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1. Preface

The Technical Working Group on “The Prevention and Treatment of Obstetric Fistulag® convened
by WHO in Geneva, 17-21 April 1989, pointed to an immense lack of information on the nature and
extent of the problem of obstetric fistula in the world. It also expressed some doubt as to whether
the published literature on the subject accurately reflected the geographic distribution of the
problem or whether conversely, it was not the published repors which conditioned our assumptions
about the prevalence of the problem in different parts of the world.

It was these concerns that led us, in the months that followed the meeting not only to carry
out a thorough literature review but also to write to over 250 individuals, institutions and
organizations in developing countries asking them whether they came across women with obstetric
fistulae in their area and if so, to describe their experiences (see Appendix A).

Our grateful thanks go to all the busy and concerned individuals who took the time and
trouble to write to us from as far afield as Pakistan and Ecuador. Their testimonies have enabled us
to put together a somewhat clearer picture of the nature and extent of the problem as it exists
today, and provide useful insights into the improvements that can be brought about by better and more
accessible maternity services, as well as by more far reaching measures such as raising the age of
marriage.

This document represents an attempt to bring together all the information available 10 us
trom both these sources. Inevitably there are gaps and omissions and we wouid encourage anyone
who has, or knows of additional studies to let us have copies. However, even allowing for the fact
that our data may be incompiete - other studies of which we are unaware may have been undertaken -
obstetric fistula is a topic which has not received anything like the attertion it merits. We think
that this review will encourage further study of the problem and, above all, encourage the actions
needed to prevent obstetric fistulae occurring. In the meantime, we hope that this document will
serve to stimulate interest in the plight of women with this affliction and help them obtain the care
they need.

We should like to thank Irene Figa-Talamanca and Alison Katz for their assistance and the
United Nations Population Fund (UNFPA) for their financial support. (Project no. INT/88/P14)




WHO/MCH/MSM/91.5
page 3

2. Introduction

*To meet only one of these mothers is to be profoundly moved. Mourning the stilibirth of
their only baby, incontinent of urine, ashamed of their offensiveness, often spurned by their
husbands, homeless, unermployable except in the fields, they endure, they exist, without friends,
without hope. No world charities have ever heard of them. They bear their sorrows in silent shame.
Their miseries, untreated, are utterly lonely and lifelong.*

These words were written in 1974 by Drs Reginald and Catherine Hamlin, founders of the
Second Fistula Hospital in Addis Ababa, Ethiopia (Zacharin, 1988). The women are sufferers from
obstetric fistulae, an injury to the bladder and/or rectum during childbirth. Obstetric fistulae
have long been recorded, and the earliest reference dates back to 1550 BC in the Kahun papyrus from
Egypt (Zacharin 1988). In Western countries, these fistulae are rarely seen now except as a
complication of palvic surgery or radiotherapy, but in many developing countries, obstatric fistulae
continue to occur, sometimes in large numbers.

3. What is an Obstetric Fistula?

An obstetric fistula is a hole which forms in the vaginal wall communicating into the
bladder (vesico-vaginal fistula - VVF) or the rectum (recto-vaginal fistula - RVF) or both
{recto-vesico-vaginal fistula - RVVF), as a resuit of prolonged and obstructed labour. Less
commonly, operations to terminate a difficult labour either by forceps, Caesargan section or
symphysiotomy can alsc cause VVWF., During normal labour, the bladder is displaced upwards into the
abdomen and the anterior vaginal wall, bladder base and urethra are compressed between the fetal head
and the posterior surface of the pubis. No harm results if this is only for a short time, but in
profonged obstructed labour the intervening soft tissues are devitalised by ischaemia.  The resulting
area of pressure necrosis sloughs, usually between the third and tenth day of the puerperium (Lawson,
1988). It is the duration of compression without relief rather than the magnitude of pressure which
determines the degree of tissue necrosis. The resulting fistula can be quite small (less than 1 cm)
and in the middle of the vagina, or it may be large and involve the urethra, bladder neck and the
cervix. In extreme cases, the ureters may be affected, and there may be so much tissue loss that
bladder and vagina are almost non-éxistent,

The immediate consequences of such damage are urinary incontinence, faecal incontinence if
the rectum is affected, and excoriation of the vulva from the constantly leaking urine and faeces.
Secondary amenorrhoea is a frequently associated problem. Women who have survived prolonged
obstructed labour may also suffer from local nerve damage which resuits in difficulty in wakking,
including drop foot.

The social consequences of these physical disabilities are severe. Most victims of
obstructed labour in which the fistuia subsequently occurred will also have given birth to a
stillborn baby. In some areas, a high percentage of fistulae occur during the first pregnancy.
Women who live in cultures where childlessness is unacceptable will therefore suffer from this fact
alone. As long as they are incontinent of urine they are also likely to be abandoned by their
husbands on whom they are financially dependent, and will probably be ostracised by society.

4. Extent of the Problem

Over the past three decades, a number of key studies have been carried out on cases of
obstetric fistula. With one exception (Murphy, 1981), these studies are based on hospital records.
Most often they are reports by the gynaecologists or surgeons who operated on the women, and thus
frequently give considerable detail about surgical methods employed,
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While they provide a good indication of the existence of fistulae in particular areas of the
world, these studies do not, of course, furnish adequate data as to incidence or the true extent of
the problem woridwide. Neither, for the most part, do they give detailed information on the
sociological aspects of the problem - who these women are, what their lives are like, how they cope
with their problem, how society deals with the situation. They do however, clearly indicate that
obstetric fistula constitutes a major gynaecological problem in many developing countries.

The majority of both published and unpublished information comes from Alfrica and Asia
(c¢f. P.10). In the former, the countries where fistulae have been reported over the last 20 years
are: Burkina Faso, Cameroon, Chad, Céte d'lvoire, Eqypt, Ethiopia, Gabon, Ghana, Kenya, Malawi,
Namibia, Niger, Nigeria, Senegal, Sierra Leone, Somalia, Sudan, Tanzania, Uganda, Zaire, Zambia, and
Zimbabwe. Recent information indicates that the incidence of fistula has probably decreased in
Egypt, Zambia and Zimbabwe. The majority of recent reports are from Ethiopia and Nigeria, where the
numbers studied are frequently in the hundreds, and where the problem is still very serious.

Actual incidence of fistula is impossible to calculate.  The Hamling, cited above, treat on
average about 700 cases of obstetric fistula per year at the Second Fistula Hospital in Addis Ababa,
Ethiopia. On this basis, it has been suggested that the incidence might be around 55 per 100,000
births in Ethiopia. This is certainly an underestimation of the real size of the problem, which
according to Harrison, might be closer to B0 per 100,000, half as big again (Harrison, 1989).
Frequency within other hospital settings has been calculated by some authors. Unfortunately,
frequency rates are sometimes given as a proportion of admissions or of gynaecological admissions,
and sometimes of deliveries or births. This makes comparison difficult.  The highest percentage of
fistulae for gynaecological admissions is 16.4% reported in Khartoum, Sudan (Mustafa, 1971). The
frequency for deliveries varies from 0.03% in Benin City, Nigeria (Groen, 1974) to 0.39% of births in
Zaria, Nigeria (Harrison, 1985). Most of these data however, refer to the past. Recent data on
incidence are practically non-existent.

In Asia, the information available is almost exclusively from the Indian subcontinent -
Bangladesh, India, Nepal and Pakistan. One report from Thailand shows that from 1969-89 there was
one case of recto-vaginal fistula at a hospital in Bangkok (Chaturachinda, 1989). Recent estimates
from Papua New Guinea suggest that there are about 20 fistulae per year throughout the country (Mola,
1989). In India, most recent raporns indicate that the occurrence of obstetric fistula has
diminished over the past 20 years, due to better health services, but still represents a problem in
some places (Antony, 1889; Hogambal, 1989). In Pakistan, hundreds of women with fistulae are still
heing seen, particularly in the Norh, where 25% of women with fistulae are refugees from Afghanistan
(Ahmad, 1989). Here, obstetric fistulae occur in 4% of deliveries, while in Karachi the proportion
i5 0.3%. Nepal is another country where the problem seems prevalent still today (Scholz, 1988).

Reports of obstetric fistulae from the Middle East are few. Studies from the 1960's in Iran
(Massoudnia, 1972) and Turkey (Yenen, 1965) show large numbers of fistulae, but elsewhere the numbers
are low, and it is suggested that the phenomenon is gradually disappearing. In Saudi Arabia,
fistula repair accounted for 0.18% of obstetric/gynaecolegical operations nationally in 1980 (Saudi
Arabia, 1981). In Kuwait only 3 have been reported in the last five years, (EI Ashnehi, 1989) while
a report from lran states that in recent times there are not enough cases 1o train the residents
(Matin, 1989).

Unpublished reports from Ecuador, Latin America, document 673 hospital admissions for repair
of genital fistulae recorded nationally from 1979-87, although the percentage of these which were
obstetrically caused is not given (Pino, 1989). This quite alarming figure indicates that genital
fistula is indeed a problem in at Jeast one country of the Latin American continent where, until now,
irformation about it has been scant, if not non-existent.
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5. The Women

What do we know about the women who suffer from obstetric fistulae? Although information
about them comes from hospitals which are frequently in urban centres, most of the women come from
rural areas where health services are poor or non-existent, where roads are bad or even washed away
in the rainy season, and where means of transpon are terribly slow. Whether in Ethiopia, India, or
Nigeria, stories of women traveliing over 600 kilometres by bicycle, bullock cart and bus to reach a
hospital are not uncommon.

51 Poverty

These factors are part of a total picture of socio-economic deprivation. The women with
fistulae come almost exclusively from poor families and communities. They are mostly illiterate or
have rudimentary education. Malnourished from birth and susceptible to disease, they are chronically
anaemic and physically stunted. One result of malnutrition is cortracted pelvis which gives rise to
cephalo-petvic disproportion in pregnancy which, if not managed appropriately, is responsible for a
very high perinatal and maternal morbidity and morntality. Obstetric fistula is one outcome of this
sequence of events (Ahmad 1988). Poverty also deprives women suffering from fistulae from
appropriate treatment. A surgeon from Nepal stated that * remember two patients from remote areas
who could not pay for their operation. Each of them told me that they knew of nine more women in
their areas leaking urine. None of these women has come 10 us. Why? Were they afraid of the costs,
of the long way (the rich ones come by plane), or of the big town?" (Scholz, 1989).

5.2 Age and Parlty

In such communities women are usually given in marriage at a very early age, sometimes
before menarche, and thus stant bearing children before physical development is complete. This too
contributes to cephalo-palvic disproportion. In Africa, a number of studies show that 50-80% of women
were under the age of 20, with the youngest patients being 12 or 13 years old. In Zaria, Nigeria, a
study of 1,443 cases of VVF showed that 5.5% (80) were under 13 years old (Tahzib 1983). Another
study in the same city showed that 20% of fistula patients were under 16 in comparison with only 11%
in the entire cbstetric population (Harrison, 1985). The majority of studies from Africa where age
is analysed show that at least 709 of women with fistulae are aged 30 and under.

In Asia, the majority of women with fistulae also seem to be under 30, but with a greater
concentration of women in the 20-24 (21-25) year age group, except for Bangladesh where the highest
percentage (48%) is under 20 (Begum, 1989). The reason for this is probably that, apart from
Bangladesh which has the lowest mean age of marriage in the world, the age of marriage in Asia
generally is higher than in Africa.

Since the women are frequently so young (especially in Africa), it is not surprising that
the fistulae occur during their first confinement. Again, where studies analyse this kind of
information, the majority in Africa show that 50-80% of women suffering from fistulae are
primiparous, and this percentage is as high as 85% in Sudan and Ethiopia (Abbo, 1975),

The proportion of fistula sufferers who are primiparous in Asia varies from about 30% in
some parts of India to as high as 95% in Pakistan (Akhtar, 1989). In three studies (2 in Pakistan, 1
in Jordan), however, there was a higher percentage of women who had five children or more
(grandmultiparae). This has been explained by the fact that basic malnutrition along with rapid ,
child bearing and almost continuous lactation results in demineralization of the bones. The uitimate
result is osteomalacia which is still seen as a major cause of secondary disproportion leading to
fistulae and other complications (Ahmad 1988).
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In a study from Ecuador - the only one from Latin America - 75% of the women with fistulae
were primiparous, but the numbers are so small that no significart conclusion can be drawn (Calle,
19809).

5.3 Helght

Women who are malnourished from childhood are likely to be stunted. Although very few
studies give information about the height of fistula patients, those which do, stress its importance
as a contributing factor. Harrison, (1989) maintains that height has a greater influence on the
incidence of fistula than age. The average height of women with fistulae in Ethiopia (Bal, 1975),
India (Bhasker Rao, 1972; Biswas, 1988), Niger ( Docquier, 1983), Nigeria {Harrison, 1989; Nnatu,
1986), and Pakistan (Ahmad, 1988) is never more than 155¢cm, and some women are as short as 135 cm.
Two studies which speak of comparative height, show that fistula sufferers are shorter on average
than non-sufferars (Harrison, 1985, Bhasker Rao 1975).

5.4 Soclal Statua

Marriage at a very early age is common where the social status of women is low. once
married, the way to attain status as a woman is to bear children as quickly as possible. This
explains why so many of the fistula sufferers are so young.

The malnutrition mentioned earlier, which may be a feature of the whole community, is often
more acute in women due to differential feeding practices for boys and girls from birth. This is a
complex problem, but resides in a fundamental undervaluing of giris and wormen, leading to neglect and
discrimination.

in the rural communities of the countries in question, women have very little decision-
making power. If labour becomes obstructed and all local methods fail, a woman may be taken to
hospital, but only upon the decision of the husband, sometimes the village chief, or possibly the
mother-indaw. Linked to this is a lack of knowledge about the kinds of complications which can
occur during labour, and a mistrust of "modern health care services. Several studies mention
women's unwillingness to use heaith facilities, even when they are available. The reasons for this
are certainly very complex and are not analysed in the fistula literature. Zacharin (1988), quoting
another study, mentions that lack of education deters people from attending hospital, particularly
when they are made to feel stupid and when hospital staff are from an alien cuiture with differing
traditions, customs and language. The cost of health care services is certainly another serious
deterrent. In some communities, the fear of operative delivety may also deter women from seeking
such services, since normal vaginal delivery is seen as the badge of acceptance into womanhood
(Kelly, 1979).

5.5 Traditional Practices

A number of traditional practices seriously affect women's health, and in particular their
reproductive health. Female circurncision, a practice which has existed in every continent in the
world, Is still widely practised in some African courtries. Parts of the female genitalia, usually
including the clitoris, the labia majora, and sometimes the labia minora and mons veneris are cut
away. Frequently carried out in unsterile conditions, the complications of circumcision are many and
include haemorrhage, shock, retention of urine, acute infection and tetanus. In its most severe form
the introitus is reduced to the size of a pin-hole, and must therefore be cut open before coitus.
Such circumcision uniformly produces delay in the second stage of labour which, i managed in
hospital, will require a large midline episiotomy. Extension into the anal canal with sphincter
disruption may occur readily and accordingly circumcision certainly has a marked influence on
racto-vaginal fistula (Zacharin, 1988).




WHO/MCH/MSM/91.5
page 7

Gishiri cutting is a common practice in Nigeria amongst the Hausa people. This is a
traditional operation which consists of cutting the anterior vaginal wall with a large curved knife ,
or razor blade, thus endangering both bladder and urethra. This cut is used in the treatment of a
wide variety of gynaecological ills including infertility, dyspareunia, amenorrhoea, goitre,
backache, and dysuria. It is commonly employed during pregnancy and labour, frequently causing not
only vesico-vaginal fistula but also haemorrhage and sepsis. In a study in Zaria, Nigeria, it was ‘
found that gishiri cutting alone was responsible for 13% of all VWFs (Tahzib, 1983). The practice of
"angurya® in which tissue is removed from the vagina by traditional surgeons, for a variety of
reasons inlcuding the treatment of coital pain, is still another cause of infection and fistulae
{Sambo, 1990).

6. Health and Social Consequences

A tiny proportion of fistulae may heal spontaneously with appropriate hospital care
(continuous bladder drainage). For the rest, the women are destined to live with continuous leaking
urine andfor faeces, causing urinary tract infection, vaginitis, and excoriation of the vulva.

This horrible condition seriously impedes canying out the normal functions of living and
working, whatever they are. Someone who smells strongly of urine is not welcome in society, Women
with fistulae usually become outcasts, not permitted to live in the same house as their families or
husbands, not aliowed to handle food, cook, or pray, not allowed to get on a bus, Some even have to
leave their native village {Dali, 1989). In India and Pakistan, as many as 80% or 90% of fistula
patients are abandoned or divorced by their hushands (Buckshee, 1989 and Hanif, 1989).

In Zaria, Nigeria, where the social consequences of fistulae have been the subject of a
detailed study (Murphy, 1981), 77% of long-term fistula patients (those who had been incontinent for
two years or more) were living apan from their husbands, while none of the control group was
divorced or living apant. Childlessness was found to be an important factor in marital breakdown.
Of 174 fistula patients, 50 had living children before developing fistula. Of these 50, 14% were
divorced as a result of the disorder, compared with 36% of the 124 patients with no fiving children.
Women hospitalized for fistula repair enjoyed less support and interest from their husbands than
other patient groups and the amount of practical support given by family members diminished with
prolongation of the iliness, Patients felt they were a social disgrace to the family and expected to
be treated as outcasts.

Stricture of the vagina - vaginal stenosis - is a problem often associated with fistula, It
is not clear whether this condition derives specifically from the fistula or from prior female
circumcision. Several studies from Nigeria show that as many as 27% of fistula patients were
suffering from the condition before surgical repair, and in some cases it worsened after repair
(Evoh, 1978). Vaginal stenosis leads to pain during coitus, or even impossibility of coitus. Few
people have studied this phenomenon since the criterion of successful repair is urinary continence.
Nonetheless, the condition must cause great discomfort and seriously restrain sexual activity. In a
context where childbearing is vital for women to maintain their status, this is not a negligeable
consequence of fistula.

This problem is compounded by another condition frequently associated with fistula:
secondary amenorrhoea. Up to 100% of women in some studies suffer from secondary amenorrhoea
before repair of their fistulae. Although some authors note that "menstruation resumed after
surgical repair, actual figures are rarely available because of the difficulty in following up women
who have travelled enormous distances to come for repair.  One study in Nigeria where 66 women
suffered secondary amenorrhoea prior to operation, found that 58 (88%) were menstruating again by six
months following repair (Evoh, 1978). Another study, also in Nigeria, found only 30% of women
menstruating normally two years after repair. It is not clear what exactly causes this amenorrhoea,
but some authors suggest that it is probably due to a combination of factors: severe malnutrition,
anaemia, endometritis, psychological upsets and endocrine malfunction (Eveh, 1978 and Aimakhu,
1974),
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Since so many women lose their first baby during the labour which causes the fistula, subsequent
pregnancy is extremely important to them. Very few studies document such subsequent pregnancies.
Of 246 patients in Ibadan, Nigeria, 48 women had 65 pregnancies after repair of their fistulae
(Aimakhu, 1974). A similar rate was found in the same country in Lagos duning the following decade,
with 31 women having 38 pregnancies out of a total of 162 women with successfully repaired fistulae
(Evoh, 1978). In Madurai, India the situation seems to have been similar: out of 156 women of
reproductive age with repaired fistulae, 30 had 37 pregnancies {Bhasker Rao, 1972)

A study of 28 women who became pregnant after VVF repair in Hyderabad, India, found that there
was a high incidence of premature labour and infant mortality in women whose fistulae had involved
considerable scarring and vaginal wall distortion (Naidu, 1963). In Zaria, Nigeria, 97 women giving
birth after fistula repair were compared with women having undergone other kinds of surgery (e.g.
Caesarean section). Those with previous fistulae had the lowest rates of child survival from
previous births, and the worst fetal results in their current pregnancies. More than 20% had not
attended for prenatal care and arrived at the hospital in an advanced stage of labour (Harrison,
1985).

Ancther study covering both Africa (mainly Ethiopia) and Britain, found that 33 out of 161 women
became pregnant within one year of the repair (Kelly, 1979). Eighteen of these women delivered by
Caesarean section and 12 vaginally, all with satisfactory outcomes and no breakdown of the fistula
repair. The 3 remaining African women, delayed by poor roads, had unattended deliveries which
resulted in stillbirths and breakdown of the fistula repair. This clearly suggests that careful
prenatal and intranatal care is vital for previous fistula sufferers. Most authors suggest that
elective Caesarean section is the preferred method of delivery for pregnancies following fistula
repair, but some suggest that, depending on the type of repair, safe vaginal delivery may be
possible, provided pregnancy and labour are carefully and adeguately monitored.

7. Management
7.1 Repair

Hospital studies, which make up the vast majority of the works listed here, are concerned with
successful repair of fistulae and the methods used to achieve this. Some authors stress the
importance of treating women initially for overall health conditions such as mainutrition and
anaemia, as well as concurrent infections such as tuberculosis and bilharzia. Excoriation of the
vulva must also be treated. All authors maintain that repair of a fistula should not be attempted
until about three months after the causative labour. This can reduce the size of the defect by
spontaneous healing-in, and allows tissue reaction to subside and revascularisation to occur (Lawson,
1988).

Successful repair is gauged by whether the woman is continent of urine (and faeces in the case
of RVVF). The site and extert of the fistula may affect operative success, but Lawson, (1988) states
that an experienced and versatile operator supported by a competent nursing team should be able to
achieve 75% success at the first attempt, and a further 15% at the second attemnpt. Since each
successive repair produces more scar tissue, successful repair at the first attempt is the goal.
Where the fistula involves the bladder neck and wurethra, a patient may suffer from stress
incontinence following repair. Some authors include women with stress incontinence in their success
rates, on the basis that the fistula was closed. It is probably more correct to quantify those with
stress incontinence separately. Kelly, (1983) found in a review of 13 studies that the reported cure
rate at the first attemnpt was about 80% with 10% failure and 10% suffering from stress incontinence.
The results of nearly all of the studies in this review concur with these figures, the exceptions
being mostly cases of difficult fistulae, Particular surgical methods are analysed separately.
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Details of surgical techniques are given in a number of the works listed in this review, and
readers should refer to the appropriate section. The most compiete recent accounts with extensive
diagrams and photographs are given in ‘Obstetric fistula’' (Zacharin, 1988), and in ‘The surgical
management of bladder fistula in 775 women in Northern Nigeria' (Waaldijk, 1989),

7.2 Prevention

Many writers and practitioners have stressed the fact that obstetric fistulae are almost
entirely preventable, so clearly the ultimate solution to the problem is to prevent their
oceurrence. The Technical Working Group on the Prevention and Treatment of Obstetric Fistulae
(World Heaith Organization, 1989) had the following to say on the subject of prevention:

"In the long term, only social changes will significantly reduce maternal mortality and .
morbidity, including obstetric fistulae, in regions where they are at present endamic, A major task
ig 10 improve the status of women there, including the extension of primary education to them and
deferrnent of marriage (and thus the first pregnancy) until they are fully grown. In the immediate
future, strategies for preventing obstetric fistulae are essentially similar to those for reducing
maternal mortality, though the emphasis may be different. In essence these include improving the
nutritional status of women and girls, access to family planning, skilled attendance during
childbirth and referral to skilled obstetric care if and when this becomes necessary.

The incidence of fistulae can be reduced by making basic maternity services availabie to an
increasing number of women. Such services should aim to identify pregnant women at risk of a
difficult delivery. When labour is prolonged, transfer for expent care should be arranged before the
stage of abstruction is reached, Transfer and operative delivery of patients with obstructed labour
is of paramount importance. This care should be made available in peripheral health centres by
ensuring that appropriate facilities and cobstetric expertise are available there. It has to be
accepted, though, that utilization of such services does not depend solely on ease of physical
access, as popular confidence also has to develop.*

Secondary prevention is also important. as long as the problem persists. Women with obstetric
fistulae must be identified and encouraged to come to the hospital for treatment early, before the
damage becomes irreversible. Unfortunately treatment facilities are often unavailable or
inaccessible (financially and otherwise) to these poor women. Gountries with untreated cases need to
make provision for training staff and for providing the necessary facilities to take care of these .
women. Exemplary in this sense is the programme recently launched by the National Council of Women's
Societies of Nigeria, which selected the prevention and treatment of fistulae as one of their top
priorities. One interesting feature of this programme is the provision of physical, psychological
and social rehabilitation to women recovering from fistula repair, in order to facilitate their
reintegration into their social group (Murphy, 1989).

Obstetric fistula lies along a continuum of problems affecting women’s reproductive heaith,
starting with genital infections and finishing with maternal mortality. Because of its disabling
nature and dire consequences - sacial, physical and psychological - it is the single most dramatic
aftermath of neglected childbirth. As with all of these problems, its prevention must ultimately lie
in a profound change in the status of women. This change must involve, among other things,
recognition of women's value, starting with adequate nutrition in childhood and continuing with
access to primary education as a very minimum. It must include the eradication of harmful
traditional practices and raising the age of marriage, giving women other ways of achieving social
status than early child bearing. These are long-term goals, not easy to achieve, but vitally
important t0 women’s health and lives.
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