or less stable be-
tween 70% in 2010 to 64% in 2015. How-
ever for three or more attempts we saw 
that this proportion doubled from 10% in 
2010 to 23% in 2014 (Figure 6). In 2015 
this decreased to 19% which is most likely 
because of the medical doctor’s training 
in OF surgery did not reach the advanced 
level, and three or more attempted surger-
ies are among complicated OF patients. 

Closure rates and continence rates at dis-
charge after OF surgery were 77% and 
61% respectively at the first intervention, 
and 58% and 41% at repeated interven-
tion (Table 2). Although it would be im-
portant to understand what happened to 
those women whose fistula was not closed 
and / or had residual incontinence after 
the intervention(s), however the complex-
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ity of the analysis and interpretation of 
these phenomena were beyond the scope 
of this report. 

3.3.2 Conservative (Catheter) 
treatment and outComes

A total of 198 patients with OF arrived at 
GFC within six weeks of the causal deliv-
ery. Of these patients, 150 (76%) patients 
were health center referrals and, the re-
maining patients. 48 (24%) were self-
referrals. 155 patients (78%) received a 
bladder catheter as early VVF treatment. 
37 (24%) were cured without further in-
tervention, 76 (49%) were operated on 
immediately after the failed catheter treat-
ment, of which 56 (74 %) left the hospital 
continent. Forty-two (27%) were still await-
ing surgery.

3.3.3 morbidity and mortality

The main morbidities or complications ob-
served among all admissions were:

83 (4%) lower urinary tract infections, 52 
(3%) high urinary tract infections, 24 (1%) 
early breakdown of fistula repair, 9 (<1%) 
post-operative bleeding, 4 (<1%) infection 
of episiotomy and 205 (10%) non-speci-
fied complications that were successfully 
treated at GFC. 

Overall wound infection rate was 3.5%

Five patients (0.3%) were referred to ei-
ther GRH or a tertiary level hospital in the 
capital Bujumbura: 3 before surgical inter-
vention and 2 after first surgery.

Table 3: Status of fistula closure and continence at exit, 3 and 6 months follow up among patients 
treated at Gitega Fistula Center, Burundi (January 2012 – December 2014*)

 At discharge
n (%)

At 3 months  
follow-up n (%)

At 6 months  
follow-up n (%)

TOTAL 798 732 (92) 608 (79**)

Fistula closed 

    Continent 718 (92) 617 (84) 549 (92)

    Incontinent   80 (8) 114 (16) 58 (8)

Fistula breakdown    1 (<1)   1 (<1)

* Only the years 2012-2014 were included as the follow-up through telephone consultations only started 
in January 2012 and six months follow-up could only be analyzed from patients who were discharged 
by the 31st of December 2014.

** 33 patients were not followed up at six months due to an early appointment at GFC. 

Two (0.1%) patients died after surgical 
intervention and before being referred to 
Bujumbura. 

Two (0.1%) patients left GFC before any 
intervention.

According to MSF criteria, the morbidity 
and mortality rates were within acceptable 
margins. 

3.3.4 three and six months 
follow-up

At three months follow-up, 92% of the 
women could be telephone-contacted 
which decreased to 79% by six months 
follow-up (Table 3). Main reasons for not 
being able to connect to the women were 
change of telephone number, telephone 
number no longer existing, or receiving an 
unknown person. 

Residual incontinence at three months fol-
low-up saw a huge increase. This can be 
partially explained by the fact that women 
would not want to disclose their conti-
nence status at discharge as they desired 
to go home. However we do not have any 
objective means to measure this. There is 
also no explanation for the decrease of in-
continence at six months follow-up. 
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4. Discussion 
 MSF-OCB MeDical DepartMent

This multidisciplinary OF project was in-
novative in many aspects as demonstrat-
ed by: the early establishment of strong 
partnerships, the set-up of several large 
data bases, the use of a telephone hot-
line, the introduction of specific clinical 
protocols, the extensive follow-up pro-
gram, the extensive outreach activities, 
the establishment of a pool of expert 
surgeons, the introduction of new physi-
otherapy techniques, the extensive opera-
tional research, the surgical training being 
based on the FIGO manual, the integrated 
psycho-social assistance, the educational 
and family planning program, the strong 
advocacy efforts, the intensive hand-over 
process and the capitalization effort.

The MSF experience of implementing the 
OF program in Gitega provides a number 
of lessons learnt, highlights key areas that 
need addressing and provides potential 
solutions/approaches to consider for fu-
ture OF projects.

4.1 prevention

Prevention of obstructed labor by timely 
caesarian section will end OF worldwide. 
The MSF OF strategy addresses preven-
tion by strengthening emergency obstetri-
cal care (EmOC), albeit not always at the 
same location as the fistula centre. When 
OF care is integrated within a hospital with 

a maternity unit, quality EmOC should be 
available. If it is not, MSF should provide 
support for this. This was the case in two 
other MSF fistula centers, so much so that 
the EmOC support superseded OF care 
as the main part of the project. This was 
not the case in Burundi, where the EmOC 
part of the program was actually provided 
at an MSF-run EmOC unit in a separate 
province, several hours drive away.

4.2 closure, cure  
anD clinical success

International consensus about basic defi-
nitions of clinical success in OF care, and 
more specifically in OF surgery, does not yet 
exist26. Comparing OF treatment outcomes 
between programs is therefore a challenge.

Closure rates: Closure rates seem to be 
associated with the amount of scarring, 
the type of fistula, the experience of the 
surgeon and most importantly, the num-
ber of previous surgeries(27). To compare 
closure rates from one program to anoth-
er thus requires that these confounding 
variables be controlled for and this was 
far beyond the scope of this report. The 
closure rate at discharge of first-time OF 
surgery is possibly the only indicator that 
allows for reasonable comparison. At GFC 
the closure rate of 77% was lower than 
the reported 94% among East-African OF 

patients(28) and the generally accepted 
85% WHO standard(29). Although below 
the thresholds for which we do not have 
an explanation, we consider this to be a 
satisfactory and realistic outcome. 

Continence rates: In the absence of a 
clear definition of post-repair continence, 
continence rates could not be compared.

Clinical success: Closure of the fistula 
might be viewed as a success by the cli-
nician, and a fully continent patient might 
be regarded as a cured patient. However, 
a patient might define “being cured” very 
differently, i.e. as being continent AND be-
ing able to deliver a healthy baby. 

The international fistula community needs 
to urgently develop definitions of success, 
both from a clinician’s as well as a pa-
tient’s point of view. MSF can and should 
contribute to this process through quanti-
tative and qualitative research.

4.3 prevalence, inciDence anD 
justification for intervention

Results from the UNFPA prevalence study 
conducted in 2013 did not match the story 
told by the GFC data. UNFPA estimated a 
national OF prevalence of 3550 cases, and 
an incidence of 750 new cases per year. 
Recruitment data from GFC indicated that 
in 2013 the large majority of the backlog 
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of OF patients had already been treated. 
Furthermore, the low patient recruitment 
rate for the fresh fistula study suggested a 
much lower incidence than UNFPA report-
ed. A reliable OF prevalence study is noto-
riously difficult to conduct because of the 
relative scarcity of OF and the complexi-
ties surrounding the OF case definition. 
The Demographic Health Surveys (DHS) 
Program of the United States Agency for 
International development (USAID) has 
published recommendations on how to 
conduct a robust OF prevalence study(30). 
MSF should insist on the implementa-
tion of this methodology in each country 
where it wants to develop fistula activities 
and where a prevalence study is foreseen 
or needed. In the absence of DHS based 
data, MSF should gather all available fistu-
la data in the country or region of interest, 
and analyze these data critically in order 
to estimate a proxy prevalence/incidence. 
Organizing a pilot fistula campaign in a 
well-chosen location, in collaboration with 
reliable partners, might provide the next 
step. In this way, relevant field information 
can be gathered on the feasibility and rel-
evance of setting up a fistula center in a 
particular region. Once the fistula center 
has been set up, close monitoring is es-

sential in order to respond appropriately to 
over- or underestimated needs.

4.4 case Definition  
anD its consequences
Incorrectly including RVFIIb in the case 
definition of an OF (see above) had some 
serious consequences:

1. In 2014, only 13 OF repairs were per-
formed per month instead of the 21 re-
ported when the RVFIIb repairs were 
included in the numbers. In 2015, 
this number dropped further to 9 per 
month (translating to approximately 
two OF repairs per week). This low 
number hardly justifies the presence 
of a permanent fistula center and es-
sentially jeopardizes the quality of 
care provided. By monitoring the cor-
rect number of OF repairs, the hand-
over strategy may have been differ-
ent; the systematic referral of cases 
to REMA Hospital and/or CHUK would 
likely have been implemented sooner 
and unnecessary resources would 
likely have been saved. Unfortunately, 
data on the level of activity at GFC six 
months after the hand-over were not 
available.

2. Including RVFIIb repairs in the out-
come data for OF repairs artificially 
improved the closure and continence 
rates as these interventions have a 
higher success rate than a true OF 
repair. Separate analysis should have 
been routinely performed. This was 
particularly relevant for 2014 and 2015 
when 40% of all interventions were 
RVFIIb repairs.

Extensive tissue damage may make fis-
tula closure technically impossible. At 
GFC, it was not possible to analyze how 
many OF patients were considered “in-
operable” and for what reasons. In the 
absence of a common case definition, 
defining an OF as “inoperable” depends 
largely on the level of expertise of the 
fistula surgeon. Patients may receive too 
many surgical attempts with very little 
chance of success, or may be denied the 
chance of being “cured” if the surgeon 
incorrectly declares a patient to be “in-
operable”. The most experienced OF sur-
geon, being the referent surgeon at head 
quarter’s level, should make the final call 
whether to continue or stop surgery in a 
patient with a complicated OF. Once a 
patient is considered to be inoperable, all 
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measures should be taken to assist the 
patient medically and psycho-socially in 
the best way possible, in principle for the 
rest of her life.

Residual incontinence after fistula closure 
is ill defined. Its quantification, classifica-
tion and treatment are yet to be standard-
ized. At GFC, outcomes of conservative 
or surgical treatment of residual inconti-
nence could not be analyzed. Guidelines, 
preferably as part of operational research, 
need to be put in place to allow for a prop-
er evaluation of the different treatments 
available. 

The aforementioned points highlight the 
complexity of a fistula project and make 
the important case for ensuring continu-
ous close supervision and evaluation from 
a fistula referent/expert at the Headquar-
ters level. This was only the case during 
the first two years at GFC, when the head 
quarter fistula referent was also the sur-
geon at GFC. At project level, the continu-
al presence of a doctor acting as the local 
expert is indispensable, to oversee daily 
medical care as well as timely analysis 
and correction of data, in close coopera-
tion with the medical coordinator.

4.5 recruitMent
The active case finding approach used 
to recruit OF patients required intensive 
resources and its success seemed to 
depend principally on a relatively high 
prevalence of OF. As time went by and the 

prevalence of OF decreased, intensifying 
these case finding efforts was met with 
decreasing marginal gains (so called ‘di-
minishing returns’). 

The number of medical staff at public 
health structures trained by the outreach 
teams was impressive and probably 
unique. It demanded intensive resources 
and favorable conditions such as a rela-
tively small and accessible country and 
well established relations with the local au-
thorities. The increase in health structure 
referrals to GFC over time strongly implies 
that the training was effective. However, 
the cost-effectiveness, reproducibility and 
impact of this approach in other contexts 
is unclear and this merits future research.

Training medical staff seemed to be the 
most sustainable way of recruiting patients, 
and informing the population through dif-
ferent media channels the most cost-ef-
fective. This was true for patients with long 
standing OF as well as fresh fistulae.

4.6 Monitoring anD research
The opportunity to establish an extensive 
medico-socio-anthropological profile of 
the patients was missed. In other words, 
at the end of the project, we knew very lit-
tle about the patients we had treated. This 
hindered our ability to advocate on their 
behalf within the political and medical are-
na. The early involvement of anthropolo-
gists and /or psychologists would be very 
useful in the future.

The amount of data gathered in this pro-
ject was enormous and therefore difficult 
to manage. Only a part of the data was 
used or could be used. Better data man-
agement could have contributed to better 
strategical decisions and in-depth analy-
sis of the surgical results and outcomes 
of the project together with the effect of 
introducing various treatment adjuncts 
such as the new physiotherapy methods. 
Projects of this complexity need continu-
ous guidance and follow-up by a data 
manager or operational researcher.

4.7 training
Providing high quality training in fistula sur-
gery is a major challenge in any given set-
ting. It demands considerable long-term 
efforts and committed engagement of the 
trainer and the trainee. Both the trainer and 
the trainee need to have specific qualities, 
the set-up of the fistula center needs to be 
adapted to provide the right environment 
for training and there needs to be an ad-
equate pool of appropriate patients to fa-
cilitate sufficient hand-on training. A well-
established trainer should be involved at 
an early stage to assess the relevance and 
feasibility of setting up a surgical training 
program. The long-term engagement of a 
well- trained national surgeon is absolutely 
vital for a successful hand-over, although 
provision of training should not necessarily 
fall under the remit of MSF. 

4.8 collaborative partner-
ships anD Ministry of health 
involveMent 
The establishment of partnerships was at 
times laborious and frustrating. However, 
it was an important part of this project for 
the following reasons:

1. MSF could benefit from the knowledge 
and networks already present in the 
country (HI).

2. Partners were able to cover certain 
aspects of the project where MSF had 
less know-how (such as physiothera-
py and social reintegration (HI)) and 
were also able to take over certain re-
sponsibilities after GFC was handed-
over (UNFPA).

3. Integration of GFC within the hospital 
and the hand-over would have been 
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impossible without a strong partner-
ship between MSF and the Hospital 
Director during the second half of the 
project.

4. Outreach activities demanded strong 
partnerships with local authorities and 
NGOs. 

5. A partnership with the MoH was es-
sential, particularly in regard to the 
execution of an effective national pro-
gram to prevent and cure OF. 

4.9 costs
Offering OF treatment free of charge is es-
sential for this group of vulnerable patients 
and should be part of a national MoH 
strategy. Once a fistula center has been 
established, the cost per patient depends 
largely on the number of patients being 
treated. Below a critical threshold the 
cost per patient becomes unacceptably 
high, as the MSF fistula project in Chad 
has shown(1). On the contrary; the cost per 
patient is considerably lower when num-

bers are high and when most patients self-
refer, as demonstrated in the MSF fistula 
center in Jahun, Nigeria which has been 
running for seven years now. At GFC, fully 
deployed outreach activities utilized one 
third of the annual budget (although of 
note, some of these costs went towards 
recruiting fresh fistula patients for the re-
search study).To better understand the 
cost of implementing an OF project like 
GFC, a cost-effectiveness study would be 
justified. 
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5. COnCLUSIOn 
 MSF-ocB MeDICaL DepaRtMent

The MSF multidisciplinary OF care project 
in Gitega, Burundi, combined high quality 
care and innovation and treated over 1500 
women helping them to restore their dig-
nity.  Major lessons were learnt during the 
five year project period regarding nation-
wide recruitment of OF patients, the prop-
er classification of OF, the use of relevant 
outcome indicators, the management and 
analysis of a large amount of clinical data, 
the conduct of operational research, the 
simultaneous offer of different treatment 
modalities, the organization of a follow-up 
program, the establishment of partner-
ships, the set-up of an extensive and di-
verse training program, and the planning 
and execution of the hand-over. Providing 
multidisciplinary OF care is very complex 
and demands specific expertise and 

continuous monitoring. A timely assess-
ment of the changing local needs in OF 
care and the built up of national capac-
ity accordingly will always remain one of 
the most important challenges. MSF has 
shown that its approach to deliver OF care 

was efficient, affordable and to a certain 
degree sustainable. This rapport hopefully 
will be helpful to other OF programs in its 
start-up, its continuation and/or consid-
ered improvements of care for those OF 
patients still awaiting treatment.
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