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Abstract
Objective Obstetric fistula is a devastating childbirth injury that leaves women incontinent, stigmatized and often isolated from
their families and communities. In Ethiopia, although much attention has focused on treating and preventing obstetric fistula,
other more prevalent childbirth-related pelvic floor disorders, such as pelvic organ prolapse, non-fistula-related incontinence and
post-fistula residual incontinence, remain largely unattended. The lack of international and local attention to addressing devas-
tating pelvic floor disorders is concerning for women in low- and middle-income countries. The objective of this article is to
highlight the need for a more comprehsive approach to pelvic floor care and to share our experience in addressing it.
Methods Here, we share our experience launching one of the first formal training programs in Female Pelvic Medicine and
Reconstructive Surgery (FPMRS) in Ethiopia.
Results This fellowship program provides quality care while strengthening the health system in its local context. This program
has positioned Ethiopia to be a regional leader by providing comprehensive training of surgeons and allied health professionals,
building appropriate health system and research infrastructure, and developing a formal FPMRS training curriculum.
Conclusion We hope that sharing this experience will serve as a template for others championing comprehensive pelvic floor care
for women in low- and middle-income countries.
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Background

Obstetric fistula is a devastating childbirth injury that leaves
women incontinent, stigmatized and often isolated from their
families and communities. In 2003, the United Nations
Population Fund (UNFPA) launched the global Campaign to
End Fistula, striving to make fistulas as rare in developing
countries as they are in the developed world [1]. The preva-
lence of obstetric fistula is difficult to determine since many
women are hesitant to disclose their symptoms for fear of
ostracization. Large community-based studies needed to esti-
mate prevalence are difficult to conduct and cost-prohibitive
[2]. While meta-analyses calculated the fistula burden among
Ethiopian woman (based solely on symptoms) at 71:10,000
[3], in 2015, a smaller cross-sectional, community-based
study with diagnostic confirmation estimated the prevalence
in three rural zones of Ethiopia as low as 6:10,000 [2]. In
Ethiopia, progress in preventing and treating obstetric fistula
is largely attributed to the pioneering efforts of Drs. Catherine
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and Reginald Hamlin, who founded the Addis Ababa Fistula
Hospital and its satellite centers. These centers not only pro-
vide comprehensive obstetric fistula care, but also train skilled
midwives who provide obstetric care in rural communities.
The Ethiopian government has also established several initia-
tives to expand obstetric services [4].

Although much attention has focused on obstetric fistula,
other childbirth-related pelvic floor disorders such as pelvic
organ prolapse and non-fistula-related incontinence, which are
more prevalent, are largely unattended. According to the
cross-sectional, community-based study in three rural zones
in Ethiopia noted above (n = 23,023 women), researchers
found that the prevalence of symptomatic pelvic organ pro-
lapse was much higher (100:10,000) than the prevalence of
obstetric fistula (6:10,000) [2]. Women in low- and middle-
income countries (LMIC) may acquire more severe pelvic
floor disorders at a younger age because of high parity, high
risk of prolonged labor, high physical strain in daily life, poor
nutrition, and delayed or insufficient care of pelvic floor pa-
thologies [5]. Pelvic floor disorders include prolapse charac-
terized by loss of vaginal support with descent of the uterus,
bladder and/or rectum resulting in difficulty in emptying the
bladder and/or bowel, urinary and fecal incontinence and pel-
vic pain. Women are often devastated by these conditions
[6–9]. Although women with and without a history of obstet-
ric fistula are at risk, those treated for obstetric fistulas have
sustained greater injuries to their pelvic floor and may be at a
higher risk [10–12]. An estimated 19–40% of women with
obstetric fistula suffer from persistent urinary incontinence
even after “successful” closure of their fistula [13–15].
While the progress in obstetric fistula prevention and care in
Ethiopia is encouraging, the management of the full range of
pelvic floor disorders is still in its infancy.

Despite the high prevalence of pelvic floor disorders in
LMICs, there are very few formally trained pelvic floor special-
ists. Although many specialists from developed nations provide
evaluation and surgical treatment through humanitarianmissions,
they generally provide clinical care on a short-term basis with
little attention to building long-term local capacity. This is further
complicated by the fact that most medical volunteers seem to
favor providing care for obstetric fistula patients over other pelvic
floor disorders. This is partly due to the availability of funds ear-
marked for fistula services, the emotional impact of these
women’s stories and the attractiveness forWesternmedical teams
to have a unique global surgical experience in LMIC where
obstetric fistulas occur [16]. Furthermore, most global health
funding agencies and surgeons involved in the care of fistula
patients define success of fistula repair as “successful closure of
the hole in the bladder”which gives the false short-term reassur-
ance of “job completed” to donors and healthcare providers alike.
Unfortunately, this “success” does not capture the large number
of women who continue to have significant pelvic floor
dysfunction.

Adequate care for pelvic floor disorders requires training a
multidisciplinary team that includes nurses, pelvic floor phys-
ical therapists, social workers and physicians specializing in
the treatment of pelvic floor disorders. Treatment options need
to include both conservative management (first line) and sur-
gical interventions under the direction of specialists in female
pelvic medicine and reconstructive surgery. As of 2015, there
was no formal training program in this specialty in Ethiopia.
Most OBGYN residents trained in LMICs do not have access
to specialized expert mentors. Furthermore, the huge unmet
need for immediate obstetric care tends to crowd out other less
urgent issues, limiting their ability to provide such training. As
a result, available training leaves them ill equipped to manage
the full range of complexities associatedwith these conditions.
Most women with pelvic organ prolapse or incontinence
therefore continue to suffer as their condition worsens.
Women who do receive care are often treated by general gy-
necologists who do not have the proper skills to provide opti-
mal surgical treatment, leaving the women at higher risk for
surgical complications or recurrence [17].

Here, we share our experience launching one of the first
formal training programs in Female Pelvic Medicine and
Reconstructive Surgery (FPMRS) (more commonly known
as urogynecology) in Ethiopia. This fellowship program is
structured to provide high-quality care while strengthening
the health system in its local context [18]. This program has
positioned Ethiopia to be a regional leader in pelvic floor care
by providing comprehensive training of surgeons and allied
health professionals. Such ambitious undertakings require
careful oversight and benefit from close partnership with the
government, academic institutions, nongovernmental organi-
zations (NGOs), experts and scholars.

Pillars of capacity building

Right partners, right time The first step in building the
FPMRS fellowship training program in Ethiopia was forming
trusting partnerships with the appropriate stakeholders at the
right time. The impetus to initiate this fellowship program was
driven primarily by Ethiopian obstetric fistula surgeons who
wanted to expand their training as they struggled to meet the
needs of their growing population of patients suffering from
prolapse and post-fistula or non-fistula related incontinence.
As the numbers of obstetric fistulas have fallen in Ethiopia [4],
the awareness of other pelvic floor disorders is on the rise, and
the Ministries of Health and Education recognized the need
for subspecialty training as a critical step to address these
problems. The timing was right for the partners to champion
the creation of such a training program.

Sustainable partnership The key partners in this endeavor
included the Mekelle University College of Health Sciences,
Hamlin Fistula Ethiopia with its Addis Ababa Fistula Hospital
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and allied satellite centers, the Worldwide Fistula Fund,
Hamlin Fistula USA, Oregon Health & Science University’s
(OHSU) Footsteps to Healing, international interdisciplinary
faculty, community-based outreach organizations such as
Healing Hands of Joy and the Tigray Women’s Association,
the Tigray Regional Health Bureau, and the Ethiopian
Ministry of Health and the Ministry of Education. These part-
nerships are built upon trust developed over years of collabo-
ration. As a result, the commitment was strong to champion
this goal, to take ownership and to have the capacity to scale it
up in the long run.

Partnership agreement Our multi-institutional partnership
agreement involved clear delineation of expected contribu-
tions by each partner (Table 1). This agreement is reviewed
as needed in consultation with all partners. Core faculty from

the US and Europe help provide program oversight, curricu-
lum updates and ongoing mentorship. NGO partners provide
financial and human resource support and participate in the
fellowship oversight committee. Partners work closely with
community-based organizations to reach patients needing
clinical care and to help coordinate relevant clinical research.
Successful completion of the fellowship training is acknowl-
edged by a certificate bestowed by Mekelle University, the
academic home of the fellowship program.

Fellowship training

Curriculum development The process of curriculum develop-
ment and training required modification of existing FPMRS
training models from developed countries to fit Ethiopian
needs. Ethiopian fellows hone their skills in conservative

Table 1 Distribution of
responsibilities among fellowship
partners

World
Wide
Fistula
Fund

Hamlin
Fistula
Ethiopia

Mekelle
University

OHSU
Footsteps
to Healing

Hamlin
Fistula
USA

Community Partners,
Ministries of Health
and Education

Salary

Fellow salary x x

Fellowship
director salary

x

Administrative
coordinator

x x

Travel

International
travel-faculty

x x

International
travel-fellow

x x

Accommodations x x

Educational expenses

Books x x

Medical supplies x x x x x

Research x x x x

Oversight and certification

Curriculum
development

x x x x

Fellow
recruitment

x x

Faculty
recruitment
and training

x x x

Fellowship
committee

x x x x

Curriculum
approval

x

Certification x

Patient outreach

Research
recruitment

x x x

Clinical
recruitment

x x x
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management options and the surgical interventions that can be
done safely with limited resources. In Ethiopia, opportunities
for intraoperative consultation by subspecialists are limited.
Our program incorporates training in basic urologic and colo-
rectal surgery as well as capacity-building in nursing and crit-
ical care medicine. Selected faculty mentors with expertise in
urogynecology, colorectal surgery, urology, physical therapy,
nursing and research from international academic partners in
Europe, the US and Latin America provide training. The same
faculty mentors return regularly to maintain consistency and
continuity. The fellowship training takes 3 years and includes
clinical, didactic and research components to ensure that it
meets international standards. The senior Ethiopian urogyne-
cology fellows assist in training the junior fellows, thus build-
ing their teaching skills as they transition to independence.
Fellows also provide training for OBGYN residents from af-
filiated universities who rotate through the training sites. This
promotes cultivation of clinical practitioners who are well
informed about appropriate management of women with pel-
vic floor disorders. This also encourages more gynecologists
to champion the establishment of pelvic floor centers at their
academic institutions.

During curriculum development, the team discussed the
appropriate frequency and duration of visits by mentorship
teams. The leadership team sought advice from colleagues at
the College of Physicians and Surgeons in Ghana where the
first African urogynecology program was launched in collab-
oration with the International Urogynecologic Association
(IUGA). The team discussed ways to ensure that the teaching
of fellows did not disrupt their ongoing clinical and adminis-
trative responsibilities. This is particularly important in set-
tings where physicians are in low supply and have many other
overlapping responsibilities. This was accomplished through
brief but high intensity training periods of 1–2 weeks every 1–
2months in tandemwith advanced and well-coordinated plan-
ning. Other hospital-based capacity-building projects were in-
tegrated in a similar fashion. The curriculum was developed

by the partners and formally approved by the Ethiopian
Ministry of Education in 2015.Table 2 outlines the fellowship
curriculum from 2016 to 2017.

Administrative and leadership infrastructure A fellowship
oversight committee meets annually in Ethiopia in conjunc-
tion with a week-long continuing medical education program
atMekelle University. The fellowship director, an experienced
recently retired urologic surgeon from Germany who special-
izes in female reconstructive surgery, spends 6–8 months on
the ground teaching and overseeing fellowship education.
Other members of the committee include representatives of
the partnering organizations and qualified faculty mentors.
The logistical requirements for a fellowship include the devel-
opment of an administrative support structure, funding to cov-
er travel and lodging of visiting faculty, and support for edu-
cational and research programs for the fellows. Ethiopian fel-
lows are paired with faculty mentors and sometimes with fel-
lows from the US in joint projects to develop their capacity for
independent research.

Recruitment Fellowship candidates submit applications each
year, which are reviewed by the fellowship oversight commit-
tee. Suitable candidates are interviewed before admission to
the program. Our first cohort of fellows was primarily recruit-
ed from within the Hamlin Fistula organization from centers
across Ethiopia. It was logical to begin in this way because the
Hamlin fistula surgeons championed the creation of the fel-
lowship training program as a means of expanding their scope
of care. Furthermore, these surgeons are experts in treating
obstetric fistula patients with complex pelvic floor conditions.
In addition, Hamlin Fistula Centers are well established at
multiple sites across Ethiopia, providing an ideal setup to scale
up education and clinical services.Many of the Hamlin Fistula
Centers are affiliated with academic institutions, which allows
fellows and their mentors to provide training to OBGYN res-
idents who rotate through these centers as part of their basic

Table 2 Sample fellowship curriculum for 2016–2017

Modules Topics Number of blocks Mentors

Introduction to Urogynecology Urodynamics, cystoscopy,
history/examination, radiology

4 Urogynecology
Urology
Radiology

Conservative Management
of Urologic Conditions

Pelvic floor physical therapy 2 Physiotherapy
Nursing

Surgical Treatment of
Urologic Conditions

Pelvic organ prolapse
and incontinence surgeries

5 Urogynecology

Female Urology Incontinence surgeries, diversions 2 Urology

Colorectal Surgery Anal sphincter repairs, diversions 2 Colorectal Surgery

Research/Didactics Statistics,Research design 1 Epidemiology

Clinical/Research Didactics Mekelle Medical Education Consortium
(MMEC), continuing medical education

1 Multidisciplinary clinical/research faculty
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specialty training. This serves to increase urogynecologic clin-
ical skills in the affiliated institutions and stimulates further
interest in urogynecology.

Evaluation and certification The fellows are evaluated by their
faculty mentors at the conclusion of each educational block.
Feedback is provided to the fellows by the fellowship director.
All fellows take written and oral examinations at the conclusion
of their training administered by the fellowship director and par-
ticipating faculty. These examinations include case presentations
by the fellows and case-based questions from the faculty, focus-
ing on the comprehensive management of pelvic floor disorders.
Fellowsmust also submit their clinical case logs prior to their oral
board examination. Fellows then present their research project at
the annual Mekelle Medical Education Collaboration (MMEC),
which is hosted by the Mekelle University College of Health
Sciences and sponsored by the Worldwide Fistula Fund. The
MMEC is a week of intensive didactic education in urogynecol-
ogy and other women’s health topics presented by fellowship
faculty mentors and other invited guest lecturers who are global
leaders in women’s health research and education.

Beyond fellowship training

Our program goes beyond fellowship training to include building
the overall healthcare capacity of our university partners in areas
of nursing, physical therapy education, critical care, hospital
quality and systems improvement, and inter-professional team
training. Our physical therapy faculty is involved in both indi-
vidualized pelvic health education and teaching topics related to
physical therapy care for pregnancy, labor and delivery as part of
a master’s degree program in physical therapy at the Mekelle
University College of Health and Sciences. The physical thera-
pists see patients at the Hamlin Fistula centers and on the gyne-
cology wards and clinics at Ayder Comprehensive Specialized
Hospital. The partnership is also involved in quality improve-
ment training at the hospital including supporting amaster’s level
training in International Health Administration and Leadership at
McGill University for the director of Quality Improvement at
Ayder Referral Hospital. This has resulted in launching new
initiatives such as instituting a new inter-professional postopera-
tive pain management program at Ayder Hospital. We use inter-
professional team simulation training modules geared towards
improving communication between healthcare teams with the
goal of improving patient safety and quality of care. A large
portion of this work involves identifying systemic and cultural
issues that impede communication and effective care.

Impact of fellowship training

Clinical care beyond mission trips Since the launch of the
fellowship in 2015, the care of women with pelvic floor dis-
orders has improved. It is now possible to provide care year-

round by local providers. Older, less-effective treatments for
prolapse are slowly being replaced by more effective,
evidence-based treatments. With the number of documented
obstetric fistula repairs occurring in parts of Ethiopia decreas-
ing because of improvements in obstetric care, the Hamlin
Fistula Centers have demonstrated their capacity to treat wom-
en with more pelvic floor disorders. Figure 1 shows the trend
in two satellite Hamlin Fistula Centers where fellowship train-
ing is given. Senior fellows are now performing these surger-
ies with minimal supervision, and newly graduated
urogynecologists are involved training junior fellows. We
have provided training for our fellows at four different
Hamlin Fistula Centers and at Ayder Referral Hospital
(Mekelle University College of Health and Sciences). To date,
our fellows have provided care for > 500 women with ad-
vanced pelvic organ prolapse. The fellowship program is also
training other healthcare providers (nurses, midwives, physi-
cal therapists, etc.) in conservative management techniques
for pelvic floor disorders, such as the use of pessaries, behav-
ioral interventions and pelvic muscle rehabilitation.

Evidence-based medicine One of the priority areas for the
fellowship program is building research infrastructure.
The urogynecology fellows are required to complete a
research project as part of their training. Fellows are
mentored by both local and international research faculty.
Examples of current research projects include assessing
the outcomes of different surgical procedures for prolapse
in Ethiopian women, characterizing the nature of post-
repair incontinence in prior fistula patients and assessing
feasibility and acceptability of pessary care by midlevel
providers in rural district hospitals. These research pro-
jects will provide information that can be used to improve
the overall quality of care and help identify patients who
need treatment. These projects also help reinforce com-
munity partnerships with organizations such as Healing
Hands of Joy (a fistula reintegration program), the
Tigray Women’s Association (a women’s advocacy group
with a large community outreach) and the Tigray
Regional Health Bureau.

Leadership in pelvic floor health Our program is developing
the future leaders in FPMRS in Ethiopia. The first two uro-
gynecology fellows graduated from this program in
March 2018, and five more fellows are currently in training.
One of these new fellows, who is an OBGYN faculty mem-
ber at Mekelle University, will work on developing an aca-
demic urogynecology center at his home institution. The
two recent graduates from our program currently serve as
faculty providing training for the fellows in the program and
residents who rotate through their centers. They will also
soon take over the fellowship oversight role as fellowship
directors.
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The fellows’ perspectives

Fellowship training has changed the philosophy of care em-
braced by fellows with respect to pelvic floor disorders. A
selection of fellows shared their perspectives as described
below:

“Previously I used to think the patient has a hole in the
bladder and once you close the hole, nothing else mat-
ters. But that is not true. It turns out the kidney, the
ureters, the bladder, the urethra are all part of a single
unit. So, when you repair the hole, you have to think
about the whole picture. So, I think [the fellowship]
totally changed the way I think. Closing the hole is
one thing and restoring the function of the urinary sys-
tem is another. Whenever I think of closing a ‘hole,’ I
should think of the ‘whole’ system.”
“For me, the fellowship is a turning point. We recognize
the public health problem in this country and the high
prevalence of pelvic organ prolapse. The fellowship
brings new thinking behind standardizing the proper
interventions in prolapse treatment. I’m excited about
it because I never thought it would grow in the way it
has. So, the fellowship is at the core of everything that is
changing: the patients, the doctors and the institutions.
Everything goes into this academic exercise and I think
that’s the way it should be.”

“I believe we need to create centers of excellence in
pelvic floor health to address one of the core issues:
improving quality of pelvic floor care. I feel we have a
lot to give in terms of training more healthcare pro-
viders. So, the fellowship is building capacity. Now it
is time to work on how health providers can become
compassionate and caring, with a service attitude that
they emulate from their mentors.”

Challenges

Coordination of faculty and partners Coordinating the faculty
mentors from various institutions and ensuring that they meet
the curricular goals are challenging. Open, clear and regular
communication among partners is key to ensuring smooth
coordination. In our case, having a dedicated fellowship di-
rector at the primary training location was key to alleviating
this challenge. Selecting and recruiting expert faculty mentors
who volunteer their time on an ongoing basis requires ad-
vanced planning. Leveraging relationships with national soci-
eties such as the American Urogynecologic Society,
International Continence Society and various academic insti-
tutions has been very helpful. Political stability is also a chal-
lenge where travel is sometimes disrupted by instability in
Ethiopia. The declaration of a state of emergency in Ethiopia
in 2016 forced some US-based institutions to restrict travel by
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faculty members. This obstacle has been surmounted by hav-
ing a wider pool of faculty participants from multiple institu-
tions. Any gains we have made in this fellowship program are
certainly at risk of being compromised by any unanticipated
instability in leadership and funding among all partner
organizations.

Research challenges Providing sound clinical research train-
ing has been challenging in an environment where research
infrastructure is lagging. The fellows generally have no more
than one local and one international faculty mentor for re-
search. Although they receive didactic sessions in epidemiol-
ogy and biostatistics, this training is not sufficient. Clinical
outcomes research, though critical, is challenging to conduct
because of poor access to patients in rural communities.
Follow-up continues to be a challenge where patients do not
have specific addresses, lack access to mobile phones and do
not have reliable transportation. This can partly be
surmounted by sound partnership with community outreach
organizations. Building the infrastructure for formal, ongoing,
clinical research is a long-term priority for our partnership.

Resource limitations There is limited access to pessaries, su-
ture and other surgical materials, equipment, surgical instru-
ments and medications. Most supplies are donated or pur-
chased from other countries. Even when medical equipment
is available, appropriate skills are lacking inmaintaining them.
Resource limitations and safety concerns require thoughtful
planning concerning the types of interventions that can be
offered to patients. For example, it is unwise and cost-
prohibitive to performmid-urethral mesh slings in the absence
enough resources to carry out the number of procedures need-
ed to master the procedures and to identify and manage com-
plications. In our case, fellows are taught incontinence proce-
dures using autologous fascia or retropubic colposuspensions
instead. Another example is the choice of vaginal apical sus-
pension procedure. A sacrospinous ligament fixation is likely
safer than a uterosacral ligament suspension if cystoscopy is
not routinely available, given the higher risk of ureteric injury
with the latter. Even with access to cystoscopy, such compli-
cations can occur if a monitor is not available for careful
simultaneous visualization of ureteric efflux by mentors and
trainees. It is critical that strict ethical oversight is maintained
in these resource-limited settings to protect vulnerable patients
and minimize unnecessary harm due to mesh- or device-
related complications. This requires careful vetting and orien-
tation of faculty mentors. The temptation to use free donated
material without proper ethical considerations can do more
harm than good.

Recruitment of traineesRecruiting fellowship candidates who
have the commitment to overcome the challenges of a
pioneering training program of this kind is challenging. In

starting this program, we had one fellow from an academic
institution discontinue participation because of conflicting ac-
ademic demands and lack of adequate commitment to the
training program. These challenges have been reduced by
recruiting the first six fellows in this program from Hamlin
Fistula Centers where they had fewer competing demands
beyond pelvic floor care. Hamlin Fistula Ethiopia is also com-
mitted to providing the patient care infrastructure and fellow
support necessary to sustain the training.

Scaling up: The future of urogynecology
training in Ethiopia

Fellowship training in urogynecology in Ethiopia needs to
expand across academic centers in the country with appropri-
ate central oversight. Further work is needed to balance the
high clinical demands for general OBGYN care with academ-
ic requirements for fellows. This is challenging given
obstetrician-gynecologists are in short supply and are already
stretched in academic institutions. Because most specialists
supplement their income through private practice outside of
their academic duties, this can compromise available time to
commit to more training. This requires special consideration
as we help build an infrastructure that will maintain the quality
of training. We propose several steps to take to accomplish
this goal in Table 3.

Conclusion

Although Ethiopia is making great strides in preventing and
treating obstetric fistulas through improvements in maternal
health services, comprehensive care for womenwith other pelvic
floor disorders lags significantly behind. These challenges will
not be overcome through short-term surgical campaigns by gen-
eral gynecologists as currently advocated in some parts of
Ethiopia. In fact, this strategy may predispose women to worse
long-term outcomes. Pelvic organ prolapse and incontinence are
chronic conditions in both developing and developed nations and
will continue to persist as long as women have babies, grow old
and experience risk factors associated with these conditions.
These are not disorders that can be “eradicated.” Adequate care
for pelvic floor disorders in LMIC requires capacity building in
pelvic floor care that goes beyond general gynecologic surgery or
obstetric fistula care. The approximate direct cost of running our
fellowship program was between $50–60,000/year (not includ-
ing other hospital capacity-building projects) and relied on con-
tributions from host country institutions as well as international
partners. Our program has relied heavily on creating sustainable
partnerships, context-specific education and close alignment be-
tween mission and vision while promoting the highest values of
care. Since the fellowship launched in 2015, many women in
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Ethiopia are receiving quality pelvic floor care by Ethiopian pro-
viders. We acknowledge that setting up a formal urogynecology
fellowship training program is not the only way to achieve qual-
ity pelvic floor health care as long as gynecologists are provided
quality training in advanced pelvic floor medicine and recon-
structive surgery and are supported by nurses and pelvic floor
physical therapists who can provide conservative care options.
We hope that our experience will serve as a practical template for
others championing sustainable clinical capacity building not
only in Ethiopia but also in other resource-restricted settings

where existing partnerships can be leveraged. Our long-term
vision is that this program will be transitioned fully to our local
partners and scaled across academic centers.
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Table 3 Steps to scale up
urogynecology training in
Ethiopia

Sharing best practices Papers such as this one will help others working in
low-resource settings to understand the building blocks of
building a urogynecology training program. The chal-
lenges we encountered will be just as valuable as our suc-
cesses in guiding our next steps

Engagement with national institutions to
build urogynecology training capacity

Engagement with national professional medical societies such
as the Ethiopian Society of Obstetrics and Gynecology
(ESOG) and government bodies such as the Ethiopian
Ministry of Health and Education is key to creating central
oversight of such training programs. In Ethiopia, there is
precedent for this in an ESOG/ACOG collaboration that
currently works to harmonize the resident curriculum in
Obstetrics andGynecology. Such collaboration can be used
to improve subspecialty training in urogynecology within
residency training programs. This will require access to
experienced urogynecology faculty as mentors to residents

Partnerships with international organizations
and academic institutions

Engaging international organizations such as the American
Urogynecologic Society, the International Continence
Society, the International Urogynecologic Association and
others as consultants and mentors should be considered.
This can improve access to educational opportunities and
resources. Appropriately selected volunteers from such
organizations, vetted for their skills and interests in global
health, can make an impact by sharing their skills and
expertise in building capacity to treat pelvic floor disorders
beyond obstetric fistula care. There is a precedence for this
through the IUGA-Ghana University partnership

Building a National Urogynecologic Society Concurrent with the development of these training program,
developing countries should build national urogynecology
societies to improve networking, skills and
problem-solving for gynecologists and other who treat
women with disorders of the pelvic floor. Such organiza-
tions can share their clinical and research experience and
work to formulate best practice guidelines suited to their
particular environment

Building a multidisciplinary model for pelvic
floor disorders at the primary care level

It is important to encourage the participation of mid-level,
non-physician caregivers (such as nurses, midwives, gen-
eral practitioners and physical therapists) in the treatment
of pelvic floor disorders. This is particularly important in
low-resource settings where patients do not have access to
surgical care or extensive drug therapy. Fellowship training
should be done concurrently with training of nurses, health
officers and midwives in district hospitals and health cen-
ters to develop health awareness of pelvic floor disorders
and the importance and effectiveness of conservative
treatment. Developing partnerships with regional health
bureaus and community groups is a key component of this
strategy
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