Fistula Nurse Training in Kyangwali Refugee Settlement in Western Uganda

Obstetric fistula is a devastating condition affecting women in countries with inadequate obstetric care. Obstetric fistula is caused by undetected or unrecognised obstructed labour. By the time the woman delivers the baby it is almost always stillborn and she will be left with uncontrolled urinary and /or faecal incontinence caused by the fistula. 

This condition affects some of the most vulnerable women in the world. Most are shunned by their families, the partner leaves them to live a socially deprived life in isolation due to the smell of urine. Unable to work, many suffer depression with suicide not uncommon.

I have been travelling to Uganda for the past 10 years to work with these women in fistula repair camps supported by the Uganda Childbirth Injury Fund (UCIF). My time is spent on the ward with the Ugandan nurses teaching them how to manage the fistula patients and working alongside them. Surgical cure gives these women hope to be cured of their fistula and be able to integrate back into society.

One of our Ugandan fistula surgeons has been travelling to Kyangwali refugee camp in Western Uganda, carrying out fistula camps in the settlement. Many of the refugees come from the Democratic Republic of Congo, a few from South Sudan and Rwanda. These women he operates on have often fled to Uganda from war in their own countries and many have suffered rape as well as obstetric fistula. These women were even more vulnerable than those I had already met in the fistula camps. 

I was asked if I could join the surgeon and help set up fistula nursing care in the refugee settlement hospital as the nurses had very little experience of how to manage the patients. Good quality holistic nursing care improves outcomes for patients and enhances their hospital stay. It also decreases the burden of work for the few skilled fistula surgeons.

Thanks to the Burdett trust for nursing I was awarded a grant to enable me to set up training for the nurses and provide essentials for nursing care. We bought linen for the beds, as the linen the patients came with was often dirty and threadbare. Living with urinary incontinence means you will be washing your clothing and bedding daily as these women wake up every morning with urine in their hair. Theatre gowns were obtained to ensure no one was expected to walk into theatre naked. Buckets for free drainage of catheters were bought as well as a few other essential items.

Before heading to Uganda to start the training I wrote a textbook on fistula nursing care with the Ugandan Surgeon. There is very little literature on fistula nursing care so the book was written from best practice and what we though works best from experience. The book was published jointly by UCIF and FIGO (Federation International of obstetrics and gynaecology). I also devised a competency based training plan to use with the nurses.

We held the nurse training sessions over 3 camps at the refugee settlement over a period of 18months. It took longer than expected to carry out due to covid. I either could not travel due to Uganda being a red list country or Uganda was in lockdown from covid.

The first camp was really setting up the training and the ward with all the equipment. I had a Ugandan fistula trainer nurse with me to introduce the nurses to fistula nursing care. We had 6 nurses to train and worked alongside them at the first camp.

By the second camp the textbook was published, the nurses all received a book and the training plan. During this camp the training sessions were held at the screening process, by the bedside on the ward, in theatre and we also had group sessions. The training plan helped us to determine the learning of each nurse, who was signed off when able to show competency in all the areas. 

By the third camp the nurses were able to work alone with very little support from myself or the local trainer. We were there to help with any issues and also to support with any problems they had encountered when looking after the patients when the team left. The nurses we were training were also training their colleagues in fistula nursing care.

The main obstacles I had with the programme was being able to train the same nurses every time. Due to rotas and holidays the original 6 nurses were not available at every camp. In the end a larger pool were trained with 2 nurses naturally becoming the lead nurses and continuing the ongoing training which worked very well. The other issue being that the nurses were also working on their own wards during the training camp, some doing night duty as the hospital did not have enough staff to allow the nurses to be released for fistula training. However, with the Burdett grant I was able to pay them a small stipend to cover their overtime hours.

The fistula nurse training programme was a big success thanks to the Burdett trust for the support. We have continued the training in other hospitals and camps that UCIF support. 

I am about to attend the International Conference of Fistula Surgeons in Mozambique to present the fistula nurse training and hope it is adopted for use globally in fistula affected countries with the help of FIGO.



