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ABSTRACT 

Vesicovaginal fistula (VVF) is a childbirth disease that causes involuntary leakage of 
urine, and physical, social and psychological consequences for the affected women, 
In the past few years, the Nigerian government has implemented several intervention 
programs aimed at increasing the participation of treatment among the VVF women, 
In spite of the effort by the government to motivate the affected women to participate 
in the cure of the disease, the number of the victims who seek treatment is not 
encouraging. Previous srudies have not been able to incorporate an appropriate 
intervention program as well as assess its suitability in interacting with psychosocial 
factors to increase the participation of VVF women in treatment, especially in north
west Kigeria. The primary obje.ctive of this study is, therefore, to assess the 
moderating effects of intervention programs on the relationships between 
psychosocial factors and intention to seek treatment among VVF women in north
west Nigeria. This study adopts mixed methods, and uses Partial Least Square (PLS) 
and Nvivo 11 software for analysis of the data. A total of 321 questionnaires was 
administered, 302 were valid for further analysis. In addition, an in-d~pth interview 
was conducted with nine respondents to validate the quantitative fmdings. The result 
of this study shows that there was significant association between psychosocial 
factors and intention to seek treatment In addition, the result of the moderating 
effects shows intervention programs, strengthen the relationships between attirude 
and intention to seek treatment, subjective norm and intention to seek treatment, and 
between perceived behavioral control and intention to seek treatment Thus, the 
srudy's finding shows that effective intervention programs, including rehabilitation 
and campaign, encourage the VVF women to participate in treatment. In addition, the 
study indicates that adequate funding and training of staff among others help to 
improve the delivery of intervention programs to the target recipients. Therefore, this 
study recommends that eradicating VVF disease should be made a higher priority by 
the policymakers and health administrators through focusing attention to improve the 
rehabilitation and campaign programs elements, quality of health uf the citizenry, 
transportation, and gender equality. 

Keywords: Intervention Programs, Psychosocial Factors, Intention To Seek 
Treatment, Vesicovaginal Fistula, Nigeria 
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ABSTRAK 

Vesicovaginal fistula (VVF) merupakan penyakit kelahiran anak yang menyebabkan 
kebocoran air kencing dan menjejaskan fizikal, sosial dan psikologi terhadap wanita 
yang mengalaminya. Sejak beberapa tahun kebelakangan ini, kerajaan Nigeria telah 
melaksanakan program-program intervensi yang bertujuan untuk meningkatkan 
penyertaan untuk rawatan dalam kalangan wanita yang menghidap VVF. Walaupun 
pihak kerajaan berusaha untuk memotivasikan wanita yang menghidap VVF untuk 
menyertai rawatan bagi penyakit tersebut, jumlah mangsa yang hadir tidak 
menggalakkan. Kajian terdahulu tidak dapat menghubungkan program intervensi 
yang sesuai serta mendapatkan kesesuaiannya untuk berinteraksi dengan faktor 
psikososial bagi meningkatkan penyertaan wanita yang menghidap VVF 
mendapatkan rawatan, terutamanya di Barnt-Laut Nigeria. Oleh yang demikian, 
objektif utarua kajian ini adalah untuk menilai hubungan kesan penyederhana 
program intervensi dengan faktor psikososial dan niat mendapatkan rawatan dalam 
kalangan wanita yang menghidap VVF di Baral-Laut Nigeria. Kajian ini 
m,nggunakan kaedah gabungan, dan menggunakan Partial Least Square (PLS) dan 
perisian Nvivo 11 untuk menganalisis data. Sejumlah 321 soal selidik telah 
diedarkan, 302 didapati sah untuk analisis selanjutnya. Di sarnping itu, temu bual 
secara mendalam telah dilakukan ke atas sembilan orang responden untuk 
mengesahkan dapatan kuantitatif. Dapatan kajian meaunjukkan perkaitan yang 
signifikan antara faktor psikososial dan niat untuk mendapatkan rawatan. Pada masa 
yang sama, hasil kesan penyederhana menunjukkan program intervensi, 
mengukuhkan lagi hubungan antara sikap dan niat untuk mendapatkan rawatan, 
n01ma subjektif dan niat untuk mendapatkan rawatan, dan antara kawalan tingkah 
laku dan niat untuk mendapatkan rawatan. Oleh itu, hasil kajian menunjukkan 
program intervensi yang berkesan, termasuk pemulihan dan kempen dapat 
menggalakkan wanita yang mempunyai VVF untuk menyertai rawatan. Di samping 
itu, kajian ni menunjukkan pembiayaan yang menculmpi dan latihan dalam kalangan 
kakitangan dapat membantu untuk meningkatkan penyampaian program interv~nsi 
kepada kumpulan sasaran. Oleh yang demikian, kajian ini mencadangkan 
pembasmian penyakit VVF perlu diberikan keutamaan oleh penggubal dasar dan 
pentadbir kesihatan dengan memfokuskan perhatian mereka kepada pemulihan dan 
elemen program kempen, kualiti kesihatan rakyat, pengangkutan dan kesaksamaan 
jantina. 

Kata kunci: Program Intervensi, Faktor Psikososial, Niat Untuk Mendapatkan Rawa 
-tan, Vesicovaginal Fistula, Nigeria 
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CHAPTER ONE 

INTRODUCTION 

1.1 Background of The Study 

Vesicovaginal fistula (VVF) is a childbirth disease that affects women, characterized 

by involuntary leakage of urine, physical, medical and psychosocial symptoms and 

consequences (Wall. 2012 & Odu, 2013). Physically, the victims complain of 

abdominal pains and urinary incontinence (Baba, 2014). Medically, the patients 

suffer skin infection because of urine dribbling and infertility (Devkumari, 2013). 

Psychosocially, victims complain of divorce, abandonment from their husbands, and 

impainnent of religious practice among others (Nsemo, 2014). 

Worldwide, VVF disease affects an estimated 2 to 3.5 million individuals (Siddle, 

2013), with about 75,000 to 100,000 new cases occurring each year, mostly in 

developing countries such as l\igeria (Alio, et al. 2011). In Nigeria, there is an 

estimated 1,000,000 victims living with VVF, 70,000 in Bangladesh (Muleta, et al. 

2008). In addition, Northern Nigeria (north-west, north-central and northeast), has 

about 850,000 cases of the VVF, approximately representing 85 percent of the 

country's total disease cases (Adeoye, Egwu & Adeoye, 2014}, with about 20,000 

new cases occurring every year in addition to existing huge number of women not 

treated (News watch, 2013}. Similarly, North-west Nigeria has more than 250,000 

disease cases, with less than 5,000 women treated annually. Failure to make 

meaningful progress towards VVF eradication in Nigeria might be due to several 



factors such as one that involves poor health infrastructures and poor training of 

health personnel (FMOH, 2012). In addition, the disease might have persisted 

because of certain psychosocial factors that affect the participation of victims to seek 

treatment (FMOH, 20 I 2). The factors include poverty, poor health facilities, 

illiteracy, lack of awareness about the availability of healthcare services, 

discrimination, poor physical and mental health among others (FMOH, 2012, Wall, 

2012; Odu, 2013; Shamaki, 2013, & Shokunbi, 2015). 

Generally, people affected by diseases need immediate and effective health care 

services where they can seek treatment to guard against the worsening of health 

conditions (Akpenpuum & Mpem, 2015). In addition, the success of treatment lies in 

the behavior of victims towards treatment seeking (Odoemelan, 2015). For instance, 

Xu et aL (2007), argues that though treatment for various diseases is available in 

most countries of the world, the services are utilized poorly due to several reasons. 

Treatment seeking behavior is influenced by certain psychosocial factors-defined as 

the events or characteristics of the individuals or the system that has an effect over 

who seeks for healthcare services (Xu, et al. 2007, FMOH, 2012), 

Similarly, Behrami et aL (2014) suggest that the decision individuals make to seek 

treatment is a continuous one, influenced by factors that are both internal and 

external. Although there is still no consensus among studies about the factors that 

influence treatment seeking, however, the commonly identified ones include the 

distance of health care facility to residential areas, the cost of services, trnst upon 

providers, fear of treatment outcome, shyness, gender inequality, information about 

services, previous experience among others (Behrami et al., 2014). Thus, when these 
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factors are favorable, several people are likely to participate and utilize health care 

services (FMOH, 2012). 

Decision-making autonomy available to women might be limited in most African 

societies, where men are regarded breadwinners in most homes, thus, they have 

greater influence over women (Wall, 2012). The opinion of women is opinion is 

sought mostly on matters that affect the provision of food requirement of the family 

and other household facilities (Odu, 2013). In addition, men or their relations make 

important decisions such as going outside of the home with little consideration given 

to input from women, (Wall, 2012). Similarly, inequality in decision-making in most 

developing societies exposes women to socioeconomic, political and health 

deprivations (FMOH, 20 l 2 & Shamaki, 20 l 3 ). In addition, the movement of women, 

especially outside of their matrimonial homes without permission from their 

husbands or guardians may be limited in some Societies (Wall, 2012). Although, in 

certain circumstances, which could jeopardize their health, and it will waste time to 

seek permission, then they could go out (Wall, 2012). Decision-making autonomy is 

lower in the North with only IO to 12 percent than in Southern Nigeria with about 50 

percent of women who make an input in decisions affecting their health (Bankole, 

2009). Unlike in the north, the majority of women in southern Nigeria has more 

opportunities to seek for care during pregnancies and after delivery (Bankole, 2009). 

The attitude of healthcare personnel is an important component towards achieving 

comprehensive patient's treatment (Adeyemo, 2013). Positive attitude encourages 

sick individuals to communicate their feelings and problems to the health providers 

so that they could receive assistance; however, negative attitude is detrimental to the 
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health status of individuals (Adeyemo, 2013). Negative attitude of healthcare 

providers not only discourage treatment-seeking behavior but also expose sick 

individuals with psychological trauma (Conversation with the female health worker, 

20 I 4). In addition, Holmes & Goldstein (2012) opine that positive attitude is an 

important aspect of a patient's care, which determine health outcomes. A friendly, 

cheerful and reassuring health worker helps to allay fears a woman could have about 

delivery or complications. Conversely, uncaring, hostile and judgmental attitude 

towards patients scare them away as well as discourage follow up care to health care 

services (Yakasai, Abubakar, & Dikko, 2012). Similarly, treatment for fistula in most 

part of Nigeria is free because the report suggests the majority of women affected by 

the disease are poor rnral women who cannot afford about $400 for the cost of 

treatment (FMOH, 2012 & Wall, 2012). Unfonunately, negative attitude of health 

workers might have limited women's intention to panicipate in receiving the free 

health care services (Yakasai, Abubakar, & Dikko, 2012). 

Stigmatization has historically been part of many societies since the first cases of 

disease outbreak become evident in America (Gorman, 2012). Some of the first 

disease outbreaks include Leprosy, Polio, Typhoid fever among others (Gorman, 

2012). Individuals who contract diseases and communities where an outbreak was 

discovered are stigmatized through rejection, which results in self-isolation (Gorman, 

2012). Similarly, in South Africa, the report indicates that over 64 percent of women 

with diseases (e.g. HIV/AIDS, Tuberculosis) suffer stigmatization (Famoroti, 

Fernandes, & Chima, 2013), a problem that could limit treatment-seeking behavior, 

and increasing prevalence rate of disease (Wall, 2012). Apart from denial of 

treatment, stigmatization of people with certain diseases could result in denial of 
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education and employment (Famoroti, Fernandes, & Chima, 2013). Again, in 

Nigeria, a report suggests women with reproductive problems are prone to negative 

experiences from their husbands, husband's relation and community (Wall, 2012) due 

to beliefs held by people that such diseases occur due to infidelity on the part of 

women or it is contagious (Odu, 2013). 

Social support is an important factor to the well being of individuals (Borgman, 

2012). Social support involves living in harmony with one's immediate environment, 

specifically, family and friends (Borgman, 2012). The support of the loved ones 

could improve the physical, economic and psychosocial well being of an individual, 

particularly that of a woman with reproductive problems (Borgman, 2012). 

Conversely, the absence of social support may adversely lead to decrease 

participation of sick individuals into treatment seeking (Woldeammanuel, 2012 & 

Borgman, 2012). In addition, in Malawi, the report suggests that in spite of the 

provision of healthcare services for women and children, the several-targeted 

population might not be able to access and utilize the services (Gombachika, Fjeil, 

Chirma, Sundby, Malalta & Maluwa, 2012), perhaps, due to inadequate social 

support especially from the family (Gombachika et al. 2012). It is important to note 

the views by Woldeammanuel (2012) and Borgman (2012) provide insight into the 

conditions of women, particularly those with childbirth-related problems. These 

groups of women need support so that they could have someone with whom to share 

their problems (Borgman, 20 I 2). The victims need money to feed and feed other 

relatives that accompanied them as well as money to afford material for personal 

hygiene (FMOH, 2012). On the contrary, sick individuals without social supp011 are 
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less likely to seek treatment because they would be unable to attend to some basic 

errands and financial assistance (FMOH, 2012). 

The transportation network is an important factor towards accessing education, social 

services, recreational services, work and more importantly, access to medical care 

(Wall, 2012). Good transportation network provides ease of access of healthcare 

services to rural dwellers because it enables them to move from less accessible areas 

they live in cities where there is an expert health personnel (international transport 

forum, 2011 ). Apart from medical consideration which transportation access has 

direct links to, access to transport could indirectly influence individual health 

because it encourages social support from significant others since many of the sick 

individual families could afford to make a visit (Adedeni, et aL 2014). 

According to World Health Organization (WHO), quality of health (QOH) is an 

important aspect of the wellbeing of individuals in society {Healthy people, 2010). 

The concept encompasses complete mental, physical and psychological well-being 

and not the absence of disease or medical condition (FMOH, 2012). The organization 

stressed that it is important to assess QOH of people as a prelude to making an 

improvement upon it (Healthy people, 2010). In Nigeria, the report indicates that 

disability due to illnesses such as HIV/AIDS, Tuberculosis, Stroke among others, 

could result to decline in an individual's functioning as well as deterioration in both 

physical and psychological aspects of quality of health (Badaru, Ogwurnike& 

Adeniyi 2015). 
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In order to strengthen treatment seeking among individuals with fistulas, the federal 

government of Nigeria through the federal ministry of health designed national 

strategic framework for the eradication of VVF 2005-2010 (FMOH, 2012 & Wall, 

2012). The plan includes implementation of various intervention programs to 

encourage participation of more women to the designated health center for treatment 

(FMOH, 2012). The programs implemented at various fistula health centers include 

community sensitization, surgical repairs, awareness campaign through the use of 

educational brochure, training of health professionals among others (FMOH, 2012 & 

Bellows et al. 2014). Nonetheless, in spite of the progress recorded due to the 

implementation of the programs the plan has faced challenges, which weakens its 

effectiveness (Waaldijk, 2010 & Wall, 2012). 

1.2 Problem Statement 

Recently, the Nigerian government through the Federal Ministry of Health in its 

national strategic framework for VVF eradication 2011-2015, states that in spite of 

several efforts made by the government to eradicate VVF through the signing of 

several laws and international convention the disease prevalence rate remains high 

(FMOH, 2012). The main idea of the framework is to entrench the national gender 

policy that focuses on women access to equal opportunities (FMOH, 2012). 

However, perhaps, the disease continues to increase due to problems associated with 

psychosocial factors, thereby, affecting treatment-seeking behavior among the 

victims. The factors that could influence participation in treatment include decision

making, social support, stigmatization, the attitude of health workers and quality of 

health among others (FMOH, 2012, Sina et al. 2015). 
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In line with the assumption of the federal ministry of health and report by the 

campaign to end fistula organization, VVF is preventable; however, the disease is 

increasing, perhaps because many rural women in Nigeria lack decision-making 

power to access health care services (http://www.endfistula.org). On the other hand, 

when women have the freedom to make important decisions affecting their lives and 

the lives of families, this will increase their treatment seeking behavior (Wall, 2012). 

In addition, in recent times, the officer-in-charge of VVF center Abakalaki, Nigeria, 

Professor Sunday Adeoye, points out that several factors such as attitudes of health 

workers and poor support base for women could influence treatment seeking among 

disease victims (Anioke, 20 I 4). Conversely, positive attitude and adequate social 

support play an important role in encouraging participation in treatment-seeking 

(Anioke, 2014). 

Additiona!ly, Dr. Alayende, an assistant Nigeria's representative on reproductive 

health has suggested that low rate of health care services utilization among fistula 

women could be due to exposure to stigma in the fonn of abandonment by their 

husbands, family, and communities (Premium Times, 2015). However, where 

victims feel a sense of acceptance, this encourages them to utilize health care 

services (Wall, 2015 & Premium Times, 2015). 

Additionally, a report by Adedini, Odimegv,u, Bamiwuyo, Fadeyibi, and Wet (2014) 

suggests that poor transportation network in Nigeria that makes rural communities 

inaccessible have been a major reason why some individuals could not access he-alth 

care services. These scholars argue that perhaps most rnral communities in Nigeria 
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lack accessible roads due to poor terrain, which makes it difficult for the victims to 

afford, and utilize the transportation system to reach healthcare facilities. On the 

other hand, access to good transportation could have a positive influence on the 

treatment-seeking behavior of rural dwellers who are exposed to fistula the more 

(Adedini, et al. 2014). 

Moreover, recently, the United Nations millennium development goals alerted that 

quality of health of Nigerians is worsening even as the year set aside by the country 

to ensure the attainment of quality of health for all has elapsed (Orovwuje, 2015). 

The organization argues that it has not observed any significant change among 

Nigerians in the areas of health, social, economic, political, gender equity, livelihood, 

social see,·urity and decent jobs among others (Orovwuje, 2015). However, improved 

quality of health could influence health-seeking behavior among the populace 

(Simmons, 2015 & Orovwuje, 2015). 

Several studies have examined the impact of women's decision-making power on 

treatment-seeking behavior. These studies reported inconsistencies in their findings. 

Bankole (2009) reports that in Nigeria, only 10-12 percent of women in northern 

Nigeria participate in decision-making affecting their health, compared to 50 percent 

in southern Nigeria. Conversely, Shamaki and Buang (2014) stated that the majority 

of women in Nigeria lack decision-making power to participate in treatment seeking. 

In addition, Namasivayam et al. (20 ! 2) reported mixed findings in studies of 

decision-making in four countries, which reveals women in India and Nepal 

possessed decision-making power to seek treatment. Conversely, in Kenya and 

Namibia, the study shows a majority of women in rural communities do not have 
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decision-making power; which affects their participation in seeking for health care 

services. 

Additionally, Roush, et al, (2012) stated that in Uganda, 52 percent of women aged 

45-52 years participated in the decision to seek for treatment and only 26 percent of 

women aged 15-19 years participate in decision-making affecting their health. 

However, in spite of such powers accrued to women above 40 years, it does not 

translate to seeking for competent health care services (Roush, et al, 2012). 

Conversely, Gebresillase (2014) and Wall (2012) suggested the majority of women 

in Uganda, Tanzania and a host of other African countries does not have decision

making power to seek treatment Similarly, Rahman, Mostafa, & Hoque ('.W 14) 

stated positive relationship between decision-making power available to women and 

use of contraceptive medication in Bangladesh. Additionally, a study in Ethiopia 

indicates that a high level of decision-making among women increases intention to 

use contraceptive devices (Nigatu, Gebremarium, Abera, Setegn & Deribe, 2014). 

Furthermore, In Tajikistan, a study shows an association between decision-making 

powers and treatment-seeking intention (Kimiya, 2011 ). Conversely, in Kenya, a 

study did not find any relationship between intention to utilize health care services 

during pregnancy and childbirth as well as after delivery with freedom of movement 

among women in the region (Fotso, Ezeh, & Essendi, 2009). 

Study-comparing attitudes of trained staff midwives in government and private 

missionary hospitals in Oyo, Nigeria, repons inconsistent findings (Adeyemo, 2013). 

The result shows that due to staffs positive attitude in the private missionary 

hospital, women frequently visit the clinic for delivery: although the clinic is not well 
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equipped (Adeyemo, 2013). Conversely, the study found that because of staffs 

negative attitude in a government hospital, only a few people visit the clinic for 

delivery. This is happening in spite of the fact that government hospital is more 

equipped than a missionary private hospital. The central issue is these staffs received 

training at the same school; so the inconsistency is baffling (Adeyemo, 2013). 

Additionally, studies concerning stigma and treatment seeking among women with 

mental illness show inconsistent findings. For example, Gharoro & Agholor (2009) 

and Mizck, et al. (2015) report that clients with chronic diseases suffer stigmatization 

from family, friends, and society, which affect treatment seeking behavior due to 

isolation. Conversely, studies by Siddle et al. (2013) and Muleta (2008) indicate that 

most families and friends of disease victims do not stigmatize them. Similarly, a 

study by Roush (2009) indicates that fistula victims opine that their family and 

friends treat them nicely and they received encouragement towards a treatment at 

designated healthcare facilities. In addition, Kulesza, Pedersen, Corrigan & the 

Marshal (2015) found no significant association between stigmas and help-seeking 

behavior among veterans with depressive symptoms in the USA. In essence, the 

study found that a majority of the respondents visit health centers for treatment in 

spite of the stigma. Similarly, Ng, Jin, Ho & Chua (2008) in their study of stigma 

among Singaporeans, they report that stigma does not impede treatment-seeking 

intention. In essence, there is a positive relationship between low-stigma and 

treatment seeking. However, aroma, Tolvanen, Tuulari & Wahlbeck (201 I) in their 

study among urban Singaporeans found that stigma impede treatment-seeking 

intention. 
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ln relation to social support, srudies by Borgman (2012) & Dunne et at (2014) show 

inconsistent findings wirh regard to what social support represents. Borgman (2012) 

found a significant positive relationship between social support through the company 

of significant others and treatment seeking intention. Conversely, Dwme, et al (2014) 

found no relationship between social support through multiple companies of people 

and treatment seeking intention. Because even when a sick woman chose people that 

accompany her to the health center for delivery the staff could prevent them from 

staying with the victim (Dunne, et al 2014 ). In some cases, nurses or ward in-charges 

may ask significant others that accompany a woman for delivery lo leave, in this 

case, the woman feels uncomfortable, eroding the sense of social support (Dunne, et 

al 2014). 

Additionally, a srudy of transportation and its effect on treatment seeking behavior 

suggest that lack of access to public transportation affects utilization of health care 

services among disease victims (http:/irnralhea!thstandard.edu/healrh

prosifactsheets/disparities-barriers.html). Conversely, Scheppers, Dongen, Dekker, 

Geerzen and Dekker (2006) reportedly that transportation only afflicts us under 

certain siruation or it afflicts some of us. The scholars opine thar an example of a 

common problem is public transport-in this case, if we do not need buses and cars for 

our transportation to health centers, public transportation does not constirute 

obstacles to treatment-seeking intention. This is the case for people who do not need 

buses, cars or motorcycle; instead, they use other me-ans of transportation such as 

donkeys, horses or carts (Scheppers, er aL 2006). 
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Furthermore, studies on quality of health show some inconsistencies in their findings, 

For example, Thompson, Thompson, Young, Lin, Sanislo,,,& Singh (2015) observe 

that clients with mild eye disease (glaucoma) are more likely to seek to follow up 

treatment Conversely, among a County hospital population, Murakami, Lee, 

Duncan, Kao, Huang, & Singh (20 J l) report that majority of clients that make 

follow-up visits for treatment are those with chronic diseases, Similarly, Lo and Lee 

(2012) found a negative relationship between sleep deprivation and health-related 

quality of health. Conversely, Morphy, Dunn, Lewis, Boardman, and Craft (2007) 

report that lack of adequate sleep affects the quality of health and subsequent 

treatment-seeking behavior. 

Based on the inconsistencies among previous studies, it has provided justification for 

the introduction of a moderator (Barron & Kenny, 1986 & Barron & Tix 2004), A 

moderator is introduced if the relationship between predictor (independent variable) 

and an outcome (dependent variable) is inconsistent or weak (Barron et aL 1986 & 

Barron et al. 2004). In addition and more importantly, a study can introduce an 

appropriate moderator if there is evidence that previous intervention program(s) have 

been weak or ineftective (Frazier, Kim, Kaye & Wright, 2001 & Barron et aL 2004), 

Therefore, the above scenarios created "gap" which is filled by this study through the 

introduction of a "moderator" to strengthen the relationship between the predictor 

and outcome, which is the main contribution of this study, 

In line with the above assumption, previous literature on intervention programs 

(Durburg, 2009; Waaldijk, 2010; Kaewasawat, 2010; Farlex, 2012; FMOH, 2012; 

USAID, Fistulacare & Engenderhealth, 2014; Akhter, 2015; Odoemelan, 2015, & 
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Sina, et al. 2015), argue that in spite of the role played by intervention programs 

towards increasing treatment-seeking behavior, the programs suffer challenges that 

weaken it. The challenges include poor funding, illiteracy, poor training, poor 

coverage and cultural barriers among others {FMOH, 2012). Therefore, due to 

inconsistencies in the previous literature (Barron et al. 1986 & Barron et al. 2004) 

and perceived weakness of previous intervention programs {Frazier, et al. 200 l & 

Barron et al. 2004), scholars (Bellows, et al. 2014, Watt, Wilson, Sikkema, Mosha, 

Musen & Browning 2015) suggested for the inclusion of appropriate intervention 

programs such as rehabilitation and campaign programs as moderator. These 

programs could strengthen treatment seeking among VVF victims (Waaldijk, 2010, 

Odoemelan, 20 l 5 & Sina, et al. 2015). Specifically, Bellows et al. (2014) suggested 

future research to focus on intervention programs that seem effective in encouraging 

treatment seeking, such as an awareness campaign through radio messages, 

educational programs through pamphlets, and rehabilitation programs. Similarly, the 

scholars suggest effective documentation of perceptions of respondents based on the 

programs implemented for tackling psychosocially based factors that influence 

treatment-seeking (Bellows et al. 2014). 

Similarly, Bellows, et al. (20 l 4) suggest future studies to focus on documenting 

psychosocially based intervention programs such as counseling, skills acquisition 

awareness campaign through radio, educational programs through patients' brochure 

among others instead of hospital facilities based intervention programs. In addition, 

the scholars suggest for the use of broader methodology such as the use of 

probability sampling procedure and mixed method techniques due to methodological 

flaws in previous studies. Therefore, the gaps will be filled by assessing 
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psychosocial-based intervention programs using the broader methodology, which is 

in line with the views of Creswell (2012). 

In addition, based on the literature reviewed on psychosocial factors, several studies 

have suggested directions for future research. For instance, Bleich, et al. (2012) 

suggested a study that would evaluate the progress in health inequalities arising from 

decision-making opportunities for women in a new social context different from the 

United States and the Lnited Kingdom. Again, the majority of the studies employs 

either qualitative or quantitative methods to examine decision-making, which creates 

a methodological gap to fill using mixed method design (Sekaran, & Bougie, 2013 & 

Creswell, 2014}. Furthermore, Furqan, et al. (2012) suggest that future studies 

examining factors influencing intention treatment seeking to focus on perceptions of 

clients about the attitude of health personnel to employ the quantitative technique, in 

a social context different from Pakistan. The slrift is a departure from qualitative 

methods used by the majority of scholars that study perceptions of the attitude of 

health workers. Similarly, Borgman (2012) suggests further study on social support 

to focus on assessing other sources of social than the traditional ones: and how these 

sources increase treatment-seeking behavior. The sources to focos on include 

philanthropist, employers, religious organization among others 

Moreover, a conceptual study of stigma and adherence to seeking care by Boer et al 

(2012) and Bellows, et al. (2014) suggest future research to focus on ways 

community can provide support to people stigmatized through assessing the 

interpersonal relationship between the victims and the larger society. In addition, 

Jeremy (2010) suggested a future study to use large sample greater than 60 to 
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examine people who use transportation to access health care facilities; since adequate 

sample permit for generalization of findings, to the universe. Similarly, the study 

suggests for further research in a new social context to identify sources of 

transportation people utilize to access healthcare services in the new region (Jeremy, 

20 I 0). Again, concerning the quality of health, Glatzer et al. (2015) suggest further 

study to focus on assessing factors that most strongly improves quality of health 

within that social context. The factors to focus on include health status, physical 

status, family, finances, education, physical status, location, religious institutions 

among others (Glatzer et al. 2015). Similarly, the most previous literature on quality 

of health-focused more on the quality of health among victims with chronic and 

communicable diseases such as liver diseases, HN/AIDS, Tuberculosis among 

others (Bjomsdotis et al. 2014). This creates an important gap that will be filled 

through assessing the construct among VVF women. In addition to several gaps in 

the literature reviewed on psychosocial factors and intervention programs, Creswell 

(2012) states that an event could be assessed should it be wider than the previous 

one: especially if it examines the current topic comprehensively and utilizing 

superior methodology. 

In line with the foregoing arguments, the scenanos above create gaps for this 

researcher to carry out an additional study by focusing on moderating effects of 

intervention programs on the relationship between psychosocial factors and intention 

to seek for treatment among VVF women in the north-west, Nigeria. 

1.3 Research Questions 

Based on the stated research problem, this study used descriptive evaluation to assess 

the perceptions of respondents exposed to intervention programs in north-west 
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Nigeria, The study adopts a pragmatic approach, which allows researchers to use 

mixed methods in a study, The research questions embrace convergent parallel 

design: so that qualitative data will provide support for quantitative data (Sekaran & 

Bougie 2013 & Creswell, 2014). Specifically, this study examines the moderating 

role of intervention programs on the relationships between psychosocial factors and 

intention to seek treatment among VVF women in north-west Nigeria. Based on the 

above explanation, the following research questions serves as a direction to this 

study: 

1. To what extent does decision-making, the attitude of health personnel, low 

stigma, social support, transportation, quality of health, attitude, subjective 

nonns, and perceived behaviorai control influence intention to seek for treatment 

among VVF women in north-west Nigeria? 

2. Do the intervention programs, moderate the relationships between attitude, 

subjective norms, perceived behavioral control and intention to seek for 

treatment among VVF women in north-west Nigeria? 

3. What are the perceived psychosocial factors influencing intention to seek 

treatment among VVF women in north-west Nigeria? 

4. What are the perceived intervention programs that increase intention to seek 

treatment among VVF women in north-west Nigeria? 

5. What are the perceived ways to improve intervention programs among VVF 

women in north-west Nigeria? 

1.4 Objectives of the Study 

The main objective of this research is to evaluate the moderating effects of 

intervention programs on the relationship between psychosocial factors and intention 
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to seek for treatment among VVF women rn north-west Nigeria. The specific 

objectives of this study are as follows: 

I. To examine the significant relationship between decision-making, the attitude 

of health personnel, low stigma, social support, transportation, quality of 

health, attitude, subjective norms, perceived behavioral control and intention 

to seek treatment among VVF women in north-west Nigeria. 

2. To assess the moderating effects of intervention programs (rehabilitation and 

campaign) on the relationships between attitude, subjective norms, perceived 

behavioral control and intention to seek for treatment among VVF women in 

north-west Nigeria. 

3. To identify the perceived psychosocial factors that influence intention to seek 

treatment among VVF women. 

4. To explore the perceived intervention programs that encourage treatment-

seeking intention among VVF women. 

5. To discover the possible ways to improve intervention programs. 

1.5 Significance of the Study 

Apart from providing answers to the seeming research problems, the heart of any 

research lies in contributing to knowledge. Therefore, this research will contribute 

towards an understanding of treatment-seeking behavior among VVF women in 

Nigeria. This study will provide empirical backing on the moderating role of 

intervention programs, combined with psychosocial factors in increase intention to 

seek treatment among VVF women. The findings of this study would serve as a basis 

for formulating hypotheses for further research, i.e. to tell researchers wishing to 

study further in this area could use this study to develop their literature, hypothesis 

and advance their subject matter. 
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In addition, the study's findings will be useful to the federal government and the state 

ministries of health by serving as an input towards decisions and policies that are 

made regarding intervention programs as it relates to increasing treatment-seeking 

behavior among VVF victims. As the purpose of this descriptive evaluation is to 

measure the perceptions of respondents on the usefulness or otherwise of the 

intervention programs they are exposed to, this research will provide direction to the 

federal and state ministries of health of Nigeria. This guide is for the government 

organizations to know if the resources and energies they invested in intervention 

programs are yielding the desired effects and value, at the same time if it contributes 

to the goal of government intervention programs to increase treatment seeking 

among VVF women. It is on the premise of this judgment that government takes a 

stand as to either continue with the programs or terminate. This study will assist in 

pinpointing perceived intervention programs that best encourage treatment seeking, 

and ways to improve them. In addition, this study will help policymakers at both 

federal and state ministries of health in improving health care services in their 

respective states by enhancing or modifying existing policies to address perceived 

psychosocial factors that would enhance intention and the participation of VVF 

women in intervention programs. 

Lastly, when the Nigerian government implements the recommendations of this 

research, specifically, the state ministries of health in north-west Nigeria, it will 

assist the population of VVF women. Thus, due to this study, VVF women will 

benefit not only from the improved decision-making, positive attitude of health 

personnel, low-stigma, access to public transportation and improved quality of 
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health, but will also benefit from various intervention programs such as surgical 

repairs, skills acquisition, counseling and campaigns due to enhanced policy. 

1.6 Scope of the Study 

Due to research constraints, such as time frame, wide coverage of seven north-west 

states (Kano, Kaduna, Katsina, Kebbi, Jigawa, Sokoto and Zamfara) in Nigeria and 

special concern on the area (i.e. Decision-making, the attitude of health personnel, 

low stigma, social support, transportation, & quality of health). In addition, focus on 

the moderating effects of intervention programs on the relationship between the 

predictors and outcome, made this researcher limits his study to two out of the seven 

states in the northwest zone. The states that the researcher will limit his scope to 

include Sokoto and Zamfara. 

The justification for choosing Sokoto and Zamfara states for this study out of the 

seven north-west states is based on the report of FMOH (2012) that indicated out of 

the 250,000 estimated VVF cases, the 2 states selected have over 150,000 cases, 

which represent ahout 60% % of the total disease cases in the north-west and with 

less than 1000 repairs performed annually. In line with the foregoing report, the 

selected area has the highest number of VVF disease, This also implies that the 2 

chosen states have a higher rate of the disease more than the other 5 north-west states 

put together-this is unacceptable. Therefore, this study concentrates on the 2 selected 

areas to find solutions to the high prevalence rate of VVF disease. 
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I. 7 Operational Definitions of Key Terms 

Vesicovaginal Fistula (VVF): This is an abnormal communication between the 

urinary bladder and vagina, leading to involuntary leakage of urine, severe 

discomfort as well as social, psychological and medical symptoms and 

consequences. 

Intention to Seek Treatment: In the context of this study, the term refers to both the 

behavioral intention and behavior to seek treatment. Put differently, It is the plan and 

participation of VVF women into the designated healthcare centers for the purpose of 

treatment. 

Intervention Programs: In the context of this study, the term refers to a 

combination of rehabilitation (surgical treatment, counseling, and skills acquisition) 

and campaign (awareness through radio, educational campaign) programs intended 

to produce changes in the behavior of VVF women from low to high participation 

into treatment seeking. 

Psychosocial factors: In the context of this study, the term refers to psychological 

and social components that influence the prevention, promotion, and treatment of 

diseases. The factors are both external and internal to the individual, which include 

decision-making, the attitude of health perso1111el, low-stigma, social support, 

transportation, quality of health, attitude, subjective norms and perceived behavioral 

control. 

Decision-making: As the term suggests, it is the ability of VVF women to 

participate in treatment at designated health care facilities without having to rely on 

permission from husbands or other family members. 

The attitude of Health Personnel: This refers to the perceptions of VVF women 

about the positive attitude of health care providers (nurses, midwives, and doctors) in 
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the form of personnel's being friendly, cheerful, kind and respectful among others, 

which increases treatment-seeking intention. 

Low Stigma: In the context of this study, low-stigma refers to a slight experience of 

shame, discrimination, and social judgment, which increase intention to seek 

treatment among VVF women. 

Social support: As the term suggests, it refers to the possession of emotional and 

practical support by VVF women from friends, family, Philanthropists, religious and 

traditional leaders and the community at large. 

Transportation: In the context of this study, transportation refers to the ease with 

which VVF women move from their place of residence to healthcare centers for 

treatment using buses, cars, motorcycles bicycles, canoes or carts. 

Quality of health: In this study, QOH refers to the aspect of the general health 

condition of VVF women: including physical, physiological and psychological 

health which increase intention to seek for treatment among VVF women. 

Attitude: In the context of this study, the term is a combination of the attitude of 

health personnel and quality of health. It refers to the beliefs about the benefits of 

treatment coupled with the beliefs about the positive attitude of health personnel and 

quality of health of individuals, which increase participation in treatment. 

Subjective Norms: In this study, the subjective norm is a combination of social 

support and low stigma. The term refers to the beliefs of VVF women that family, 

friends, and community do not discriminate against them and they receive support 

from these significant others towards participation in treatment seeking. 

Perceived Behavioral Control: In the context of this study, the term is a 

combination of decision-making and access to transportation. It refers to the beliefs 

22 



of VVF women they have control over decision-making and access to resources for 

transp01t from their residence to health care centers to for treatment. 

1.8 Organization of the Thesis 

This study is structured into six main chapters. Generally, chapter one consists of an 

introduction, the problem statement, research questions, and objectives of the 

research. Other areas include significance and scope of the research, operational 

definition of key terms and organization of the thesis. 

Chapter two focuses on a literature review. The chapter captures important variables, 

including, intention to seek treatment, psychosocial factors constructs such as 

decision-making, the attitude of health personnel, low stigma, social support, 

transportation and quality of health. Other concepts discussed include intervention 

programs, as well as the theoretical framework, study's hypotheses among others. 

Chapter three discusses methodology, including paradigm of the research and the 

research design. The quantitative research method covers the population of the study, 

sampling technique in mixed methods research and sample size. Other issues 

discussed are operationalization and measurement of variables, pilot study, which 

covers validity and reliability test for the instruments, questionnaire/instmment of 

data collection, validity and reliability, and data analysis. The qualitative research. 

Method discusses the interv.iew method, content analysis, pilot study, and ethical 

issues among others. 
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Chapter four discusses quautitative data analysis and presentation of results, which 

gives details on the responses of infonnauts concerning the influence of intervention 

programs combined with psychosocial factors to increase participation in treatment. 

The fifth chapter focuses on qualitative analysis, which dwells on the perceptions of 

informants on psychosocial factors that increase participation in treatment, 

intervention programs influencing intention and perceived ways to improve 

intervention programs. The sixth Chapter presents the discussion of findings, which 

include study's contribution and recommendations. 
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2.1 Introduction 

CHAPTER TWO 

LITERATURE REVIEW 

This chapter focuses on the review of important variables to this research and has 

defined the relevant constructs briefly. In the variables review process, this study has 

decisively considered the various opinions and contributions of respective authors 

regarding the constructs. The review focuses more on areas of agreement and 

disagreement in terms of the opinions of several scholars so that this study can relate 

result of the research and thus derive research hypotheses to enable this researcher 

makes significant contributions. The variables discussed in this study are an intention 

to seek treatment, psychosocial factors such as decision-making, the attitude of 

health personnel, low-stigma, social support, transportation, quality of health, 

attitude, subjective norms, perceived behavioral control, and intervention programs. 

In addition, the chapter deliberates on the theoretical framework and conceptual 

framework, which leads to the development of the research hypotheses from the 

literature reviewed. 

2.2 Intention to Seek Treatment 

Intention to seek treatment refer to the plans, searching and active participation by 

individuals to seek for assistance from qualified medical professionals and other 

members of society with the aims of improving health and cure of disease (Xu, 

Wang, Rapp & Carlson, 2007 & Woldeammanuel, 2012). 

25 



Although treatmeut for various diseases is available in most countries of the world, 

however, people that are supposed to use the services utilize them inappropriately 

(Xu et al. 2007, & Woldeammanuel, 2012). In line with the foregoing, treatment

seeking could be influenced by psychosocial factors, which are defined as the events 

or characteristics of the individuals or a system that has an effect over who seeks for 

healthcare services (Xu, et al. 2007). Similarly, in most parts of the world where the 

prevalence rate of diseases is high, perhaps the affected individuals rarely seek for 

treatment at the initial stage of the disease (Xu, et al. 2007). In essence, probably the 

individuals do not seek for treatment due to problems with the attitude of health 

workers, stigma, lack of information about health services and illiteracy among 

others (Xuet al. 2007, & Woldeammanuel, 2012), 

Moreover, Behrami et al. (2014) argue that treatment-seeking intention as a concept 

refers to plans and actions taken by individuals or group of persons towards resolving 

a health problem or improving their health. This action also implies that an 

individual is ready to participate in health seeking to eradicate the disease as well as 

accept instructions from competent health personnel to ensure that the individuals get 

well (Beltrami et al. 2014). Additionally, treatment-seeking intention refers to a 

situation in which an individual actively seeks for professional assistance, be it from 

doctors, nurses, social workers, >!GO and other related healthcare providers with a 

view to improving health or cure of disease (Akhter, 2015). In essence, the concept 

primarily denotes a situation where a sick individual actively participates and 

communicate with others to receive advice and medical treatment (Akhter, 2015). 
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Furthermore, it is important to note, the decision that individuals make to seek 

treatment is a continuous one and could be influenced by factors that are both 

internal and external {Behrarni et al., 2014), The factors are debated widely, as there 

is no consensus among studies about the specific factors that influence treatment 

seeking, However, in spite of the lack of agreement about the factors among 

scholars, the commonly identified ones that influences participation in treatment 

include the distance of health facility from residential areas, the cost of healthcare 

facilities and trust upon healthcare providers. Other factors are transportation 

network, fear of treatment outcome, shyness, gender inequality, information about 

services, previous experience among others {Behrami et aL, 2014), 

Additionally, treatment seeking has been examined through health care seeking 

models, notably, the theory of reasoned action, health belief model, the theory of 

planned behavior among others (Woldeamanuel, 2012), The most notable factor or 

constructs used in the models include psychosocial, economic, and demographic 

variables to explain the mechanism of people's behavior to participate in treatment 

(Akhter, 20 I 5). One common assumption of all the theories is that understanding 

individuals' behavior is important because it is key in understanding health-seeking 

behavior, which is, in tum, vital to improving health and preventing (Woldeamanuel, 

2012), Similarly, the concept can be measured quantitatively, qualitatively or both 

(Akhter, 2015; Beharami, 2014; Krause, et al. 2014; Pradha, 2013 & Woldeamanuel, 

2012). Thus, this study uses psychosocial variables and mixed method {quantitative 

and qualitative) to measure the treatment seeking intention among selected VVF 

women in north-west Nigeria, 



Based on the various definitions of the concept of intention to seek treatment stated 

in the foregoing discussion, this study operationalized the concept as the plan and 

participation of VVF women into the designated healthcare centers for the purpose of 

treatment. 

2.3 Psycllosocial Factors 

This section reviews related literature on the psychosocial factors that influence 

treatment seeking. The constructs represent the independent variables of the study. 

The psychosocial factors discussed in this section include decision-making, the 

attitude of health personnel, low stigma, social support, transportation, quality of 

health. Attitude, subjective nonns and perceived behavioral control. The focus of the 

assessment of each of the construct is on the defmition of the concept, divergent and 

related views of scholars in relation to the construct, exemplary studies, research 

gaps, relationships between current and previous studies as well as a summary. 

Psychosocial factors refer to the psychological and social elements that influence the 

identification, treatment/management, prevention, rehabilitation and reintegration of 

disease persons (Furqan, 2012). The factors are largely external to the individual, 

which include decision-making, the attitude of health personnel, stigma, social 

support, illiteracy, teenage marriage, religious factors, transportation, physical status 

among others (Gharoro, 2009, Russel et al, 2011 & Furqan, 2012). In line with the 

foregoing, it is important to note that psychological and social factors contribute 

immensely towards the ways people seek or fail to seek treatment from competent 

health care providers (www.https:/linsu.educourse/sw/840). 
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Moreover, Gharoro & Agholor (2009) and Siddle, et al. (2013) stated that 

psychosocial factors are the interrelations of social and individual factors that could 

influence individuals' behavioral intention to visit health care facilities and the 

factors include illiteracy, poor training, teenage marriage and female genital cutting 

among others (Siddle, et al. (2013 ). In line with the foregoing discussion, this study 

defines psychosocial factors as the social and psychological concepts that could 

influence the participation ofVVF women in treatment. 

Over the years, the literature on treatment-seeking behavior indicates that certain 

psychosocial factors could have an immense influence on the way sick people seek 

treatment (Wall, 2012). Among the most commonly discussed factors influencing 

treatment seeking include poverty, poor finances, fear of death, health status, 

facilities among others (Odu & Clealand, 2013, & FMOH, 2012). Similarly, the 

WHO (2012) referred to the importance of psychosocial factors in treatment seeking, 

by suggesting that the factors are significant in improving the health and overall 

actions of the people. The organization also maintains that if actions are to be 

effective in encouraging health-seeking behavior as well as the promotion of health 

and well-being, they should be based on an understanding of beliefs, traditions and 

family pattern of interaction among others (WHO, 2012). 

Based on the opinions of various scholars above, the significance of psychosocial 

factors in increasing treatment-seeking behavior is enormous, particularly, as it 

relates to the health seeking behavior of individuals with various health challenges. 

The next discussion is on the related psychosocial factors ( decision-making, the 

attitude of health personnel, low-stigma, social support, transportation and quality of 
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health) as perceived by the theory of reasoned action and the health belief model to 

be essential in increasing participation in treatment. 

2.3.1 Decision-making 

Decision-making power is defined as the ability of individuals to wheel freedom to 

behave independently in a manner that such persons are not required to seek the 

permission of someone else in the exercise of their actions (Siddle, et al. 2013, & 

Mistry et al, 2009). When individuals can freely visit family members, healthcare 

facilities or spend money for health care purpose among others without undue 

interference, they are regarded autonomous (Rahman et al. 2014). In addition, the 

concept of decision-making implies to the capacity of a person to acquire 

information as well as to use such data to make a judgment for the personal or 

collective benefit with minimum external interference (Kimiya, 2011). 

Moreover, Osamor et al (2016), states that decision-making refers to the freedom of 

women to decide on their own to perform an action based on what they believe is 

important to their well being and that of their families. Conversely, inequality in 

decision-making refers to the discriminatory or differential treatment of women by 

men in a manner that is unfair, unnecessary, and avoidable (Namasivayam, et al. 

2012), to the extent that women are not involved in a discussion that affects them and 

the immediate family (Namasivayam, et al. 2012 & Bleich et al., 2012). Similarly, 

unequal relations of power between males and females lead to violations of women's 

health and human rights (Namasivayan, et al, 2012). Similarly, due to fewer 

resources in the hands of women, less recognition and protection, poor accessibility 

to information and literacy and more importantly, less decision-making power in the 
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home, they could be exposed to numerous problems (Tanzim, 2011) such as poverty, 

reduced participation in health care services and consequent childbirth diseases 

(Tanzim, 2011). In the same vein, poor autonomy to women due to male dominance 

also affects the well being of women, especially concerning their ability to seek 

treatment (Namasivayan, et al, 2012). 

Furthermore, Wall (2012) suggests that a major challenge affecting treatment

seeking behavior among women with pregnancy-related diseases in developing 

societies relates to delay they faced at home before deciding to seek for health care 

services. This challenge limits efforts to provide emergency surgical intervention to 

the victims where necessary (Wall, 2012). Therefore, a quick decision is essential to 

save the lives of several clients by conveying them to the appropriate healthcare 

facility (Wall, 2012. Similarly, Namasivayan, et al. (2012) and Wall (2012) argues 

that perhaps due to poor autonomy for some women, they find it difficult to visit 

health centers for treatment (Wall, 2012). 

While contrasting the advantage and disadvantage of decision-making power and the 

Mistry et al. (2009) maintain that high degree of decision-making power to women 

increases their ability to utilize health care services before, during and after 

childbirth. On the other hand, low decision-making has a negative effect on the 

ability of individuals to use appropriate health care services before and after delivery 

(Mistry, et al. 2009). Similarly, women's involvement in decision-making has an 

advantage (Namasivayan, el al, 2012), where women have the freedom to make 

important decisions, this helps in improving the economic and health worth of the 

family and society at large (Bleich, el al. 2012). ln addition, a major way the health 
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of the family can be improved is by participating in the decision to seek for health 

care services (Namasivayan, et al, 2012 & Bleich, et al. 2012). 

Moreover, decision-making power available to women has advantages, in that, 

possession of freedom of movement by women not only improve the health of 

mothers and other family members but specifically, it provides access to utilization 

of various methods of health care services such as the use of contraceptives (Rahman 

et al. 2014). In addition, Osamor et al. (2016) argue that decision-making autonomy 

of women decide on matters affecting family, provides the benefit of higher survival 

rate for the children, reduction in death rate, enhances reproductive health, lower 

infertility rate and provides more resources to cater for the children. 

Several studies have examined decision-making power and its influence on health

seeking behavior and have found some inconsistencies. For example, Rahman et al 

(2014) reported a positive relationship between decision-making power available to 

women and use of contraceptive medications in Bangladesh. Similarly, a study in 

Ethiopia noted that high level of decision-making among women increases use of 

contraceptive devices (Nigatu et al. 2014). In addition, Kimi ya, (20 I I) found a 

positive relationship between decision-making powers and improved treatment

seeking behavior in Tajikistan. 

However, a study in Kenya found a negative relationship between utilization of 

health care services during pregnancy and childbirth as well as after delivery with 

freedom of movement among women in the region (Fotso et al. 2009). Additionally, 

a study by Namasivayam et al.(2012) on the role of gender inequalities in healthcare 
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services in Namibia states that decision-making power available to women is not 

associated with treatment seeking among women with reproductive health problems, 

such as anemia and other pregnancy-related diseases. 

The foregoing reviewed literature presents some gaps that will be filled in the current 

study. For example, in examining the decision-making power available to women, 

Bleich et al. (2012) suggested future direction for research. The scholars suggested 

for a study to focus on evaluating the progress in health inequalities arising from 

poor decision-making in a new social context different from the United States and 

the United Kingdom. Based on the foregoing recommendation, this study examined 

the progress in health inequalities in relation to decision-making using samples of 

VVF women. Additionally, the foregoing reviewed studies on decision-making have 

several weaknesses; in that, the majority of the studies employs a qualitative or 

quantitative method alone. Therefore, such methods do not permit for statistical and 

contextual generalization of findings to the universe from a single study, which is in 

line with the opinion of Creswell (2014) and Sekaran, & Bougie (2013). 

Alternatively, to capture the lived experiences of respondents and provides for 

generalization of findings to the universe, Johnson & Onwuegbuzie (2009) and 

Weber (1990) suggested for the use of mixed methods technique. Similarly, the 

nature of the problems discussed in the most literature concerning decision-making 

focused more on diseases during pregnancy and childbirth such as decision-making 

and use of contraceptives, infertility, and delivery at health centers among others. 

The focus of most previous studies is not on complications such as VVF. Thus, this 

study will focus on decision-making and treatment seeking among women with VVF 

disease. Additionally, most of the reviewed literature on women decision-making 
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problems focus on USA, Tanzania, Ethiopia, Pakistan, Bangladesh, Tajikistan, 

Kenya amongst other countries. Therefore, there is need to examine this construct 

empirically in the new social context of north-west Nigeria as suggested by Bleich et 

al. (2012) using a sample from this study. 

Similarly, and more importantly, the inconsistencies or mixed findings among 

previous studies that examined the construct of decision-making provide justification 

for the introduction of moderating variable, which is in line with the views of Barron 

et al. (l 986) and Barron et al. (2004). Thus, this study introduced intervention 

programs as an appropriate moderating variable to examine the role of the programs 

in conjunction with decision-making in strengthening treatment-seeking behavior 

among VVF women, which is lined with the views of Bellows et al (2014) and Sina 

et al. (2015). 

Additionally, in line with the foregoing reviewed literature, this study and the 

previous ones are related. This is because both studies are concerned with the 

relationships between the independent variable (Decision-making) and the dependent 

variable (intention to seek treatment). However, the current study is broader in scope, 

as it focuses on both the direct relationships (the relationship between the 

independent variable and dependent variable) as well as focus on the major 

contribution of this study, which is the indirect relationship (moderating effects of 

intervention programs on the relationships between OM and intention to seek for 

treatment). 
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In conclusion, the reviewed literature examines the influence of decision-making on 

intention to seek treatment In doing so, several studies have indicated divergent and 

related views. Some scholars suggest that decision-making available to women 

increases their participation in treatment, while other scholars suggested otherwise. 

Based on the inconsistencies in the reviewed studies, several scholars (Baron et al. 

1986; Frazier, Kim, Kaye & Wright, 2001 and Barron et al. 2004) suggested the 

introduction of a moderator, such as intervention programs (Sina et al. 20 I 5 & 

Bellows et al. 2014) to strengthen the relationships bet';,,een the independent and 

dependent variable. The next discussion is on the concept of the attitude of health 

personnel. 

2.3.2 Attitude of Health Personnel 

The term attitude of health personnel refers to the behavior of health persormel 

shown towards the sick, which may be positive or negative (Holmes et aL, 2012). In 

this study, the attitude of health personnel is operationally defined as the positive 

attitude and behavior of health professionals towards women, which increases the 

participation ofVVF women in treatment 

The positive behavior implies to the conduct which health workers show to the 

patient, such as kindness, respect, and politeness among others (Holmes & Goldstein, 

2012). Conversely, negative attitude of health workers refers to the undesirable 

conduct of staff towards patient through being verbally abusive, disrespectful, 

showing lack of empathy and sympathy, physical assault, and poor attention to 

confidentiality among others (Holmes et al. 2012). In the same vein, Adeyemo 

(2013) argues that the concept of the attitude of health care providers has negative 
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and positive aspect. The positive aspect includes being friendly, respectful and polite 

towards the sick among others. Conversely, the negative part represents behaving 

towards the sick in a cruel, abusive, and rude manner, and by staff discharging duties 

without fairness. 

The concept of the attitude of health care personnel is important because positive 

attitude promotes communication betwem the sick and the healthcare provider, 

which ultimately assist in the provision of quality healthcare services (WHO, 2012). 

Conversely, negative attitude of health personnel creates an unhealthy barrier to 

treatment by discouraging clients from utilizing available healthcare services 

(Holmes, et al. 2012). In addition, poor relationship, particularly between health care 

providers and pregnant women could hamper the transfer of information that they 

might require for their healthy development, and that of the unborn child (Adeyemo, 

2013). This need information for development include nutrition, family planning, pre 

and post-delivery preparations among others. The exhibition of negative attitude 

could lead to psychological problems for the women with resultant failure to visit 

healthcare facility again when pregnant (Holmes, et al. 2012). 

Moreover, as there are health personnel who conduct themselves well, discharge 

their duties towards the sick diligently, which is capable of encouraging more people 

to seek for care, equally, there are health workers who show bad attitude in the 

discharge of their duties, which is capable of discouraging participation in treatment 

among clients (FMOH, 2012). In line with the foregoing view, Obinna (20ll), 

argues that the negative attitude among staff, both in the private and government 
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healthcare centers has not been encouraging because of its adverse effects on the 

treatment seeking behavior of individuals that might need health care services, 

Several studies have examined the attitude of health personnel in relation to health 

care seeking behavior of individuals and the results indicated mixed findings, So for 

example, Adeyemo (2013) argues that staffs negative attitudes toward clients cut

across all health professionals such as doctors, nurses, and pharmacists, In addition, 

the scholars opine that negative attitude of the staff has a profound effect on 

treatment-seeking behavior among the sick. Specifically, the report shows the 

negative attitude of health personnel discourage women from attending hospital 

delivery in preference for home delivery at the hands of traditional birth attendants 

who lack adequate skills (Adeyemo, 2013). In addition, poor skills of health workers 

and bad attitude of staff combine to decrease participation in treatment among the 

sick individuals (Holmes & Goldstein, 2012). Similarly, a study comparing attitudes 

of trained staff midwives in government and private missionary hospitals in Oyo, 

Nigeria, reported inconsistent findings, The result suggests a positive relationship 

between staff attitude at the private missionary hospital and the women attending the 

clinic for delivery, This implies that in spite of the poor equipment at the center, 

women prefer to visit the unit for treatment (Adeyemo, 2013, & FMOH, 2012). 

Conversely, in government hospitals, the study found a negative relationship 

between staff attitude and women attending the clinic for delivery, in spite of the 

provision of adequate facilities (Adeyemo, 2013), Therefore, since these staff 

midwives received training through the same institution and curriculum, there should 

not have been snch inconsistencies in their behavior towards clients. 
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In addition, Furqan et al. (2012) argue that staff negative attitude prevent the 

participation of pregnant women in treatment in rural Pakistan. Moreover, a 

qualitative study in Uganda with 14 participants suggested that women's low 

participation in surgical care could be due to the negative attitude of health care 

providers (Kasamba, Kaye & Mbalinde, 2013). These findings suggest that a positive 

relationship between intention to seek for treatment and attitude of health personnel 

(Kasamba et al. 2013). Similarly, a qualitative study in Kenya found that a majority 

of women delivered al home due to the culture of shyness and negative attitude of 

health workers (Osewe, 2014). In addition, focusing on psychosocial factors to 

access to health care facilities in Lamu County, Kenya, a qualitative experience of 

VVF women suggests that poor facilities joined with negative attitude of health 

workers to delay women from participation in treatment (Esther & Osawe, 20 I I). In 

the same vein, a qualitative assessment of socioeconomic root causes of reproductive 

health in Nigeria using 144 respondents indicates a significant positive relationship 

between the negative attitude of health providers and women's refusal to seek for 

care (Sulaiman, 2009). Similarly, Devkota, Murray, Kett & Nora (2017) suggest that 

the majority of a participant in their qualitative study in rural Nepal agrees that health 

care providers have a negative attitude, which affects their participation in treatment. 

On the contrary, other respondents believe the providers are caring, kind and 

respectful. 

Furthermore, a study in sampled hospitals in Zambian using 86 women who visited 

the hospital for treatment during pregnancy, delivery and those undergoing an 

abortion stated that the attitude of healthcare providers in the area is positive 

(Mannara, et al 2015). Similarly, a study in Bangladesh suggests that health 
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personnel attitude is good because the workers continually assess the health 

conditions of the sick in the hospital; they serve medicine at the right time and 

sometimes offer fmancial assistance to the clients (Afsane, et al, 2017). Similarly, a 

sntdy in four South African regions using 187 sample size reports that over 65 

percent of the respondents reported that they visit the antenatal care unit to seek for 

treatment because the health workers are friendly (Tlebere, et aL 2007). Again, the 

respondents stated that anytime they are visiting the health center, they feel relaxed 

and less pain because health workers interact with them using good and reassuring 

questions in a polite manner. In addition, the sntdy shows that patients who 

experienced positive attitude while in contact with health workers are more likely to 

come back for follow up care (Tlebere, et al. 2007). In addition, a snidy in the 

Ashanti region in Ghana hospitals suggests that health workers providing HIV/ AIDS 

services to clients demonstrated positive attitudes and behaviors, in that, health 

personnel received patients into the center, warmly speaks to the patients with 

respect, advise patients on several issues and they offer financial help to the patients 

(Jonathan, 2016). 

The reviewed literantre in the foregoing discussion offered some gaps for further 

study. First, the analysis of the concept of the attitude of health personnel was moslly 

qualitative driven. Its main emphasis is on understanding the lived experiences of 

women that visit health care facilities concerning the attitude of health workers, and 

such experience cannot be generalized to the universe, this assulllption is in line with 

the views of Pearce (2012). In relation to the foregoing, a study on factors 

influencing treatment seeking among pregnant women seeking for health care 

services, Furqan et al. (2012) suggested further studies to focus on examining 
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attitudes of health personnel through the use of survey and interview concurrently. In 

addition, most of the studies on the attitude of health professionals (Tlebere, et al. 

2007, Furqan, et al. 2012, Jonathan, 2016, & Afsane, et al. 2017) for example, were 

conducted in Bangladesh, Ghana, South Africa, Zambia, Pakistan and Europe. These 

countries are different from Nigeria in terms of culture and environment. Therefore, 

this study will test the construct in a new social context among VVF women in north

west Nigeria. Similarly, the majority of the studies on the attitude of health personnel 

applied the concept to examine diseases and problems such as abortions, antenatal 

and postnatal care, HIV/ AIDS among others. Perhaps, only a few studies discuss the 

attitude of health personnel in relation to VVF. Thus, there is the need to examine the 

concept in relation to VVF disease. 

In addition and more importantly, the inconsistencies or mixed findings among 

studies that examined the consnuct of the attitude of health personnel provided 

justification for the introduction of moderating variable, which is in line with the 

views of Barron and Kenny (I 986) and Barron et al (2004). Thus, this study 

introduced intervention programs as an appropriate moderating variable to strengthen 

the relationship between the attitude of health personnel and treatment-seeking 

intention among VVF women, which is in line with the views of Bellows et al. 

(2014) and Sina et aI. (2015). 

In line with the reviewed literature, this study and the previous ones are related. This 

is because both studies are concerned with the relationships between the independent 

variable and the dependent variable. Moreover, both studies focus on health 

problems in society. However, the current study is broader, more methodological and 
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comprehensive in scope, as it focuses on both the direct relationships (the 

relationship between the independent variable and dependent variable) as well as the 

introduction of the major contribution of this study, which is the indirect relationship 

(moderating effects of intervention programs on the relationships between the AHP 

and intention to seek for treatment). 

In conclusion, the reviewed literature examined the influence of attitude of health 

personnel on intention to seek treatment. In doing so, several studies have indicated 

divergent and related views. Some scholars suggested that AHP increase treatment 

seeking, while other scholars suggest disagreeing. Based on the inconsistencies and 

or mixed findings in the reviewed studies, this study introduced intervention 

programs as a moderator, which is in line with the views of several scholars (Baron 

& Kenny 1986; Frazier, Kim, Kaye & Wright, 2001 and Barron & Tix, 2004) 

regarding moderation. 

2.3.3 Low Stigma 

Stigma implies a feeling of shame or disgrace of a person with a particular problem. 

Stigma leads to prejudice and discrimination (Dos-Santos, et al, 2014). In general, 

the tenn refers to showing negative or discriminatory behavior to people with 

challenges, be it health, gender, race, socioeconomic status among others (Minsk & 

Russinova, 2015). However, since the construct, represent negativity, this study uses 

the tenn to represent low-stigma. Hence, the concept is operationally defined as low 

feelings of shame and disgrace exhibited by VVF women, which could increase their 

participation in treatment. 
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Several studies have examined stigma in relation to health care seeking behavior 

among people with acute and chronic diseases. According to Dos-Santos, et al, 

(2014), when people with chronic diseases such as HIViAIDS and mental illnesses 

are exposed to rejection and discrimination, it could reduce their motivation to 

participate in treatment. In addition, exposure to chronic diseases could result to 

stigmatization due to people's poor understanding of the causes of illnesses, poor 

means of treatment, bias among media houses who report about the disease 

occurrences, and negative cultural perception of diseases in society (Mellors, 

Wolvaardt & Ryst, 2014). 

In addition, in many African societies, people living with diseases such as HIV/AIDS 

have reported experiencing negative treatment (Mellors, et al. 2014). Similarly, Dos

santos, et al, (2014) in their study om HIV/AIDS, report that victims of the disease 

experienced differential treatment and rejection, which force them into hiding. In line 

with the foregoing, a major implication of ostracizing the sick is they might not 

participate in treatment (Mellors, et aL 2014). Similarly, in Bangladesh, a study using 

280 sampled women shows that stigmatization exposes the victims to embarrassment 

and discrimination with consequent isolation (Zheng et al., 2009). In addition, a 

study consisting of 160 sampled women in low-income countries shows that the 

participation of women in treatment is low due to stigma (Zheng, et al. 2009). 

Furthermore, in Namibia, a study shows that due to women's low social status, they 

cannot openly reveal the position of their disease for the fear that they could 

experience abuse in society-where women shoulder the blame for most diseases and 

misfortunes (Mizck, et al., 2015). In addition, most women who suffer from diseases 
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are exposed to discrimination and rejection from larger society, with a consequent 

desire by the victims to live an isolated lifestyle (Dos-Santos, e al., 2014). Similarly, 

a study concerning stigma shows that most women suffer from a high rate of 

stigmatization, exploitation among others (Mizck, et al., 2015). In addition, studies 

from Pakistan indicate that stigma is attached to chronic diseases such as HIV/ AIDS, 

cancer among others, which decrease the rate of women participating in treatment 

(Furqan, et al., 2012). The lack of participation in treatment and the desire to go into 

isolation on the part of the victims are for the fear that in some communities the 

diseases are considered as a manifestation of infidelity on the part of victims as such 

the disease is a punishment from God (Furqan, el al., 2012). 

Moreover, individuals with health-related conditions such as HIV/AIDS, 

tuberculosis, among others, suffer from stigmatization and discrimination in several 

African societies (Mutambara, Maunganidze & Muchichwa, 2013). In addition, 

because of the hardship that the diseases caused to the victims through domestic 

violence and isolation among others, this decreases the aspiration to seek for 

assistance among the victims (Mutambara, et aL 2013). 

The foregone reviewed studies have provided insight into the problems of 

stigmatization that the disease victims, particularly the women with various diseases 

are exposed to, which may decrease their intention to seek treatment. In spite of the 

contribution of the study by Mutambara, et al. 2013 for example, it has a 

fundamental weakness due to its use of qualitative design alone. Because the topic 

that borders on stigma is a complex one, it could be understood better if studied 

43 



rigorously through the mixed methods study that qualitative method alone cannot 

provide ( Collins & Onwuegbuzie 2007 & Creswell, 20 I 4). 

In addition, reports suggest that in case of stigmatization, the most effective coping 

strategy people use is to go into isolation (Wall, 2012), and this denies them the 

chances to seek for competent health care services (Wall, 2012 & Odu, 2013). 

Isolation as a coping mechanism is inimical to the wellbeing of the victims not only 

because it exposes them to untold hardship, but also because the issue distances them 

from participating in treatment-seeking (Mikah, 2013). The foregone study's use of 

content analysis exposes it to the fundamental defects of a lack of theoretical basis 

and depth in understanding of the phenomenon, which is in line with the argument 

against content analysis posited by Elos, Kaariaineri, Kamste, Polkki, Utriaaine & 

Kyangas (2014). Similarly, a study concerning stigma shows that the majority of the 

sampled respondents suffers from stigmatization and loneliness due to rejection by 

husbands, which affects the treatment-seeking behavior of the victims (Ryan, 2014). 

Additionally, a study by Alio, et al. (20 II) shows that social stigma and isolation 

leads to further breakdown of women's health, consequently, dampening the desire 

from the victims to participate in treatment. 

Conversely, Siddle et al. (2013); Roush (2009) & Muleta, (2008) have reported that 

respondents in their samples have not experienced discrimination or isolation from 

their husbands, family or friends, as such, they feel encouraged to seek for treatment. 

Similarly, the respondents reported that they eat meals together with their family, 

they sleep in the same compound and they received encouragement to seek 

healthcare services (Roush, 2009 & Muleta, 2008). However, the victims indicated 
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some level of exposure to discrimination from other people in their communities 

(Siddle et al. 2013), Again, a report by Dreves (2015) shows that among adolescent 

mental health patients in East Tennessee, the USA who reported to health care 

centers for treatment, the victims state that they were not stigmatized. In essence, this 

report suggests that low-stigma is associated with an increasing participation in 

treatment Therefore, the mixed findings in this study provide justification for the 

introduction of a moderator. 

The reviewed literature on stigma provides some gaps for further study. In line with 

the foregoing, Bellows et al. (2014) suggest that future studies on stigma should 

focus on ways community can provide support to stigmatized people through 

assessing the interpersonal relationship between the victims and the larger society, 

Similarly, the reviewed literature on stigma has methodological flaws because it 

relies heavily on qualitative methods. Thus, this researcher will test the construct 

using mixed methods research, which is in line with the views of Sekaran and Bougie 

(20 l 3), who state that mixed methods allow for making a statistical and contextual 

generalization of findings 10 the universe, Another defect lies in the social context of 

most previous studies that examine stigma-because the construct was examined in 

Namibia, USA, Pakistan, Bangladesh, Tanzania and a host of other African countries 

with different cultural, political, economic and social context from Nigeria. Thus, 

this study will examine the construct in new environments such as north-west 

Nigeria, using VVF women. ln addition and more importantly, the inconsistencies 

and or mixed findings among studies that examined stigma have provided a major 

gap, which is the main contribution of this study. Inconsistencies in the previous 

studies provide justification for the introduction of a moderating variable, which is in 
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line with the views of Barron and Kenny (1986) and Barron et al (2004), Thus, this 

study introduced intervention programs as an appropriate moderatmg variable to 

strengthen the relationship between stigma and treatment-seeking intention among 

VVF women, which is lined with the views of Bellows et al (2014) and Sina et al, 

(20 I 5). 

In line with the reviewed literature, the current study and the previous ones are 

related, Both studies are concerned with how the construct influence treatment 

seeking among people with various diseases, However, the current study is broader, 

more methodological and comprehensive in scope, as it focuses on both the direct 

relationships between the predictor and the outcome as well as the indirect 

relationship through the introduction of a moderator (intervention programs), which 

is the maJor contribution of this study. 

In conclusion, the reviewed literature examines the influence of stigma on intention 

to seek treatment In line with the foregoing, several studies have indicated divergent 

and related views. Some scholars suggest that people with certain diseases are 

stigmatized, which lowers their treatment seeking intention, However, other studies 

suggest that individuals with diseases are not discriminated and or rejected by others, 

which increase their participation in treatment. In other words, it is expected that 

people exposed to low stigma in society are more likely to seek treatment, The 

inconsistenc1es in previous studies pre-Sent a gap that will be examined in both direct 

and indirect relationships. Similarly, Bellows (2014) presented another gap by 

suggesting for further study to focus on support for people with stigma. Other gaps 

include the use of broader methodology such as mixed methods and analyses. In 
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addition and more importantly, the inconsistencies and mixed findings in the 

reviewed studies provide justification for the introduction of a moderator in this 

study (Baron & Kenny 1986 & Barron & Tix, 2004), In line with the justification for 

the introduction of the appropriate moderator, Frazier, et al. (2001) and Sina et al, 

(2015) have suggested the introduction of appropriate intervention programs to 

strengthen the relationships between the independent and dependent variable. 

2.3.4 Social Support 

Yadav (2010) and Upton, et aL (2015) defined social support as a state whereby an 

individual or group possesses emotional and practical support from other individuals 

such as from friends, family, community, among others, In this study, social support 

is defined as a condition in which VVF women have emotional and practical support 

from the family, friends, siblings, community, philanthropists, clubs and faith leaders 

among others. 

Social support immensely contributes to reducing emotional problems among 

individuals through making an individual feel they are cared for as well as being 

satisfied in receiving information abolll one's immediate environment (Yadav, 20!0). 

Additionally, the social support provides positive feelings towards participation in 

treatment (Thoits, 2010). Similarly, social support has a positive influence in 

improving the health of people, conversely, lack of social support produces could 

produce immense consequences to the health of individuals (Upton, et al, 2015), 

Poor social support refers to the lack of emotional and practical support to an 

individual from friends, family, and community among others (Yadav, 2010 & 
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Upton, et al. 2015). Poor social support from the loved ones such as family, friends, 

and community could pose a serious danger to patients and may lower their 

confidence and physical and psychological well-being (Yadav, 2010). On the other 

hand, social support is enormous to the well-being of human species because of 

support from people such as family, relatives, friends among others, enhances the 

psychosocial well being and feeling of satisfaction (Dunne, et al. 2014). Social 

support is especially important among women about to give birth in the health 

centers, in which the presence of the loved ones might boost the comfort of a woman 

as well as to reduce a patient's anxiety (Dunne, et al. 2014). 

Several studies have examined the concept of social support (Dunne, et al. 2014; 

Yadav, 2010; Upton, et al. 2015 & Thoits, 2010). For example, Yadav (2010) report 

that people with poor social support tend to have worse physical and psychological 

condition. In contrast, social support encourages people to participate in treatment 

seeking, and it helps to provide physical and psychosocial support to the sick 

individuals (Upton, et al. 2015). 

Additionally, studies show conflicting findings with regard to what social support 

represents. For example, a study by Dunne el al. (2014) observed that the choice that 

a woman makes for people that accompany her to the health center during delivery 

could make her comfortable and invariably makes her feel socially supported. In 

essence, the study shows a positive relationship between social support through the 

company of significant others and increased participation in treatment. Conversely, a 

study by Spears as cited in Dunne, et al (2014) found a negative relationship between 

social support through multiple companies of people and treatment-seeking behavior. 
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This is because a woman could choose several people that would escort her to the 

health center for delivery, but the patient could be disappointed by health personnel 

through disallowing or curtailing the number of people that could stay with the 

victim in the hospital (Spears et al. 2014). In some cases, nurses could ask significant 

others who accompany the woman to leave the immediate hospital ward, and in this 

case, the woman feels uncomfortable, thereby eroding the sense of social support. 

Similarly, in a study on the relationship between the number of social support people 

present during labor, women's perception and delivery outcome in Australia with 

209 samples, Dunne (2012) found that women in labor feel more supported if 

accompanied by one person rather than by several people to a health center. The 

findings also show some inconsistencies, in that, women reported receiving support 

during home delivery, whereas at health centers they do not receive support. 

Therefore, there is the need to test this construct by ascertaining the perceptions of 

VVF women admitted into the health centers regarding social support. 

The reviewed literature on the concept of social support provides some gaps for 

further study. So for example, Dunne et al (20 l 4) suggest further research to identify 

women's perception and experience of social support in a different social context 

from Australia and identify other sources of support such as the wider community. 

Similarly, Dunne (2012) suggests that future studies using a social support 

questionnaire should apply the instrument in a secondary health center and in an 

environmental setting different from Australia, with a larger sample, and use 

confirmatory factor analysis to further assess the reliability of the construct. Another 

gap in the prev10us literature on social support is its concentration in examining 
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women on delivery and those admitted with minor pregnancy-related problems 

ignoring perceived severe complications such as VVF disease. Similarly, the mixed 

findings in previous studies provide justification for the introduction of a moderator 

(Barron et al. 1986 & Barron et al. 2004) as a major gap, which is the main 

contribution oflhis study. 

Therefore, this study will fill the gaps mentioned in the foregoing discussion. First, 

this researcher adapted the construct of social support used by previous studies to the 

current VVF study in the social context of Nigeria, specifically, north-west. Second, 

this study applies the concept to capture support from wider society to include 

neighbors, philanthropists, religious organizations around the victims among others; 

in order to examine tbeir influence on treatment seeking intention. Third, this study 

will conduct a confinnatory factor analysis { CF A) in order to summarize the 

constructs to ensure minimal loss of original information and ensure the reliability of 

the construct. Fourth, based on the suggestion by Dunne (2012), the sample size of 

this study was increased to 321 more than the recommended 209, this increased 

reliability of findings in research. Fifth, while the majority of previous studies 

(Dunne, 2012 & Dunne et al. 2014) were conducted in tertiary health centers with a 

few samples, this study will be conducted al secondary health institutions where the 

bulk of fewer privilege women reports for a cure. Finally, based on the 

inconsistencies observed in the previous studies of social support this research 

introduced a moderating variable in order to strengthen the relationship between 

social support and intention to seek treatment among the VVF women. 
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In line with the literature reviewed, the current study and the previous ones are 

related. Both studies are concerned with how the construct influence treatment 

seeking among people with various diseases. However, specifically, this study focus 

on how the construct influence participation in treatment among VVF women. 

While previous studies focus on direct relationship alone, this study uses a moderator 

as its main contribution. Moreover, the current study is broader, more 

methodological and comprehensive in scope than the previous studies due to its use 

of mixed methods. Again, this study focuses on both the direct relationships (the 

relationship between the independent variable and dependent variable) as well as the 

introduction of the major contribution of this study, which is the indirect relationship 

(moderating effects of intervention programs on the relationships between the social 

support and intention to seek for treatment). 

In conclusion, the reviewed literature examines the influence of social support on 

intention to seek treatment among VVF women. In line with the foregoing, several 

studies have indicated divergent and related views. Some scholars suggest that social 

support increases intention to treatment seeking, other scholars suggest contrary 

views. The foregoing inconsistent assumptions present gaps that this study will fill in 

both direct and indirect relationships. Similarly, some of the specific gaps that this 

study will fill include methodological flaws, which will be addressed using the 

broader methodology and analyses (Creswell, 2012). In addition and more 

importantly, the inconsistencies in the reviewed studies, provide justification for the 

introduction of a moderator (Baron & Kenny 1986 & Barron & Tix, 2004). In line 

with the justification for the introduction of the appropriate moderator, this study 
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introduces intervention programs to strengthen the relationships between the 

independent and dependent variable. 

2.3.5 Transportation 

The concept of transportation refers to the simplicity with which, information, goods, 

and people move from one place to another (Rodriguez et al. 2013). In this study, 

transportation is defined as access to good transportation facilities such as cars, buses 

and other vehicles and facilities that could convey VVF women from their residences 

to health care centers for the purpose of participation in goverrunent intervention 

programs. 

The main essence of transportation include the desire to satisfy the need for mobility 

because transportation exists only if people, product, and information can move from 

a place to another, where this is not the case, the concept is not meaningful 

(Rodriguez et al. 2013). Conversely, poor transportation diminishes the ability of 

individuals within a social settmg to gain information, goods, and services as well as 

ensure movement from one place to another (Lankowski et al. 20 I 4 & Atuoye, et al. 

2015). 

Additionally, the concept has been analyzed as the movement of goods and services, 

individuals and animals from one place to another (Atuoye, et al. 2015). The concept 

of transportation occurs through various channels such as road, water, air and rail 

among others (Robinson, 2013). It is important to note, the definition offered by 

Robinson (2013) is an upgrade of the definition by Rodriguez, as it encompasses 

channels of transportation and the addition of sea resources. 
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The concept of transportation has immense importance in the historical, economic, 

political, environmental and social sense. More central to this discussion is that of the 

social importance of transportation (Rodriguez, et al. 2013). Socially, transportation 

helps people to gain access to health care and other social services through 

government intervention programs and other welfare services. Thus, in this sense, it 

can be argued that transportation has a profound influence on people's ability to 

participate in programs aimed at treatment, and consequently, improving their health 

(Rodriguez, et al. 2013). 

Furthermore, Jeremy (2010) indicated that transportation 1s a very important 

phenomenon that permits people to move from one place to another with ease. The 

easiness becomes even more important among people that wish to seek for health 

care services through various government intervention programs for the purpose of 

cure (Jeremy, 2010). Similarly, Robinson (20 13) opined that transportation is 

significant, in that, it enables people that require health care and other services to 

participate in such programs in order to alleviate their suffering. 

Moreover, Syed et al. (2013) observed that the concept of transportation is a 

necessary tool for ensuring access and or participation in programs aimed at 

improving health and diseases cure. This is because whenever individuals are sick, 

they need to visit competent health care providers for advice and medication (Syed et 

al. 2013). However, lack of access to transportation could lower the intention of sick 

individuals to seek clinical intervention, which results in deterioration in health 

condition (Wall, 2006, 2012 & Baba, 20 14). 
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In addition, transportation has been identified as an important motivator in accessing 

health care services, which further serves as a connection between health services 

and residence of individuals that need these services (Akhter, 2015). In less affluent 

societies, a poor road network and lack of resources to use transport facilities make 

rural areas unapproachable, thereby, making it difficult for individuals to access 

health services not available or provided in rural health centers (Wall, 2012). 

Several studies (Ridder, 2009; Jeremy, 2010, Syed et al, 2013 & Lankowski et al. 

2014) have examined transportation access in relation to treatment-seeking behavior 

among sick individuals. According to Jeremy (2010) suggests that the participation 

and utilization of health services among the rural populace is low compared to people 

living in the cities. Some of the reasons advanced for the poor participation of rural 

dwellers in health programs include the problem of insufficient health personnel, the 

gender of health providers, and more importantly poor access to mobility from the 

village to health centers in the city (Jeremy, 2010). Similarly, Lan.kowski et al. 

(2014) noted that lack of reliable means of transportation to health centers has been 

identified as a barrier to participation in government health programs among people 

living with HIV/ AIDS, Tuberculosis diseases among others. In addition, this trend 

was observed in several developing countries like Tanzania, Togo, Uganda, Zambia, 

Kenya, and Malawi (Ridder, 2009, et al. & Lankowski et al. 2014). 

In addition, in Ethiopia, a report suggests that if there were adequate transportation to 

convey pregnant women from their residence to the various health centers in the city, 

most of the complications suffered by women during delivery in developing societies 

would have been avoided (Austin, et al 2015). In line with the foregoing, the 

54 



vulnerability to diseases and other complications are compounded by a poor referral 

system in most health care centers in developing societies (Ridder, et al 2009 & 

Wall, 2012). Again, in most cases, distance to health centers from the residence of 

victims is not far, but referring women with complications could be difficult due to 

lack of ambulance to convey them to secondary or tertiary health centers (Austin, et 

al. 2015). Similarly, although transportation is beneficial, to the sick individuals 

because it permits them to move from places of accident or disease to where they 

could participate in intervention programs, poor transportation creates unhelpful 

circumstances, such as complications and death (Syed et al, 2013). 

Furthermore, studies on the influence of transportation on health care services access 

show conflicting findings. So for example, a cross-sectional study (Okoro, Strine, 

Young, Balluz, & Mokdad, 2005) utilizing a sample of 46,65 respondents in the USA 

on access to health care services among older adults show that distance to treatment 

centers affects transportation and subsequent treatment seeking. Conversely, in a 

study of driving distance and diabetes treatment (Strauss, Maclean, Troy, & 

Litternburg 2006) using a cross-sectional design with a sample of 1007 respondents 

suggested that distance from the residence of the patients to health centers does not 

affect subsequent utilization of health services. The argument of the foregoing 

scholars (Strauss, et al. 2006) lies in the belief that a patient could be Ii ving in a 

wealthy area, might also possess numerous cars, as such, the individual would not 

have problems visiting healthcare facilities even when there is distance. Conversely, 

an apparently shorter distance from the residence of the sick individual, who has to 

walk or does not have the money to pay for public transport, this could prove to be 
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too far for the individual, therefore, this constitutes a transport problem for that sick 

person (Okoro, et al. 2005). 

Studies on transportation and access to health care indicated some gaps. For 

example, Syed, et al. (2013) suggested for further studies to focus on assessrng the 

influence of transportation on treatment-seeking behavior utilizing both quantitative 

and qualitative methods in a single study to permit for generalization of findings to 

the universe (Syed, et al. 2013). Similarly, Jeremy (201 0) recommends future studies 

to focus on large sample data on people who use transport to health centers because 

60-dataset sample used in the previous study does not permit for generalization to the 

universe. Again, future study should identify other sources of transportation in the 

new social context (Jeremy, 20 l 0). Similarly, the reviewed literature concentrated on 

examining the influence of transportation services on health-seeking behavior in the 

US, Australia, and other African countries (Strauss et al. 2006 & Okoro et al. 2007) 

that had distinct cultural, political and economic background from Nigeria. 

Therefore, there is the need to test the construct in a new social context. Similarly, 

the majority of the literature reviewed examines the transportation problem for 

women on delivery, Diabetes, Hypertension, HIV/AIDS among others (Jeremy, 

2010). Therefore, there is the need to assess the perceptions of VVF women in north

west Nigeria regarding the impact of transportation on participation in treatment. 

Finally, due to inconsistencies in the previous studies on transportation, it has 

provided justification for the introduction of a moderator in this study (Ban-on, et al 

1986, Barron et al, 2004 & Frazier et a l, 2001). In line with the introduction of a 

moderator, Sina et al (2015), Bellows et al. (2014) and Watt et al. (2015) have 

suggested for the introduction of intervention programs to strengthen the relationship 
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between the independent variable and the dependent variable. Thus, this study will 

fill the gaps mentioned in the foregoing discussion. 

In line with the foregoing reviewed literature, the current study and the previous ones 

are related. Both studies are concerned with how the construct influence treatment 

seeking among people with various diseases. While previous studies focus on direct 

relationship alone, this study uses a moderator as its main contribution. Moreover, 

the current study is broader, more methodological and comprehensive in scope than 

the previous studies. Again, this study focuses on both the direct relationships (the 

relationship between the independent variable and dependent variable) as well as the 

introduction of the major contribution of this study, which is the indirect relationship 

(moderating effects of intervention programs on the relationships between 

transportation and intention to seek treatment). 

1n conclusion, the reviewed literature examines the influence of transportation on 

intention to seek treatment. In line with the foregoing, several studies have indicated 

divergent and related views. Some scholars suggest that transportation increases 

intention to treatment seeking, other scholars suggest contrary views. This 

inconsistent claim presents gaps that this study will fill in both direct and indirect 

relationships. Similarly, some of the specific gaps that this study will fill include 

methodological flaws, which will be addressed using the broader methodology and 

analyses (Creswell, 2012). In addition, a further study was recommended to focus on 

transportation and health-seeking behavior in a different social context. In addition 

and more importantly, the mixed findings in the reviewed studies provide 

j ustification for the introduction of a moderator (Baron & Kenny 1986 & Barron & 
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Tix, 2004), which this study filled the gap through the introduction of an appropriate 

moderator (Intervention programs). 

2.3.6 Quality of Health 

Quality of health is defined as a subjective phenomenon, which encompasses 

happiness, good health condition, life satisfaction, a living standard that is above 

average, good housing condition, educational opportunities, freedom to express 

oneself and good transportation and mobility (Folasire et al., 2012). The concept also 

captured the feelings of joy within one's immediate environment, among others 

(Knopman, et al. 2015). In this study, QOH refers to relatively sound physical and 

psychological health attained by VVF women, which further strengthen their resolve 

to seek a cure. This definition encompasses satisfaction with a physical, social and 

psychological aspect of health. 

The concept of quality of health (QOB) represents important ways by which the well 

being and daily functioning of an individual, particularly the sick can be gauged 

through the assessment of the social, physical and emotional status of health of an 

individual (Borgaonkar, 2015). This concept also involves assessing clients to 

understand their past and present status of health (Folasire et al., 2012 & Borgaonkar, 

2015). Conversely, poor quality of health represents the absence of complete 

physical, social and psychological well-being of an individual (Borgaonkar, 2015). 

This concept can be measured by assessment of a social, physical and emotional 

aspect of peoples' status of health. This notion also includes evaluating patients in 

order understand their present and past actions that might have caused their poor 

status of health (Folasire et al., 2012 & Borgaonkar, 2015) . . 
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The World Health Organization defined the concept of quality of health (QOH) as 

the sum of a person's awareness of their level in health related to a value system and 

culture within which they live, as well as in relation to his/her standards, goals, 

concerns and expectations (Folasire et al., 2012). This definition clearly attaches 

importance to the subjective aspect of the wellbeing of quality of health, the sense of 

happiness, morale, and satisfaction (Folasire et al., 2012). Thus, it can be argued that 

QOH relates to the not only presence of material components (health infrastructure 

among others) but also relates to how contented people are in their quest for the 

subjective aspect of quality of health (Folasire et al., 2012). 

Furthermore, the concept of QOH has been defined as a subjective phenomenon in 

society, which encompasses happiness, good health cond ition, life satisfaction, a 

living standard that is above average, good housing condition, educational 

opportunities, freedom to ex.press oneself, opportunities for recreation and good 

transportation and mobility (Folasire et al., 2012). The concept also captured feelings 

of joy w ithin one's immediate environment among others (Knopman, et al. 2015). 

Additionally, QOH as a concept has the following concerns: to ensure life 

satisfaction, good relations among family, wealth, education, religion, beliefs, 

transportation, optimistic feelings, employment, housing, good environment and 

social relationship (Fobes, 20 13). Another concern of QOH includes cultural point of 

view, hopefulness, values, not only the absence of disease, but so also the presence 

of social, mental, and physical wellbeing as well as tendency to contain emotions and 

negative thoughts (Fobes, 2013). 
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Moreover, it is important to note that the low quality of health is a common feature 

among people living with chronic diseases such as musculoskeletal pains (pains in 

the muscles and booes), HIV/AIDS, Tuberculosis and other reproductive diseases 

(Bjomsdotis et al. 2014). However, an increase in the quality of health denotes 

physical, social, and psychological well being in a given society (Bjomsdotis et al. 

2014). Similarly, the concept of QOH is important because it serves as a tool for the 

assessment and explanation of the outcome of disease conditions, especially 

conditions that are chronic ones (Borgaonkar, 2015). 

In addition, the concept of QOH can be measured both objectively and subjectively. 

The concept's measurement is captured objectively through focusing on such issues 

as physical things, such as quality drinking water, qualitative health infrastructure, 

good referral vehicles, quality drugs among others. Subjectively, the focus of 

measurement encapsulates the issues such as perception of individuals with regard to 

satisfaction with facilities and life processes in society (Knopman, et al. 2015). 

Similarly, Fobes (2013) argues that measunng QOH is difficult, however, it is 

important to make the concept appear clearly, so that people such as health 

professionals who consider improving it through medical and other interventions 

could find the measurement as a framework to work through to ensure the 

improvement of the lives of patients. 

Studies concerning the quality of health have reported some inconsistent results. So 

for example, Lo and Lee (2012) have found negative relationships between sleep 

deprivation and quality of health. Conversely, Morphy, Dunn, Lewis, Boardman, and 
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Craft (2007) found a positive relationship between inadequate sleep and quality of 

health as well as improvement in subsequent treatment seeking. In essence, sleep 

deprivation, according to Morphy et al. (2007) affects the quality of health and 

subsequent intention to seek treatment. Similarly, Thompson, Thompson, Young, 

Lin, Sanislo, Moshfeghi & Singh (2015) observed that among clients with mild eye 

disease (glaucoma), which has not caused serious physical, physiological and 

psychological disturbances, the patients are more likely to seek to follow up 

treatment. In essence, the relatively stable condition of health among patients 

encourages treatment-seeking intention. Conversely, Murakami, Lee, Duncan, Kao, 

Huang, & Singh (2011) argue that among a County hospital population, the majority 

of clients that reported for follow-up treatment are those with chronic diseases. In 

essence, clients with less serious diseases do have lower intention to seek treatment 

and subsequent follow-up care. Additionally, studies on quality of health have 

established some inconsistencies. So for example, Lo and Lee (2012) have found 

negative relationships between sleep deprivation and health-related quality of health. 

Conversely, Morphy, Dunn, Lewis, Boardman, and Craft (2007) reported that lack of 

adequate sleep affects health-related quality of health and participation in treatment. 

Similarly, a qualitative study of quality of health by Glatzer et al. (2015) suggests 

that future studies should focus on the societal factor that most strongly improves 

quality of health within that social context. The factors to focus on including physical 

and emotional status among others. 

The studies on quality of health and health care access show some gaps. For 

example, most previous literature focused more on the quality of health among 

individuals with chronic and communicable diseases such as liver diseases, 
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HIV/AIDS, Tuberculosis among others (Bjomsdotis et al. 2014) . The construct was 

tested only for related diseases, but not on VVF disease. Therefore, this provides 

justification for testing the construct in the different disease situation, which is in line 

with the recommendation of Nordin (2015). Therefore, there is the need to examine 

how the quality of health of women with VVF affects their participation in treatment. 

Similarly, studies on quality of health have focused mainly on US, Europe among 

others, which is environmentally and culturally distinct from Nigeria. Therefore, it is 

necessary to examine the construct in a different social location in the north-west, 

Nigeria, which is in line with the recommendation of Nordin (2015) and Creswell 

(2014). Finally, due to inconsistencies found in previous studies on quality of health, 

it has provided justification for the introduction of a moderator (Barron, et al 1986, 

Barron et al, 2004 & Frazier et al, 2001 ). In line with the foregoing, Sina et al (2015), 

Bellows et al. (2014) and Watt et al. (2015) have suggested for the introduction of 

intervention programs to strengthen the relationship between the predictor and the 

criterion. Thus, this study will fill the gaps mentioned in the foregoing discussion. 

In line with the foregoing literature reviewed, the current study and the previous ones 

are related. Both studies are concerned with how the construct influence treatment 

seeking among people with various diseases. However, the current study specifically 

focuses on VVF victims. Again, while previous studies focus on the direct 

relationship alone, this study uses a moderator as its main contribution. Moreover, 

the current study is broader, more methodological and comprehensive in scope than 

the previous studies. This study focuses on both the direct relationships (the 

relationship between the independent variable and dependent variable) as well as the 

introduction of intervention programs as the major contribution of this study, which 
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is the indirect relationship (moderating effects of intervention programs on the 

relationships between the quality of health and intention to seek treatment). 

In conclusion, the reviewed literature examines the influence of quality of health on 

intention to seek treatment. In line with the foregoing aim, several studies have 

indicated divergent and related views. Some scholars (Thompson, et al. 2015) 

suggest that people seek treatment when their condition is minor, i.e. relatively stable 

quality of health. Conversely, other scholars (Murakami, 2011) suggest that people 

seek treatment only when their quality of health has deteriorated. This inconsistent 

views present gap that this study will fill in both direct and indirect relationships. In 

addition and more importantly, the mixed findings in the previous studies provide 

justification for the introduction of a moderator (Baron & Kenny 1986 & Barron & 

Tix, 2004). In line with the justification for the introduction of an appropriate 

moderator, this study introduces intervention programs (Sina et al. 2015 & Bellows 

et al. 2014) to strengthen the relationships between the quality of health and intention 

to seek treatment. 

2.4 Intervention Programs 

Intervention programs refer to the blend or combination of activities or plans (social, 

health and so forth) intended to produce changes in the behavior of people or to 

improve health among individuals (Hazelden, 2015). In addition, the term refers to 

the programs of activities directed towards providing support to the patients, which 

could be medical, social, psychological among others (Miller, 2003). In relation to 

the foregoing definitions, Farlex (2012) expands the definition of the concept to 

capture the activities covered by intervention programs. The scholar argues that 
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intervention programs are activities meant to change the behavior of people through 

providing assistance, such as drug treatment, surgery, awareness or educational 

information through pamphlets (Farlex, 2012). Similarly, the concept of intervention 

programs entails actions undertaken to address some health problems, such as 

restoring, maintaining, improving or preventing diseases through stimulating 

patient's participation in the programs (Wall, 2012, Miller, 2003). Similarly, the term 

intervention programs refer to the plans designed to improve health among clients or 

to modify the situation that has negative consequences to the positive aspect for the 

benefit of patients (Farlex, 2012). Additionally, Waaldijk (20 10) and Farlex (2012) 

summarize various intervention programs with the potentials to change the behavior 

or performance of the targeted population to include drug treatment, counseling, 

surgery, educational information, awareness, and skills training among others. 

There are government and non-governmental intervention programs available in 

developing societies aimed at encouraging individuals to participate in treatment 

(FMOH, 2012), just as similar programs have been utilized in developed societies to 

eliminate diseases (UNFPA & Engenderhealth, 2003). The most recent programs 

used to eradicate diseases include awareness campaigns about prevention of 

HIV/AIDS (Kaewsawat, 2010); thematic evaluation campa~gn to end fistula 

(Dug burg, et al. 2009); obstetric fistula needs assessment (UNFP A & 

Engenderhealth, 2003); training of doctors (Waaldijk, 2010), literacy campaign 

(FMOH, 2012) among others 

According to FMOH, (2012), an important step to eradicate diseases is to ensure that 

people are encouraged to seek for health care services through awareness or 
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knowledge creation about negative attitudes and behavior that predispose to diseases. 

In addition, Wall (20 I 2) and Odoemelan (2015) suggests that designing appropriate 

intervention programs in ways that encourage positive attitudes to assist to limit the 

high rate of diseases from occurring by increasing positive behavior. Similarly, in 

relation to the impact of campaign programs in changing behavior towards seeking 

treatment, Kaewsawat (2010) recommends an adequate educational campaign among 

HIV/AIDS victims as a way to make people conscious of risky behavior such as 

unprotected sexual contact with infected persons, use of infected needles and syringe 

among others. 

In addition, based on the significance of intervention programs, FMOH, (20 12) 

suggests that through awareness campaign workshops, rehabilitation, use of 

educational brochures, and community outreach with volunteers educating people in 

the worship places such as mosques and churches among others could decrease the 

prevalence of diseases among the vulnerable people. The various activities covered 

by intervention programs might increase treatment seeking, apart from elongating the 

lives of the beneficiaries (FMOH, 2012). Similarly, a study in Nsukka suggests for 

the continuous awareness campaign through the media as an important intervention 

approach to increase information and reduce the possibility of negative health 

consequences (Odoernelao, 20 15). Conversely, another study suggests that 

sensitization to the dangers of smoking through the newspapers and radio among 

people with heart disease has not been effective in encouraging behavioral change 

(Akhter, 2015). 
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Additionally, according to Bellows et al. (2014), several intervention programs have 

been implemented in Africa to encourage VVF victims to seek treatment. In Kenya, 

the programs include a public education campaign on free transport, surgical repairs, 

counseling among others; and in Tanzania, intervention programs for VVF include 

free transportation, training of health workers and surgical repairs (Bellows et al. 

20 14). In addition, in Nigeria, the programs implemented include, use of educational 

brochure, community sensitization, training of health personnel and surgical repairs 

among others (FMOH, 2010 & Bellows et al. 2014). Again, in northern Nigeria, the 

most frequently used government intervention p rograms to encourage patients to 

seek for treatment are awareness campaign through town criers, community outreach 

with volunteers educating people in worship places about VVF (FMOH, 2010 & 

Bellows et al. 2014). Other measures include engaging traditional and religious 

leaders in educating people on the causes and prevention of VVF, as well as 

information on where women could seek treatment (Mohammad, 2009). In addition, 

surgical repairs and training of health professionals (Waaldijk, 2010), campaign and 

rehabilitation (FMOH, 20 12) are the programs implemented in most health centers in 

Nigeria. However, in spite of the implementation of some selected intervention 

programs and the successes recorded, the programs face challenges that weaken its 

effectiveness, including poor services, poor participation and poor funding among 

others (Wall, 2012). 

Furthermore, a report suggests that a thematic evaluation program for VVF from 

2004-2006 has provided insight into various intervention programs implemented in 

Nigeria, which focused mainly on prevention, medical treatment and rehabilitation 

(Dugburg et al. 2009; MOH, 2012). Similarly, the report shows that by 2002, Nigeria 
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has seven (7) tertiary teaching hospitals that conduct less than 200 surgical 

operations and fi ve (5) other health centers that conduct 1,365 repairs in a year 

(Waaldijk, 2010). By the rate of fistula occurrence in Nigeria, the rate of intervention 

programs is inadequate, considering the high prevalence rate of VVF in Nigeria 

(Dugburg et al. 2009), as indicated in Figure 2. 1. 

Table 2. 1 

Estimated Number of Fistula Surgical Intervention in Nigeria 

Year 

1990 
2003 
2005 
2008 

Number 

1000 
2500 
4140 
4000 

Source: Waaldijk Obstetric Fistula Surgery, Arts and Science Basics, Nigeria, 2008 

The thematic assessment of programs implemented previously, as shown in the 

foregoing discussion faces some challenges, which include poor participation due to 

the restrictions of awareness campaigns to cities; poor staffing, poor facilities, poor 

coordination of activities and slow pace of repairs among others (Dugburg et al. 

2009). However, in spite of the shortcomings of the programs, Table 2.1 indicates 

some level of progress in surgical repairs during 2005-2008 (Waaldijk, 2010). This 

implies that with the improved campaign, surgical intervention, funding, and 

facilities more women could participate in treatment (FMOH, 2012). 

Based on the foregoing discussion, the thematic evaluation focuses mainly on 

assessing progress made in the areas of surgical intervention, campaign, and other 

rehabilitation related programs. The assessment shows improvement, particularly in 

fistula surgery in spite of challenges. Based on this progress, the federal ministry of 
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health suggests that with an improvement in intervention program activities, more 

VVF victims could participate in treatment (FMOH, 2012). 

In addition, several reports (Durburg et al. 2009; FMOH, 2010 & USAID, Fistula 

care & EngenderHealth, 20 14) have suggested that various interventions have been 

implemented aimed at eradicating reproductive health problems such as HIV/AIDS, 

the death of a newborn, and VVF. Specifically, the focus of the programs includes 

awareness campaign, surgical intervention and skills acquisition (Durburg et al. 

2009; FMOH, 2010 & USAID, Fistula care & EngenderHealth, 2014). However, in 

spite of some successes recorded by the activities, the programs suffer some 

challenges such as poor participation, illiteracy and poor coverage (FMOH, 2012) . 

Furthermore, a systematic review of 3,921 articles related to VVF intervention 

programs has revealed some gaps in the previous studies. First, the majority of the 

reviewed articles has methodological flaws such as a few sample sizes, lack of use of 

unbiased sampling technique, which is evident by the study's reliance on in-depth 

interviews alone. In essence, most previous studies are characterized by flaws 

because they lack the ability to generalize their findings to the universe (Bellows, et 

al. 2014). Therefore, the gaps will be filled by assessing intervention programs using 

the broader methodology, which is in line with the views of Creswell (2012). 

In summary, based on the reviewed literature, the intervention programs 

implemented by government and non-govemmentai organizations to increase the 

participation in treatment in developing societies particularly Nigeria includes the 

following: 
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1. Rehabilitation programs: counseling, surgical repairs, medical treatment etc., 

and 

2. Campaign programs: awareness campaign through radio, television, 

newspapers, educational campaign through patient brochure/pamphlets, 

public awareness campaign through town criers, among others. 

Based on the reviewed literature on intervention programs implemented previously, 

several kinds of literature (Waaldijk, 2010; Kaewasawat, 2010; Farlex, 2012; 

FMOH, 2012 and Odoemelan, 2015) shows that an appropriate intervention program 

could increase treatment seeking among individuals. However, some studies (Akhter, 

2015) suggest that some programs such as campaign cannot increase treatment 

seeking among patients with heart diseases. Based on the foregoing mixed findings, 

there is the need to assess the perceptions of VVF women in the selected areas on the 

specific intervention programs that could be effective in increasing participation in 

treatment. 

Moreover, in identifying VVF intervention programs that could be more effective in 

increasing treatment seeking among VVF women in north-west Nigeria, this study 

justifies its choice of the two main listed programs below based on the 

recommendations of Sina et al. (2014); Odoemelan (2015); Bellows et al. (2014), and 

Waaldijk (2010). Specifically, the main intervention programs that this study focuses 

on being the following: 

1. Rehabilitation ( counseling, VVF surgical repairs & skills acquisition). 

2. Campaign {awareness and educational campaign). 
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Therefore, this study assesses the perceptions of respondents on the usefulness of the 

foregoing identified government intervention programs implemented in the two areas 

of north-west Nigeria in strengthening the relationship between psychosocial factors 

and intention to seek treatment. The next discussion is regarding dimension of 

intervention programs 

2.4.1 Dimension of Intervention programs for healthcare 

Intervention programs are activities aimed at encouraging people to change their old 

and negative ways of doing things to positive behavior in order to improve their 

health, (Hazelden, 2015 & Odoemelan 2015). Several scholars (Mohammad, 2007, 

Gerten et al. 2009, Bellows et al. 2014, Odoemelan, 2015) have described the 

dimensions of intervention programs. Green et al (2009) for example, described two 

aspects of intervention programs to include rehabilitation and educational campaign. 

Additionally, Mohammad (2007) identified awareness campaign and rehabilitation of 

women with maternal health problems as the two basic intervention programs. 

Furthennore, Bellows et al (2015) used the concept of intervention programs as a 

formative construct. Thus, the construct is measured as a formative concept in this 

study. 

2.4.1.1 Rehabilitation 

The health-related rehabilitations are special forms of activities aimed at improving 

and restoration of individual's physical, social and mental health (FMOH, 2012). 

Rehabilitation involves activities such as counseling, treatment-both medical and 

surgical, skills acquisition program among others (USAID fistula project n.d, Gerten 

et al 2009, USAID, Fistula care, and EngenderHealth, 2014 & Bellows et al 2015). 

70 



2.4.1.2 Campaign 

Health campaign programs refer to the type of activities offered through the 

pamphlets, posters, and radio among others, which is aimed at public health 

promotion (Gerten et al. 2009). In addition, health campaigns are special activities, 

which include awareness and educational campaign (Odoemelan, 2015 & Bellows et 

al. 2015). Health educational campaign as an aspect of intervention programs on 

VVF implies to the use of print and electronic media to enlighten target audience, 

which is aimed at encouraging a positive attitude towards health promotion (USAID, 

Fistulacare, and Engenderhealth, 2014). 

Based on the two dimensions of intervention programs discussed above, this study 

will assess the effectiveness of the dimensions in increasing the participation of VVF 

women in treatment. The study will also examine the relative and absolute 

contributions of the dimensions to the independent variable as well as to the main 

construct. 

2.5 Theoretical Framework 

This research adapted the theory of reasoned action/Theory of Planned Behavior 

(TRA/TPB) and the health belief model (HBM) as the underpinning theories. The 

TRA is supported by HBM so that the health belief model could complement through 

providing explanations not adequately covered by the theory of reasoned action. 

The justification for adapting both theories of TRA and HBM is because they are 

psychosocial theories that focus on both the individual social behaviors that could 

result in health and diseases as well as larger implications of the individuals' 
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behavior in the society within which they live (Ajzen, 1980 & Tlou, 2009). Another 

justification for the use of the two theories is based on their wider acceptance among 

scholars that examine health and illness behavior. The theories have been identified 

to be the superior predictors of health behaviors than other theories; that is why the 

two theories are the ones most cited in health-seeking behavior studies such as 

HIV/AIDS, use of condom and other health communication studies among others 

(Ajzen, 1980; Emmanuel, 2009; Tlou, 2009; Kaewaswat, 2010; Akhter, 2015 & 

Odoemelan, 2015). Since this study also examines the health-seeking behavior of 

women with VVF disease, the research and the theories are related and the models 

would be suitable for explaining the relationships among the research constructs. 

Thus, this research framework helps to provide direction and practical model for the 

researcher to make predictions about the study's results. 

2.5.1 Theory of Reasoned Action/Theory of Planned Behavior 

Fishbein and Ajzen (1980) developed the reasoned action theory (TRA), in order to 

explain why people are engaged in the certain behavior. The theory was used to 

study HIV/ AIDS-related behavior such as condom use. Related to this VVF study, 

the theory was employed to explain the participation treatment-seeking behavior 

among the victims of VVF. 

The basic assumption of TRA is that the exhibition of certain behavior by an 

individual, in this case intention to seek treatment is because of the attitude (A) that 

be/she has the behavior and subjective norms (SN), i.e. to say participation in 

treatment is based on individual's feelings to seek treatment and opinion of people 

around him about the behavior. Additionally, the exercise of the behavior is 
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contingent upon perceived behavioral control (PBC), apart from attitude and 

subjective norms. To understand people' s behavior, three constructs are essential: 

attitude (A), subjective norms (SN), and perceived behavioral control (PBC). 

Attitude (A) is the sum of beliefs about a particular behavior, weigh by evaluation of 

such beliefs. Related to this study, it implies that for a VVF woman to participate in 

treatment, it depends on her feelings and evaluation of the feelings. The woman has 

to weigh the benefit or otherwise of seeking treatment. So for example, if she 

believes that seeking treatment is beneficial, because it would make her lives a 

normal life, coupled with the perception about the positive attitude of health 

personnel and her relative stable quality of health; these beliefs could influence 

behavioral intention to seek for treatment. To proceed with the actual behavior, an 

individual also considers the opinion of others around him/her, such as the family 

and friends. 

Subjective norms (SN) refer to the influence of significant others around an 

individual concerning the exercise of the behavior, weigh the importance that one 

attaches to the opinions of significant others. Related to this study, it implies that for 

a VVF woman to participate in treatment or not to lie on the opinion of the victim's 

family or what friends have to say concerning the behavior, who usually treat the 

victim well without discrimination or judgmental behavior. Similarly, Participation 

in treatment by the victim as well depends on what significant others have to say 

because they are the ones who offer social support towards the health-seeking 

behavior. Based on the assumptions of this theory, it can be inferred that VVF 
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women exposed to low level of stigma coupled with support from family, friends 

among others are more likely to seek treatment. 

Lastly, apart from attitude and subjective norms, perceived behavioral control, 

constitutes an important construct in measuring treatment-seeking behavior. PBC 

refers to the awareness the individual has that the behavior he/she wants to perform 

is under his/her control. The powers involve control over decision-making and the 

ability to utilize resources for transport to the health center. Thei:efore, this infers that 

VVF women with control over decision-making and the ability to use transport 

facilities are more likely to participate in treatment. 

Based on the foregoing assumption, the more favorable the attitude (A), subjective 

norms (SN) and control (PBC) the stronger VVF women participate in treatment. On 

the contrary, the less favorable the individual's attitude to seek for a cure, the less 

favorable the opinions of significant others and the less that individual beliefs about 

their abilities, power, and control over treatment seeking the less the victims 

participate in treatment. 
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Figure 2.1 Theory of Reasoned Action 

2.5.2 Health Beliefs Model 

Intention Behavior 

The health belief model (HBM) was developed by Rosenstock in the 1950's in order 

to explain people's health-seeking behavior, particularly in relation to participation in 

programs to improve health and to cure diseases. The theory is psychosocial in 

nature for health-seeking behavior, i.e. an act carried out by a person who feels 

he/she is healthy, but wants to prevent illness, or illness behavior, i.e. activities 

carried out by someone who believes he/she is sick and therefore wants to get well 

through seeking treatment. In essence, the theory tries to predict health behavior and 

illness behavior of a person, which is achieved by focusing on the attitude and beliefs 

of individuals (Sina, Jegede, & Kunle 2014). 
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The model is useful as it helps in understanding why people seek treatment or follow 

due recommendations of health professionals. The theory has six main constructs: 

each can be used independently or in combination to explain why people engaged in 

treatment. The constructs consist of perceived susceptibility, perceived seriousness, 

perceived benefits, self-efficacy, modifying variables and cue to action (Odoemelan, 

2015), as shown in Figure 2.2. 

I Modifying factors I Individual perception I 
I + Likelihood of actions 

Education, environment, 

,, employment, peer group ,, 
influence, culture, age, 

Perceived susceptibility to sex, economic etc Perceived benefits of using 
VVF complications VVF treatment 

i Minus 
Perceived seriousness to Perceived psychosocial 
VVF complications Perceived threat of factors or barriers (decision-

~ :, ~ making, attitude of health 
Perceived benefits of 

VVF complications workers, low stigma,social 
VVF treatment T support, transportation, 

Other cues to action 
quality of health) to 

Intervention Programs: 
Rehabilitation (fortnight 
VV F surgery etc.), mass Likelihood of using 
media campaign, educational 

recommended YVF 
awareness through VVF treatment 
brochure, dramas etc 

Figure 2.2 Health Beliefs Model Adapted from Rosentock ( 1950). 

The basic assumption of HBM is that the ability of to seek health care services 

depends on his/her perceived susceptibility to disease, i.e. to say being aware that if 

he/she fails to seek treatment, the person is vulnerable to diseases or specific health 

problem. That, the likelihood of perceived seriousness, danger or serious 

consequences (perceived threat) that may befall individual forces him/her to take 

action, because the greater the beliefs about the danger the greater the treatment

seeking behavior (Sina, et al. 20 14). In the context ofVVF woman's behavior to seek 
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treatment, it follows that many afflicted women participate in treatment because of 

perceived danger (physical, economic, psychosocial, and so forth) of not seeking for 

the health services. 

Apart from the perceived susceptibility and seriousness of the disease that may force 

individuals to seek treatment (perceived threat), perceived benefits of being healthy 

would encourage individuals to overcome certain psychosocial factors to treatment. 

Because of the perceived benefits of participating in treatment, such as being able to 

overcome sickness and living a normal life among others, an individual work hard to 

ensure that he/she effectively handle psychosocial factors, such as adequate means of 

transportation, support from family and friends, decision-making power among 

others. 

In this context, for VVF women to participate in treatment, they had to weigh the 

benefits they might acquire from the behavior, such as surgical treatment, the desire 

to live normal lives with their families and society among others. However, the 

benefits could materialize when the victims have a positive perception about the 

attitude of health personnel, good transportation, social support, low stigma, wheel 

decision-making, and when they have a relatively stable quality of health. 

To ensure that psychosocial factors are handled successfully leading to the adoption 

of a new behavior, new constructs are added to this strife, which includes self

efficacy, modifying variables and cues to action. Self-efficacy is the belief or 

confidence that the victims develop that he/she can actually seek treatment from 

competent health personnel because of its benefits. Due to perceived benefits of 
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participating m treatment, the victims tackle psychosocial factors, which further 

influences health-seeking behavior. Modifier variables include other factors that 

enhance the chances of obtaining and utilizing appropriate treatment. These variables 

include knowledge about the disease, past experience, culture, educational level, peer 

group influence, among others. Cue to action refers to external and internal factors 

that strengthen the relationship between psychosocial factors and intention to seek 

treatment. The stimulating factors to treatment include various intervention programs 

such as mass media campaign through the radio, educational programs through 

patients' brochure, newspaper article and rehabilitation programs (Sina, et al. 2014). 

In this context, for VVF women to participate in treatment, they require to believe 

and have confidence (self-efficacy) that their disease is curable through accessing 

and utilizing transport facilities, support from significant others, exposure to low 

stigma among others. In addition, the victims seek treatment more easily when they 

are educated, as this helps them to become employable and be able to pay their 

medical bills (modifiers). Similarly, participation in treatment is increased when 

victims are exposed to appropriate and effective intervention programs, such as 

rehabilitation and campaign programs (cues to action). 

In conclusion, HBM argues that several women afflicted with VVF disease are 

hesitant to seek for treatment at the initial stage of the disease. However, because of 

the perception of being prone to other problems and more complications (perception 

of susceptibility and seriousness leading to threat), such as physical, social, medical 

and other dangers, the victims are inclined to seek treatment. The victims participate 

in treatment because of the perceived threat of complications coupled with the 
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perceived benefit they could derive from treatment, such as maintaining a healthy life 

free from stigma and discrimination, maintaining marital life among others. 

However, to treat the disease and enjoy good health, a woman has to work hard to 

address psychosocial factors such as transportation problems, decision-making, the 

attitude of health personnel, stigma, social support, quality of health among others. 

Furthermore, tackling the psychosocial factors and, thus boosting treatment-seeking 

requires confidence (self-efficacy) by the victim that the disease is curable. In 

addition, the individual need to be educated to pave way for acquiring jobs to be able 

to pay for treatment and raise her worth, solve issues of decision-making (modifier) 

and get exposed to intervention programs such campaign and rehabilitation 

programs. This model argues that although women affected by VVF disease could 

hesitate to seek treatment at the initial stage, the threat of disease and perceived 

benefits of treatment push them to address psychosocial factors, u tilize appropriate 

intervention programs (rehabilitation, campaign programs), which further boost 

pa11icipation in treatment. 

2.5.3 Basic Relationship of the Underpinning Theories 

The underpinning theories in this study have common features, namely, an attitude, 

which is a combination of the attitude of health personnel and quality of health; the 

subjective norms, which is a combination of social support and low-stigma; 

perceived behavioral control, which is a combination of decision-making and 

transportation. Additionally, the theories are composed of the concepts of intention to 

seek treatment and intervention programs. These features of the theories offer an 

explanation of why people engaged in the certain behavior. The structures of the 

theories (TRA & HBM) combined with an ability of the theories to complement each 
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other in the descriptive evaluation, motivates this researcher to use the constructs in 

combined form as the underpinning theoretical framework of this study. The two 

theories provide an explanation of the relationships between psychosocial factors and 

intention to seek treatment, with intervention programs as moderator. In this study, 

the basic structures of the two theories were applied to create research questions. 

The TRA and HBM adapted m th.is study show why their basic concepts are 

important in explaining why people are engaged in the certain behavior 1.e. 

treatment-seeking behavior. Specifically, the theories seek to explain health-seeking 

behavior among the sick individuals (Tlou, 2009). Among the three sets of constructs 

in TRA (Attitude, Subjective norms & Perceived behavioral control), the concepts 

provide an interrelated explanation on treatment seeking among clients. Attitude 

(attitude of health personnel and quality of health) for example, is the first indicator 

of behavioral intention. Attitude is defined as the belief about a particular behavior, 

which could be negative or positive (Jean & Kaye, 2015), weigh by the evaluation of 

its benefit, which leads to behavioral intention to engage in certain behavior. It is 

important to note, accurate measurement of intention serves as a predictor of 

behavior (Ajzen et al. J 980 & Tieu, 2009). In this study, the concept of "attitude" is 

a combination of the sick individual's perception of the attitude of health personnel 

and quality of health. Related to treatment seeking intention, it implies to the belief 

about the benefits of a positive attitude of health personnel and quality of health of 

individuals, which increase participation in treatment. 

In addition, intention to seek treatment is related to "subjective norms", which is a 

combination of social support and low stigma. Subjective norm is defined as the 
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influence of the important people around the person seeking for a cure, such as the 

family, friends among others, who provide social support and treat the victims well, 

without stigmatizing them (Ajzen, et al 1980). Again, "perceived behavioral 

control", which is a combination of decision-making and access to transport, is an 

important construct in explaining treatment-seeking behavior. It focuses on the belief 

held by an individual that he/she has control and power over the discharge of certain 

behavior. In this context, the beliefs by VVF women that they have control over 

decision-making and have access to resources to utilize transportation to participate 

in treatment, coupled with effective intervention programs to strengthen the 

relationship between psychosocial factors and intention to seek treatment. 

It is important to note that intervention programs "moderator" is the main 

contribution of this study due to its perceived effects in strengthening the 

relationships between psychosocial factors and intention to seek treatment. To put it 

differently, intervention programs (moderator) when interacting with psychosocial 

factors, it could result in an increased participation in treatment among the victims of 

VVF. 

2.6 Research Model Construct 

A modified model of research was adapted to achieve the objective of this study. The 

adapted model was in line with the previous TRA model utilized by Tlou (2009) on 

the application of the theories of reasoned action and planned behavior to a 

workplace HIV/AIDS health promotion program, and HBM models utilized by 

Odoemelan et al. (2015) on the pattern of exposure to communication intervention. 

The foregoing research frameworks were modified to suit this study on the 

"moderating effects of intervention programs on the relationships between 
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psychosocial factors and intention to seek treatment among VVF women in north

west Nigeria", to capture both direct relationship and the main contribution of this 

study, which is the indirect relationship. 

In this study, the research model was established with eight variables, that is six 

independent variables were combined to form three (attitude of health personnel & 

quality of health formed Attitude; low stigma & social support formed subjective 

norms & decision-making and transport formed perceived behavioral control). In this 

study, the constructs will be tested as units ( decision-making, the attitude of health 

personnel, low stigma, social support, transport & quality of health) and a 

combination of the units (Attitude, subjective norms & perceived behavioral control) 

in the direct relationships. Similarly, in this study, intention to seek treatment is the 

dependent variable while intervention program is the moderator . Additionally, some 

of the constructs used in the adapted theories were modified to suit this study. 

Specifically, in TRA, the attitude was modified to include the attitude of health 

personnel (Furqan et al, 2012) and quality of health (Thompson et al. 2015 & Glatzer 

et al. 2015). Similarly, subjective norm was modified with the addition of low stigma 

and social support. Again, intention and behavior constructs from the adapted theory 

of reasoned action were modified to represent an intention to seek treatment in this 

study but still retaining the essential meaning of the · adapted constructs. The 

justification of the modification is based on the questionnaire items and result of 

factor analysis (see page pl 74). Regarding the items on the questionnaire, items 1, 3, 

4, 6, 7, IO and 11 measured intention, while items 2, 5, 8 & 9 measured behavior 

(leek, 2002 & Behrami et al. 2014). The result of factor analysis produced one factor, 

which was named intention to seek treatment. According to Hair et a l (2014), to 
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assign a name to a factor, the emphasis is given to the first three items with the 

highest loading in the component. The result of factor analysis of intention (see 

factor analysis section, p 164) shows that items 11, 4 and 3 that measures intention 

have the highest loadings. Thus, the construct was named intention to seek treatment. 

However, the use of the concept as intention encompasses and retain the basic 

features of both behavioral intention and behavior in the construct. Moreover, in the 

HBM, the basic modification to the model was through classifying the various 

intervention programs into two, namely, rehabilitation and campaign programs in 

line with the suggestions by Gerten et al. (2009) Mohammad (2007), and Sina et al. 

(20 15) and Tlou et al. (2014). The diagram shown next is the research model 

construct of this study. 

Theory of Reasoned Action 

Attitude 
(Beliefs about the behavior weigh_ by evaluation of beliefs) 
. Attitude of Health Personnel -
. Quality of Health 

Subjective Norms 
(Opinion of significant others weigh by importance 
attached to their opinions) 
. Social Support ,- '-

Inte ntion to Seek 
. Low Stigma , Treatment 

Perceived Beba vioral Control 
Awareness of one's abilities to perfonn behavior) 
. Transportation -
. Decision-Making 

Health Beliefs Model 

lnterveution Programs 
. Rehabilitation (surgeiy, counseling & skills acquisitions) -
. Campaign (awareness & educational) 

Figure 2.3 Research Model 
Source: Adapted from Tlou (2009) Theory of Reason Action/Theory of Planned 
Behavior and Odoemelan et al. (2015) Health Beliefs Model 
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The above research models offer an explanation of the basic assumptions of the 

theory of reasoned action and the health belief model. The models consisting of eight 

main constructs suggest how they interact to achieve the stated objectives of this 

study. The arrows connecting the model indicate relationships among variables. 

Specifically, the arrows explain relationships between the independent variables 

(DM, AHP, LSTM, SSU, TRP, QOH, A, SN & PBC) and dependent variable 

(intention to seek treatment). The intervention programs represent the moderator, and 

it is the major contribution of this study. This study argues that when a moderator 

combines or interact with psychosocial factors, the union strengthen the intention to 

seek treatment among VVF women. 

2. 7 Conceptual Framework 

In this study, the conceptual framework shows an association between psychosocial 

factors and intention to seek treatment. Similarly, intervention programs moderated 

the relationship between the two constructs (that is to say the construct moderated the 

relationships between psychosocial factors and intention to seek treatment). Thus, the 

model indicates that intention to seek treatment is based on psychosocial factors and 

a strong influence from the appropriate intervention programs (Tlou, 2009 & 

Odoemelan, et al. 20 15). 

Several studies have indicated connections between various psychosocial factors and 

treatment seeking intention among sick individuals. For example, an exploratory 

study of women's household decision-making autonomy and contraceptive behavior 

among Bangladeshi women using bivariate analysis shows that decision-making 

autonomy available to women increases use of contraceptive (Rahman et al. 2014). A 

similar study on women's autonomy regarding maternal and child health care 
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utilization in Bole zone indicates that women with decision-making powers seek 

health care services during pregnancy and childbirth than those with limited 

autonomy (Nigatu et al. 2014). In addition, a longitudinal study of activities and 

behavior of maternal health care providers in interactions with clients affirm that 

positive attitude of health care providers increases a treatment-seeking behavior 

(Mannava, et al. 2015). Similar studies by Afsane et al. (2017) found a positive 

relationship between decision-making autonomy and treatment seeking among rural 

Bangladeshi women. Also, in an obstetric qualitative study, Muleta et al. (2008), 

suggest that respondents stated being encouraged to seek cure because their relations 

and friends do not discriminate against them. 

Furthermore, a study of social support, gender, and treatment seeking behavior 

among substance abusers in Georgia indicated people without social support are less 

likely to seek treatment (Borgman, et al. 2012). In other words, social support 

increases intention to seek treatment among individuals who need help. In addition, a 

study of transportation, distance, and health care utilization in older adults in rural 

and small urban areas in North Dakota, South Dakota, and Montana affirm that 

access to transportation services motivate the elderly to utilize healthcare facilities 

(Jeremy, 2010). Again, a study on barriers to follow-up and strategy to improve 

adherence to appointment among people with chronic eye disease, affirm that 

improvement of physical health and education among respondents increase follow-up 

care to eye care centers. 

Based on the review of the foregoing studies, it provides a direction for this study to 

develop tentative statements/hypotheses by stating that decision-making, the attitude 
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of health personnel, low stigma, social support, transportation, quality of health, 

attitude, subjective norms and perceived behavioral control are significantly related 

to intention to seek treatment. Several literatures have suggested that poor 

participation in treatment among the sick individuals has a direct connection with 

poor psychosocial factors (Waaldijk, 2010; Yadiv, 2010; Namasivayam, et al. 2012; 

Bleich et al. 2012; Holmes et al. 2012; Wall, 2012; FMOH, 2012; Gorman, 2012; 

Dos-Santos et al. 2014; Lankowski et al. 20 14; Atuoye et al. 2015; Upton et al, 2015 

& Borgaonkar, 2015). In addition, the foregoing scholars suggest that poor treatment 

seeking among individuals is due to not only problems with decision-making, 

negative attitude of health workers, stigma, transportation, social support or poor 

quality of health but also on inappropriate and ineffective intervention programs. 

However, literature (Waaldijk, 2010; FMOH, 2012; Bellows et al. 2014; Sina et al. 

2015; Watt et al. 2015; Odoemela et al. 2015 & Akhter, 2015) suggests that 

appropriate and effective intervention programs are important in increasing the 

participation of individuals in treatment. In line with the foregoing inconsistencies, 

therefore, this provides justification for the researcher to introduce intervention 

programs as a moderator variable to assess its moderating effects on the relationship 

between psychosocial factors and intention to seek treatment. 

2.8 Model Specification and Research Hypotheses 

The testing hypothesis is the first step to making any important findings. Therefore, 

the recommendations that a researcher makes at the end of the research have to be in 

line with hypothesis statements. Based on the objectives of this research and 

evidence from reviewed literature (Tlebere et al. 2007; Muleta, 2008; Jeremy, 20 IO; 

Kimiya, 2011; Borgman, 2012; Fobes, 2013; Rodriguez et al. 2013; Siddle et al. 
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2013; Syed et al. 2013; Nigatu, et al. 2014; Rahman et al. 2014; Akhter, 2015; 

Mannara, et al. 2015; Thompson et al. 2015; Osamor et al. 2016 & Afsane, et al. 

2017) twelve hypotheses were formulated. For the direct relationships, the first nine 

hypotheses are concerned with relationships between independent variables (DM, 

AHP, LSTM, SSU, TRP, A, SN & PBC) and dependent variable (intention to seek 

treatment). The nine hypotheses concerned with direct relationships are stated thus: 

Hl: Decision-making is positively related to intention to seek treatment among 

VVF women in North-West Nigeria. 

H2: Attitude of health personnel is positively related to intention to seek treatment 

among VVF women in North-West Nigeria. 

H3: Low stigma is positively related to intention to seek treatment among VVF 

women in North-West Nigeria. 

H4: Social Support is positively related to intention to seek treatment among 

VVF women in North-West Nigeria. 

HS: Transportation is positively related to intention to seek treatment among VVF 

women in North-West Nigeria. 

H6: Quality of health is positively related to intention to seek treatment among 

VVF women in North-West Nigeria. 

H7: Attitude is positively related to intention to seek treatment among VVF 

women in North-West Nigeria. 

H8: Subjective norm is positively re lated to intention to seek treatment among 

VVF women in North-West Nigeria. 

H9: Perceived behavioral control is positively related to intention to seek 

treatment among VVF women in North-West Nigeria. 
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However, the final 3 hypotheses of this research originated from previous literature 

which suggests that intervention programs strengthen the relationship between 

psychosocial factors and intention to seek treatment (Waaldijk, 201 O; Kaewasawat, 

2010; Farlex, 2012; FMOH, 2012 and Odoemelan, 2015). Therefore, this study 

anticipates that intervention programs (Rehabilitation & campaign) will mcrease 

treatment-seeking intention. It is important to note, the justification for the 

introduction of a moderator (intervention programs) is due to the weaknesses of 

previous intervention programs (Frazier et al. 2004) or due to inconsistencies arising 

from the influence of psychosocial factors on intention to seek treatment. However, 

other studies have dismissed the effect of psychosocial factors on treatment seeking 

intention (Okoro et al. 2005; Strauss et al. 2006; Morphy et al Muleta et al. 2008; 

Agholor, 2009; Fotso et al. 2009; Kimiya, 201 l; Borgman, 2012; Holmes et al. 2012; 

Kasamba et al. 2012; Low et al. 2012; Mukarami et al. 2012; Namasivayam 2012; 

Adeyemo, 2013; Siddle et al. 2013; Dunne et al. 2014; Rahman et al. 2014; Nigatu et 

al. 2014; Mizck et al. 2015 & Thompson et al. 2015). For this reason, it is expected 

that the introduction of appropriate intervention programs such as rehabilitation and 

campaign-related programs would increase participation in treatment among VVF 

women. The foregoing assumption is in line with the theories adapted (TRA & 

HBM). The theories assume that engaging in the certain behavior (treatment-seeking) 

is based on "attitude, subjective norms and perceived behavioral control", and their 

interaction with intervention programs to increase the participation of VVF women 

in treatment. The foregoing statement is expressed through the following hypotheses: 

H 10: Intervention programs moderates the relationship between attitude and 

intention to seek treatment. 
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Hl 1: Intervention programs moderates the relationship between subjective norms 

and intention to seek treatment. 

H12: Intervention programs moderates the relationship between perceived 

behavioral control and intention to seek treatment. 

2.9 Summary of the Chapter 

In conclusion, the previous literature shows that to participate in treatment, it is 

contingent upon decision-making autonomy, positive attitude of health personnel, 

low-stigma, support from significant others and relative stable quality of health. 

However, the extents to which individuals participate to access health care services 

depend on the influence of appropriate intervention programs. Therefore, this is why 

intervention program (moderator) was introduced as the major contribution of this 

study due to inconsistencies in the previous studies that examine psychosocial 

factors. It is important to note that the twelve (12) hypotheses derived in this study 

are from the reviewed literature, in order to assess the relationship between the 

predictors, moderator and an outcome variable. 
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3.1 Introduction 

CHAPTER THREE 

METHODOLOGY 

This chapter focuses on research paradigm and research design. In line with the 

research design, the chapter discusses on convergent parallel method design, which 

combined qualitative and quantitative approach to data collection and analysis. Based 

on the approach to data collection and analysis, the chapter is divided into two parts: 

the quantitative research design and the qualitative research design. The quantitative 

research design discusses the population of the study, sample size and sampling 

technique, operationalization and measurement, a pilot study, questionnaire 

administration, and data analysis. The qualitative research design, on the other hand, 

discusses on the face to face in-depth interviews; selection of respondents; in-depth 

interview schedule, potential ethical issues, a result of the pilot study and summaries. 

3.2 Research Paradigm 

The paradigm is defined as a belief system and practice within a discipline that 

explains how investigations can be carried out (Creswell, 20 I 2). Research paradigm 

is an assumption that serves as a guide to a researcher on the conduct of a particular 

study (Sakaren & Bougie, 2013). Generally, research paradigm is divided into two, 

namely the positivists/naturalists (where a researcher detaches himself from 

participants or remains independent) , which pays attention to measurement and 

quantification of data, and the interpretivism/constructivist (where a researcher is in 
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close contact with objects of the study) approach, on the other hand pays attention to 

gaining an in-depth experience of participants in their own words (Grays, 2004; & 

Creswell, 2014). Thus, this research is pragmatic in nature that utilizes empirical, 

descriptive and survey research methods to obtain study' s findings. 

3.3 Research Design 

Since this researcher identified the research questions, objectives, which are based on 

the research problem, and had developed hypotheses to be tested, the next step is to 

make a research des ign in a way that the design is effective in the collection and 

analysis of data, so as to empirically test the already developed hypotheses. 

Research design can be defined as the plan that a researcher employs for data 

collection and analysis so that a solution can be arrived at (Sekaren & Bougie, 2013 ). 

This study employed quantitative research technique as the major and supported by 

the qualitative method, which formed mixed method technique. In looking for 

evidence, phenomena ·tend to be influenced by society rather than being static 

(Weber, 1990). Thus, purely quantitative or purely qualitative technique of research 

cannot always provide rich understanding or address the problem of generalization 

(Venkatesh, Brown, & Bala, 2013 ). For this reason, mixed methods research is the 

most appropriate research design (Weber, 1990). 

This study employs convergent parallel design which is in several stages: ( 1) 

co!lP.ction ofhoth the quantitative and qualitative. dt1t::1 at tbe same time, (7-) analy8is 

of the data individually, (3) relating the results of the two sets of the analysed data, 

and ( 4) making an interpretation as to whether the results of the analysis have 

supported or refuted each other. The aim is to use the data to explain in detail the 
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quantitative or qualitative data (Creswell, 2014 and Sekaran & Bougie (2013). 

Additionally, the convergent parallel design permits a researcher to make use of 

combined results obtained from separate data sources to understand research problem 

and objectives at hand. In addition, this researcher analyzed the two sets of data 

independently. However, the two data sets were discussed together, and in certain 

instances were discussed separately based on the nature of information, research 

question and objectives of the study, which is in line with the recommendations of 

Creswell (2014). The justification for selecting convergent parallel design is that it 

increases the strength of either method so that it balances the weaknesses inherent in 

the use of single method alone (Creswell, 2014). Thus, both quantitative and 

qualitative data were gathered separately via two parallel stages from these two data 

sources. The main essence is to elaborate, enhance and compliments either method as 

shown in figure 3 .1. 

Quantitative Data 
CoJlution and 
Analysis 

. ~----• 
~~~ --.Jf' Qualitative Data 

CoJlection and 

Ana•ysis lf 

Figure 3.1 Convergent Parallel Design, Creswell (2012) 

Interpretation 

This researcher's choice of convergent parallel design is because of the following 

reasons: 
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1. The research questions and objectives of the study need a combination of 

wider nwnerical strength derived from the quantitative technique and detailed 

explanation of phenomena through qualitative method; by an in-depth 

interview in order to obtain data on how various government intervention 

programs encourage VVF women in north-west Nigeria to seek for treatment. 

2. The need for developing and testing quantitative instruments by way of 

exploratory views of participants, 

3. The necessity for generalization of findings to the universe, and to develop an 

in-depth view of the meaning that participants attached to phenomena and 

concepts under study, 

4. The necessity ·10 hear the perceptions of main respondents in their own words, 

especially with particular reference to VVF women, health personnel, and 

government officials, which quantitative method alone cannot provide. 

5. The need to gain a superior understanding of the research problem and 

questions, which either of the methods alone cannot permit, 

6. The use of convergent parallel design is consistent with pragmatists

sociological research orientation (Pearce, 2012). 

This research design uses descriptive evaluation, hence the study uses the design to 

analyze data and arrive at a logical conclusion {Gray, 2004). Descriptive evaluation 

involves the collection of data describing some phenomenon through quantitative, 

qualitative methods or both. The main purpose of descriptive evaluation study is to 

measure the results against some hypothesized relationships (Grays, 2004). 

Similarly, the design helps this researcher to answer questions such as "why"- for 

example, why are some VVF women not seeking treatment in spite of the 
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implementation of various government intervention programs in north-west Nigeria. 

The descriptive evaluation design help researchers prove or disprove the relationship 

between the study's constructs (Rehle et al. 2001). 

This research followed mixed methods research design by combining quantitative 

(example, survey) and qualitative (example, face-to-face in-depth interview) methods 

in a single research to measure the perceptions of respondents on the moderating 

effects of intervention programs interacting with psychosocial factors to strengthen 

intention to seek treatment among VVF women in north-west Nigeria. Mixed 

methods study has the advantage of neutralizing weaknesses inherent in the use of a 

single research method alone (Gray, 2004 & Creswell, 2014). 

Additionally, this study used cross-sectional survey method because it is helpful in 

examining respondent's perceptions of the various programs they were exposed to. 

The design is also quicker than longitudinal as it may require only single contact and 

does not warrant establishing causality of study. (Gray, 2004, & Sekaran & Bougie, 

2013). 

3.4 Quantitative Research Methods 

This section highlights the procedure for data gathering and analysis of quantitative 

data step-by-step. The parts stressed in this section are the population of the study; 

sample size and sampling technique; instrumentation; data collection procedure and 

data analysis. 
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3.4.1 Population of the Study 

According to Sekaran & Bougie (2013), population refers to the whole group of 

individuals, things or event that a particular research is interested in examining. 

Currently, the exact number of VVF victims in the two north-west states is unknown, 

however, an estimate put the figures of untreated cases at 150,000 (Odu, 2013). The 

two centers have the beds capacity of over 500 for admission of women with VVF 

and other reproductive-related cases. Based on the preliminary study, the majority of 

the patients are between the age of 15-20 years, however, this study will cover all age 

groups. 

Utilizing a simple probability sampling method, the two north-west areas of Sokoto 

and Zamfara were selected as the population of this study. Thus, the population of 

this study consists of the total number of VVF women admitted at Maryam Abacha 

Women and Children's Hospital, Sokoto and Farida General Hospital, Zamfara state, 

north-west Nigeria. The sampling frame of this study is the admission register at the 

two hospitals. Table 3 .1 shows the distribution of VVF women based on states. 

Table 3. I 

Number of VVF Women on admission in Sokoto and Zamfara 

Geopo1itical zone 

North-west 

Total 

States 

Sokoto 
Zamfara 
2 

VVFWomen 

300 
250 
550 

Table 3.1 shows the number of VVF women on admission as at the time of 

conducting this study, i.e. from February 2016. 
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3.4.2 Sample Size and Sampling Technique 

There are several ways to determine sample sizes, however, this study adopted 

reference for determining sample size as suggested by Krejcie and Morgan (1970). 

These scholars provided a table to be used as a reference point of the appropriate 

sample size (S) based on the number of population (N) as shown in Table 3 .2. 

Table 3. 2 

Population and Sample Size 

N s N s N s N s N s 
10 10 100 80 280 162 800 260 2800 338 
15 14 110 86 290 165 850 265 3000 341 
20 19 120 92 300 169 900 269 3500 346 
25 24 130 97 320 175 950 274 4000 351 
30 28 140 103 340 181 1000 278 4500 354 
35 32 150 108 360 186 1100 285 5000 357 
40 36 160 113 380 191 1200 291 6000 361 
45 40 170 118 400 196 1300 297 7000 364 
50 44 180 123 420 201 1400 302 8000 367 
55 48 190 127 440 205 1500 306 9000 368 
60 52 200 132 460 2[0 1600 310 10000 370 
65 56 210 136 480 214 1700 313 15000 375 
70 59 220 140 500 217 1800 317 20000 377 
75 63 230 144 550 226 1900 320 30000 379 
80 66 240 145 600 234 2000 322 40000 380 
85 70 250 152 650 242 2200 327 50000 381 
90 73 260 155 700 248 2400 331 75000 382 
95 76 270 159 750 254 2600 335 100000 384 

Source: Krejcie and Morgan (1970) Note: N=Population size, S=Sample Size 

Therefore, based on the total number of VVF women shown in Table 3.1, and using 

Krejcei and Morgan (1970) table for determining sample size on Table 3 .2, the 

approximate sample size is 226, which has followed the rule of thumb, that for a 

population of 550, according to the foregoing scholars, its sample size should be 226. 

However, in order to guard against the likelihood of low response rate from 

uncooperative types of respondents, and to increase the levels of accuracy and 

generalizability of the findings to the universe, the sample size of 226 was raised by 
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approximately 50%, which is in line with the recommendation of Salkind ( 1997) and 

Hair, Ringle & Sarstedt (2013). An addition of such percentage to 226 provided 321 

sample size, which was used for data collection. 

3.5 Operationalization and Measurement of Variables 

Operationalization of construct implies to the translation of concepts into tangible 

indicators of their certainty (Hair, Sarstedt, Ringle & Mena, 2012). In short, the 

operationalization of concepts involves defining measures of the variable that is 

employed in a study to symbolize a concept and how such concept will be gauged 

(Hair et al., 2012). 

The research model of this study consists of eight main constructs: intervention 

programs will moderate the relationship between decision-making, the attitude of 

health personnel, low stigma, social support, transportation, quality of health, 

attitude, subj ective nonns and perceived behavioral control (independent variables) 

and intention to seek treatment among VVF women in north-west Nigeria (dependent 

variable). 

This researcher adopted a ranking order scale developed by Reuss Likert referred to 

as a Likert scale/additive scale or summative scale. The scale is important as it helps 

to measure the ordinal level of a person's attitude or opinion in a survey study. The 

scale has advantages in that it tries to give a total of scores based on the total number 

of responses that a participant answered. In a survey study where Likert scale is 

adopted in designing the questionnaire, it aims at measuring attitude and or opinion 

about something through asking participants to indicate if they agree or disagree with 
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a claim or situation, if they approve or disapprove if something is usually true, 

seldom true and so on. Likert scale employed to develop a questionnaire may contain 

at least two (2) to eight categories, as more options allow researchers to record 

participant's attitude. 

In this study, a scale that has 5 points was used because (1) it gives a better result and 

it is more reliable than the use of scales that are higher or lower and (2) it is less 

stressful for respondents to answer than 7 points scale (Neuman, 2006). Therefore, in 

this study, the items used to measure constructs was based on 5 points' Likert scales 

(Strongly disagree-I, Disagree-2, Neutral-3, strongly agree-4, Agree-5), which is in 

line with the suggestion made by Sekaran & Bougie (2013). 

3.5.1 Decision-making 

Decision-making power refers to the ability of an individual to wheel freedom to 

behave independently in a manner that such person does not require to seek the 

permission of someone else in the exercise of such action. So for example, an 

individual should have the ability to visit other family members, undertake visits to 

health care facilities or expending financial resources for health care purpose or other 

reasons without interference (Mistry et al, 2009 & Rahman et al. 2014). The concept 

of decision-making used in this study is based on the original work of Namasivayan, 

et al. (2012) and Bleich, et al. (2012). In this study, decision-making is operationally 

defined as the ability of VVF women to wheel decision-making power to decide on 

their own to seek for health care services, particularly, if the need arises without 

necessarily relying on the permission of the husband and husband's relations. This 
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researcher measured decision-making as an independent variable usmg 4 items 

adapted from Namasivayan, et al, (2012) and Bleich et al. (2012), as itemized below: 

1. I have the fmal say deciding to go to health care. 

2. I have the last say in deciding where the family looks for health care. 

3. I have the fmal say deciding for the family how money is spent on health 

care. 

4. I rely on the assistance of my husband or husband's relatives when deciding 

to look for health care. 

3.5.2 Attitude of Health Personnel 

The concept of the attitude of healthcare personnel used in this study is based on the 

original works of Boquiren, Hack, Beaver & Williamson (2015) Holmes & Goldstein 

(20 12); Olaogun (2012) & Chu & Galang (2013). In this study, the attitude of health 

personnel is operationally defined as the positive attitude and behavior of health 

personnel towards the victims of VVF, which increase participation in treatment. 

This researcher measured attitude of health personnel as an independent variable 

using 8 items adapted from Bouquiren, et al. (2015) and Holmes, et al. (2012), as 

itemized below. 

1. Health workers treat me with respect. 

2. The s taff treats me with kindness. 

3. Health workers are friendly to me. 

4. Health workers abuse me. 

5. Staff attacks me because they blame me for the cause of my disease. 

6. The staff takes my disease condition seriously. 

7. Health workers behave themselves well to me. 



8. Staffs do not keep my disease condition secret from other people. 

3.5.3 Low Stigma 

The concept of stigma used in this study is based on the original work of Strang! et 

al. (20 l 2). In the context of this study, the focus is on low stigma, which refers to a 

slight experience of shame, discrimination, and social judgment, which increase 

intention to seek treatment among VVF women. This researcher measured low 

stigma as an independent variable using 8 items adapted from Strang!, et al (2012) 

Goffman (1963) and David et al. (2007), as itemized below: 

1. I feel ashamed of myself because people do not want to interact with me. 

2. In the last one-year, people treat me very bad. 

3. I was afraid because people abuse me to my hearing. 

4. I live in fear because people worry me. 

5. I live in fear because my neighbors sometimes beat rue. 

6. I blame myself for the disease of leaking urine that happens to me. 

7. I blame other people for the occurrence of my disease. 

8. I feel like l want to kill myself because of my VVF disease. 

3.5.4 Social Support 

The concept of social support employed in this study is based on the original work of 

Dalmida, Koenig, Holstand & Wurini (20 L 3), Dunne, Fraser & Gadner (2014) and 

Chetan, W. (2015). In this study, social support is defined as a situation where VVF 

women receive emotional and practical support from other individuals such as the 

family, fri ends, siblings, community, philanthropists, clubs and fai th members. This 
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study measures social support as an independent variable with 7 items adapted from 

Dalmida, et al. (2013), Dunne, et al. (2014) and Chetan (2015) as itemized below. 

1. I believe my family, friends, or neighbors do not share my feelings and 

worries about VVF 

2. I am confident my family, friends, or neighbors could easily help me with my 

daily activities if my disease condition becomes severe. 

3. I believe I can meet someone for advice if I have a health problem. 

4. I am confident if I need advice about VVF disease that affects me, there is 

someone I can meet. 

5. I do not receive an invitation to do something together with other people 

because of my disease. 

6. I believe anytime I want to eat food there is someone I can invite to join me. 

7. I am confident if I have VVF disease, there is someone to advise me on 

handling it. 

3.5.5 Transportation 

The concept of transportation refers to the simplicity with which, information, goods, 

and people move from one place to another (Rodriguez et al. 2013). The main 

essence of transportation includes the desire to satisfy the need for mobility because 

transportation only exists if people, product, and information can move from a place 

to another, where this is not the case then, the concept is not meaningful (Rodriguez 

et al. 2013). In this study, transportation is defined as the access to good 

transportation facilities such as cars, buses and other vehicles and sources that could 

convey the victims of VVF from their residence to health care centers for the purpose 

of participating in treatment. This study measured transportation as an independent 

102 



variable using 9 items adapted from Rodriguez et al (2012), Samuel, et al. (2013) and 

Syed et al. (2013) as stated below: 

1. I rely on vehicle from family or friends as a means of transport to get health 

care. 

2. I cannot always get a car, bus or motorcycle take me to the hospital because 

of where I live. 

3. I missed appointments with doctors due to poor transport 

4. I receive care or medicine late because of poor transport. 

5. I rely on a personal car for my transportation needs. 

6. I go to the hospital with ease because I can always get cars or motorcycle to 

carry me. 

7. Commercial buses/motorcycles run more frequently in our areas. 

8. Buses or cars take more than 3 hours to reach the hospital from my area. 

9. I experience problems getting to the hospital due to lack of buses or cars. 

3.5.6 Quality of Health 

The concept of QOH is defined as a subjective phenomenon in society, which 

encompasses happiness, good health condition, life satisfaction, a living standard that 

is above average, good housing condition, educational opportunities, freedom to 

express oneself, opportunities for recreation, good transportation and mobility among 

others (Folasire et al., 2012). The concept also captured the feeling of joy within 

one's immediate environment (Knopman, et al. 2015). In this study, QOH refers to 

relatively sound physical and psychological health of victims of VVF, which 

motivate them to seek treatment. This study measured QOH as an independent 
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variable using 4 items adapted from Knopman, Zmud, Ecola, Mao & Crane (2015), 

as follows: 

1. I still believe I become sick more easily than other people. 

2. I am confident I am healthy as any other person. 

3. Due to VVF disease, I am expecting my health to worsen. 

4. In general, I am confident my health status is excellent. 

3.5.7 Intention To Seek Treatment 

Intention to seek treatment refers to the plans, search and actions engaged by 

individuals to seek for assistance from qualified medical professionals and other 

members of society with the aim of improving their health and cure of diseases (Xu, 

Wang, Rapp & Carlson, 2007 & Woldeammanuel, 2012). In the context of this 

study, the term refers to both the behavioral intention and behavior to seek treatment. 

Put differently, It is the plan and participation of VVF women into the designated 

healthcare centers for the purpose of treatment. The concept of intention to seek 

treatment was measured as dependent variable using 11 items adapted from 

Bahrami, et al. (2014) as stated below. 

1. I attach a lot of importance to my health, so I try to seek help from doctors, 

nurses or midwives. 

2. I always receive care at the correct time. 

3. I am encouraged to look for health care because staff behaves themselves 

well. 

4. I am encouraged to look for a cure because hospital surrounding is conducive 

to me. 
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5. I cannot seek for cure 3 months ago because of distance from my place to 

hospital. 

6. In the last 3 months, I cannot look for a cure because it is expensive. 

7. I am afraid of death or the harmful result of treatment. 

8. I feel ashamed for revealing my disease of leaking urine. 

9. I depend on money from family members to pay for the cure. 

10. Hiding my disease from other people is acceptable in my area. 

11. I am worried that staff would reveal my disease to other people. 

3.5.8 Intervention Programs 

An intervention program is a blend of activities or plans (social, health and so forth) 

intended to produce changes in the behavior of people or improve health among a 

peop le (Hazelden, 20 15). In this study, intervention programs refer to a combination 

of programs such as rehabilitation programs (surgical treatment, counseling, skills 

acquisition) and campaign (awareness campaign through radio, patient education 

through pamphlets) aimed at strengthening the detennination of VVF victims to seek 

treatment. This study measured intervention programs as a moderating variable using 

21 items adapted from Keating et al. (2006) and Karki et al. (2008) as stated below: 

1. I hear about the VVF campaign to create awareness through the radio. 

2. I read about the war against VVF from newspapers. 

3. I learn about the VVF campaign through watching television . 

4. I have received a very good advice from the VVF campaign 

5. I believe VVF disease is caused by the harmful traditional practice. 

6. The info1mation I hear from the campaign take away fear I have about VVF 

disease. 
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7. I get more knowledge of how to take care of VVF problems from the 

campatgn 

8. I believe my full participation in VVF care is because of the VVF educational 

campaign. 

9. I am confident about my VVF disease because of health awareness campaign. 

10. From the VVF campaign, I am confident VVF repairs will improve my life. 

11. I believe that VVF repairs will make me live a normal life as before. 

12. Free surgical care encourages me to take part in VVF campaign. 

13. I am convinced that VYF campaign assisted me. 

14. I believe the advice I received about my VVF disease has been helpful. 

15. I believe that my family supported me as a result of VVF campaign. 

16. I still believe VYF disease can be cured by traditional medicine. 

17. Health workers involve me in decisions to help me return to normal life. 

18. I still believe the knowledge I got is enough to take care of the problem from 

my disease. 

19. I believe that teaching I received from staff take away fear I have about VVF 

disease. 

20. I am confident that VVF repairs made me live a normal life as before. 

21. I believe allowing me to take part in decisions about my care by health 

workers helped me return to normal life. 
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Table 3.3 

Summary o[Constructs 
Constructs Sources Items 

Decision-making Namasivayam et al. (2012) and 4 
Bleich, et al. (2012) 

2 Attitude of Health Holmes et al. (2012) and Bourquineet al. (2015) 8 
Personnel 

3 Low Stigma Goffman (1963), David et al (2007) and Strangal 8 
etal.(2012) 

4 Social Support Dalmide et al. (20 I 3) and Dunne et al. (20 I 4) 7 
5 Transportation Rodriguez (20 I 2), Samuel et al. (20 I 3) and Syed 9 

et al. (2013). 
6 Intention Icek (2002) and Bahrami et al. (2014) 11 
7 Intervention Programs Keating et al. (2006) and Karki et al (2008) 21 
8 Quality of Health Knopman, et al. (20 I 5) 4 

Total number of items 72 

3.6 Data Analysis 

This study employed mixed methods, data analysis approaches. The purpose of using 

mixed methods, the analysis is for the purpose of triangulation. The analysis of data 

was conducted through convergent parallel method so that the collection and analysis 

of quantitative data occurred almost at the same time with qualitative data, which is 

in line with the pragmatic assumption (Creswell, 2014). This researcher, aimed at 

making statistical generalizations of findings at the end of the study, so that the result 

is applied to the universe. SPSS and PLS software were used for analysis of 

quantitative data. The qualitative data were analyzed using qualitative software for 

data analysis called NVIVO 11 , which is in line with assumptions of Combs, et al. 

(2010) and Zamawe (2015) in relation to qualitative data analysis. 

As soon as raw data was collected from the field, the entire completed questionnaires 

were coded and keyed-in to the software called Statistical Package for the Social 

Sciences (SPSS v22). At that point, the following steps of data analysis were 

employed in order to analyze the collected data. First, the collected data undertook to 
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screen m order to establish errors in data entry. In line with the foregoing, a 

frequency test was run for individual variables to identify and replace potential 

values that were missing in the data. Second, descriptive statistics were employed to 

describe and make a comparison of demographic variables (Saunders, Lewis, & 

Thornhill, 2009). Thirdly, factor analysis was undertaken to reduce and simplify a 

large amount of data, by summarizing the variable structure in a particular dataset, so 

then it can be managed easily (Hair, Black, Babin & Anderson 201 0}. Finally, a 

second-generation structural equation model referred to PLS-SEM was adopted for 

further analysis. SEM is an important approach to examining cause-and-effect 

relations between latent and observed constructs (Hair, Ringle, & Sarstedt, 2011). 

Typically, PLS-SEM 1s a path modeling, a statistical technique for modeling 

multivariate analysis of relationships between latent and observed variables 

(Esposito, Vinzi, Chin, Henseler, & Wang, 2010). In addition, through PLS-SEM, 

reliable and valid confirmatory factor analysis is achieved better (Wan, 2013). PLS

SEM is a statistical tool that has been employed by several scholars in various 

studies such as in the social sciences (Hair, Sarstedt, Hopkins, & Kuppelwieser, 

2014). Its usability has become popular because PLS-SEM has the tendency to 

examine latent variables and their relationship with the items ( outer model), as well 

as test the relationship between the latent variables (inner model) (Hair, et al., 2012, 

& Henseler, Ringle & Sinkovics, 2009). It is important to note that some of the uses 

of PLS-SEM, which include small sample size, prediction ability are extra benefits of 

PLS-SEM technique instead of being a condition (Sarstedt, Ringle, & Hair, 2014). 
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Finally, PLS-SEM has been shown to be a greater model, which performs 

estimations superior to first generation and some other co-variance based regression 

models for examining moderation and mediation. Precisely, based on the contentions 

for choosing a suitable model to estimate structural equation models, PLS-SEM is 

employed in this work because of the research model's perceived complexity. The 

foregoing argument is in line with the assumption of Hair, et al. (2012) . 

Additionally, the PLS-SEM, as a method of multivariate analysis can be used in 

social sciences research and other management science studies. Also, PLS-SEM has 

no limits when it comes to the interaction method used in moderation test compared 

to other covariance-based techniques; thus, it is a likely option for testing moderation 

effects (Esposito Vinzi, Trinchera, & Amato, 2010). Therefore, this work employed 

SmartPLS v2.0 (Ringle, Wande & Becker, 2014) for the determination of outer 

model (reliability, convergent validity, and discriminant validity) and that of the 

inner model (significance of the path coefficients, coefficient determination, the 

effect size and predictive relevance). 

3.6.1 Validity and Reliability 

According to Sekaran & Bougie {2013), reliability and validity test are carried out to 

ensure the goodness of items that are measuring certain constructs. Specifically, a 

researcher conduct validity and reliability tests to make sure that the items used in a 

study are good. While, validity measures the capability of indicators to assess what it 

was intended to measure, reliability test gauges the degree to which indicators are 

consistent and free from errors. 
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3.6.1.l Validity Test 

Essentially, to establish the validity, four approaches are important, namely, face, 

content, criterion and construct validity. However, this study considered two methods, 

i.e. content validity and construct validity. 

According to Sekaran and Bougie (2013), a panel of judges or experts might be used 

to establish the content validity of an instrument. In this study, the experts consulted 

included professors at College of Law, Government and International Studies, 

Universiti Utara Malaysia, and Usmanu Danfodiyo University Teaching Hospital, 

Sokoto, Nigeria. Additionally, health workers, government officials were consulted 

in order to test the clearness of the instruments used in this work, which is in line 

with the recommendations of Neuman (2006) and Sekaran and Bougie (2013). This 

researcher used a technique of assessment of content validity that was established by 

Lawshe ( 197 5). This technique relies on agreement among raters or the judges on the 

importance of a specific indicatoc (Lawshe, 1975). Experts are expected to rate the 

indicators based on the fo llowing questions: Is the knowledge by this item I. 

'Essential' 2. 'Useful but not essential ', 3. ·Not necessary' to the performance of a 

specific construct?. Furthermore, Lawshe (1975) states that where more than half of 

the judges chose essential for an indicator, it shows the indicator has some degree of 

content validity, and the more several judges chose the greater the content validity. 

Therefore, this study utilizes six (6) experts to rate all the adapted construct's 

indicators, which a ll of them have favorably pointed out the essentiality for the 

measures, but with some modification, as shown in Table 3.4. Based on the outcome 

of the consultations with experts, certain items were re-phrased or modified. Within 

14 days, i.e. from early February to the second week of February 2016, this 

procedure was completed. 
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Table 3.4 

Modified Observations in the Questionnaire from Experts and Respondents 

Observations raised Observations modified 

DMOl: I make the final I have the final say deciding to go to health care. 
decision in seeking treatment 
from experts. 

2 DM02: I make the final I have the last say in deciding where the family looks 
decision on buying materials for health care. 
needed by the family. 

3 AHPOl: 
Doctors/nurses/midwives treat 
me with respect. 

Health workers treat me with respect. 

4 LSTMOl: I feel ashamed of I feel ashamed of myself because people do not want 
myself because people do not to interact with me. 

5 

want to relate to me. 

The meaning of words m 
abbreviations such as SD, D, 
N, A and SA is confusing. 

Words were written in full in the introductory section 
of each construct, i.e. Strongly Disagree representing 
SD, Disagree for D, Neutral for N, Agree for A and 
Strongly Agree for SA. 

Similarly, construct validity was established through the use of convergent validity 

and discriminant validity (Hair, et l. 2014). The convergent validity is achieved when 

the scores from two or more instruments are measuring the same concept and are 

correlated with other measures of the same construct (Sekaran & Bougie, 2013). 

Discriminant validity is achieved when each construct is different from other 

constructs. In other words, the indicators of a construct should not be highly 

correlated with other construct's indicators (Hair et al. 2011). Construct validity can 

be established through factor analysis, multi-method matrix, and correlation analysis 

(Hair et al. 20 I I). Therefore, this study assesses construct validity through both 

correlation analysis and confirmatory factor ~nalysis. Precisely, the average variance 

extracted (A VE) was utilized to assess the convergent validity of the reflective 

constructs of this study, whereas Fornell and Lacker's criterion were utilized for 

discriminant validity (Hair, Hult, Ringle, & Sarstedt, 2014). 
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3.6.1.2 Reliability Test 

Reliability entails, whether a study when repeated can yield the same results and 

conclusions as for the one conducted earlier (Sekaran & Bougie, 2013). To improve 

reliability, a clear definition of all the concepts used in a study is important. Once 

concepts definitions are clear without vagueness, results can be trustworthy, 

consistent and dependable (Neumam, 2006). To ensure reliability, the researcher 

needs to increase the level of measurements, which also helps to make concepts 

reliable, because it makes the concepts more explicit. The use of multiple indicators 

also improve~ reliability because multiple indicators for a variable are more 

dependable than one indicator (Sekaran & Bougie, 2013 ). In addition, another way to 

improve reliability is to conduct a pilot study, i.e. to conduct a small-scale testing of 

the instruments designed, in order to test for their efficacy as well as to see the 

feasibility of the entire study design (Neuman, 2006). 

In addition, to determine the internal consistency of measurement scales adapted in 

this study, this researcher employed Cronbach's alpha, which is in line with the 

views of Hair, et al. (2010). 

3.6.2 Pilot Study in Quantitative Method 

A pilot test was conducted in this study, firstly to assess the validity and reliability of 

the adapted instrnments and secondly, to have an insight on the real situation of the 

impact assessment, which permits the researcher to expect problems that may arise 

and make necessary adjustment when carrying out the actual study (Neuman, 2006). 

The Pilot study's main concerns are the validity and reliability of the instrument 

employed in this research. Sekaran and Bougie (2010) opined that validity measures 
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the degree to which a given instrument 1s measuring what it is supposed to be 

measured, whereas reliability measures the level to which a given instrument is error

free, stable and consistent across several items of the measure. Once observations 

from experts were taken into account, this researcher adapted an improved form of 

the instrument, which was administered to some respo ndents for the pilot test. In 

many pilot studies, the sample size is small, even though it is not normal to increase 

the sample of respondents to 100 (Sekaran & Bougie, 20 l 0). Thus, this researcher 

randomly administered 52 questionnaires. During the pilot study, about 9 

respondents make an observation that the face-to-face in-depth interview session is 

taking a long time to complete. They suggested the interviewer should hasten the 

procedure. Considering the observation made by respondents, this researcher 

consulted with the panelists/judges and of the 42 initial items measuring the 

construct of intervention programs during the pilot study, the items were reviewed to 

final 21 items for the conduct of the main study, invariably, this will shorten the 

length of the researcher-administered-interview. 

At the end of the interview, 50 researchers-administered questionnaires were 

properly completed and therefore 50 questionnaires were returned. The obtained high 

response rate of 96% was because this researcher asked the questions to the 

respondents directly and the researcher ticks the responses chosen by respondents. 

To establish re liability (internal consistency reliability) and validity of the adapted 

reflective constructs, Cronbach 's alpha coefficient (CAC) and A VE were estimated 

using SPSS and PLS-SEM (Hair et al. 201 4 & Sekaran & Bougie, 20 10). As 

indicated in Table 3.5 the reliability analysis for all the reflective constructs, except 
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one was established because the Cronbach's value of each construct is above the 

critical value of 0. 7 as suggested by Hair, et al. (2011 ). However, only one construct 

(quality of health) recorded low reliability of 0.48. Based on the construct with low 

reliability, Panayiotis (2013) and Jeff (2015) has suggested that increasing the 

sample size and or adding more items to the constructs would cover losses in the 

reliability values by raising it to a high standard. Thus, based on the suggestions from 

the foregoing scholars, the sample size was raised by approximately 50%, to 321 

respondents in the main study. In addition, Table 3 .5 shows the convergent validity 

of the entire reflective constructs is established since the A VE of the constructs is at 

least 0.6 (Hair et al. , 2011; Hair, et al. 2014). 

Table 3.5 

Pilot Test: Reliability and Convergent Validity (n=50) 

Constructs Items CAC AVE 

Attitude of Health Personnel 8 .78 0.71 
Decision-making 4 .88 0.77 
Intention 11 .80 0.76 
Intervention programs 21 .90 0.65 
Low Stigma 8 .88 0.79 
Quality of Health 4 .48 0.67 
Social Support 7 .78 0.72 
Transportation 9 .72 0.63 

Similarly, Fornell and Larcker's (1981) criterion for establishing discriminant 

validity was utilized to assess the construct's discriminant validity. To achieve 

discriminant validity, the square root of A VE of every reflective construct must be 

greater than the correlations with other constructs (Fornell & Larcker, 1981; Hair et 

al., 2014). As indicated in Table 3.6, the discriminant validity of the entire constructs 

has been established since the square root of the A VE for each construct is higher 

than the correlation between other reflective variables. 
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Table 3. 6 

Pilot Test/: Discriminant Validity (n=50) 

8 

Constructs l 2 3 4 5 6 7 

Attitude of Health 
Personnel 0.84 

Decision Making 0.13 0 .79 

Intention 0.75 0.34 0.87 
Intervention Programs 0.76 0.19 0.75 0.83 
Low Stigma 0.62 -0.10 0.49 0.39 0.85 
Quality of Health -0.22 -0.23 -0.34 -0.19 0.01 0.72 
Social Support -0.80 -0.08 -0.62 -0.76 -0.44 0.11 0.86 

. Trans2ortation 0.73 0.67 0.82 0.80 0.64 -0.18 -0.75 0.83 

3. 7 Questionnaire Administration 

A researcher-administered-questionnaire was used for the collection of quantitative 

data in this study. First, this researcher collected a formal letter (see Appendix C) 

from College of Law, Government and International (COLGIS), University Utara 

Malaysia, explicitly introducing the researcher and the purpose of the research. Thus, 

the introductory letter was submitted to the officials of the state's ministry of health, 

which was further transmitted to the various VVF units in the areas. The transmitted 

letters were instrumental to the cooperation obtained from both the officials and the 

respondents. 

In this study, data collection commenced with a pilot study in the month of February 

2016. To be precise, quantitative data collection occurred between the periods of 14 

February 2016 to 15 May 2016, whereas, qualitative data collection occurred 

between the penods of the 18th of May to l 0th of July 2016. Survey instrument in the 

form of the researcher-administered questionnaire was used for the collection of 

primary data through reaching to the respondents admitted at the two hospitals (i.e. 

Maryam Abacha Women and Children's Hospital, Sokoto and Farida General 
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hospital, Zamfara). The survey instrument is the most suitable method of quantitative 

data collection (Sekaran & Bougie, 2013 and Neuman, 2006). In addition, the low

Level of education among VVF women in north-west Nigeria provides the 

justification for this study to use researcher-administered-questionnaire method. The 

method provides high response rate, which helps to curtail the problems of non

response bias, i.e. to say non-response bias does not make the result of this study 

worthless. 

As soon as this researcher obtained the patient admission list from the hospital 

officials in the two selected states, numbers were assigned to each of the patients on 

admission. The assigned VVF women were later chosen using the simple random 

sampling method, which is in line with the suggestion made by Sekaran & Bougie 

(2013). 

In northern Nigeria in general, the two north-west states, which comprises a sample 

of this study in particular, Hausa Language is the most widely spoken language, 

although the English language is the official language in the country. In order to 

ensure favorable response rate, out of 321 survey questionnaire of the study, 310 

(97.0%) was translated into the Hausa language for VVF respondents who do not 

understand the English language, while 11 (3.0%) questionnaires were in the English 

language for respondents who understand the English. To validate the questionnaires, 

the services of two professional linguists, who are the staff of the Sokoto State 

University and Federal University Gusau, Zamfara state, were sought. 
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Following agreement by the panelists/experts on the suitability of the questionnaire, 

the services of expert linguists in the person of Aliya Adamu and Dr. Muhammad 

Tukur were sought to further validate the questionnaire through translating the 

questionnaire from the English language to Hausa language. Following data 

collection, the questionnaire was back-translated from the Hausa language to the 

English language for further analysis. The linguists were chosen due to their vast 

experience as translators. Due to their numerous experiences in offering translation 

consultancy services to health organizations such as WHO and State Action 

Committee for Aids (SACA) for various HIV/AIDS campaigns and maternal and 

child health programs among others, this informed the selection of the linguists by 

this researcher. Following the translation of the questionnaire by experts, most of it 

was administered in the local language of the respondents. The justification for using 

Hausa, the local language of the area was based on preliminary studies, which 

suggested the majority of the respondents have low levels of education, as such, it is 

difficult for them to understand the English language. Therefore, interacting with the 

respondents in their mother tongue will yield high response rate, which is in line with 

the opinion of Sekaren & Bougie (2013) and Neuman (2006). Following data 

collection through questionnaires largely translated in the Hausa language, again, the 

questionnaire was back-translated from the Hausa language to the English language. 

This ensures that the responses in Hausa are appropriately translated back to the 

English language for further analysis, 

The process of data collection in this study included a sequence of vigorous 

activities. So for example, it involves traveling, administration of the questionnaires, 

and follow up visit in order to meet the last two respondents that were critically ill, 
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during the earlier data collection but were missed. Consequently, to enhance the 

process of data collection, the services of two research assistants with a minimum of 

a graduate degree :in medical sociology were sought and therefore, recruited in order 

to provide some assistance. 

To ensure efficiency in the process of data collection, the research assistants were 

trained by this researcher concerning the basic ethical issues in the process of data 

collection in research. The research assistants were educated on the need to show 

respect and to treat respondents with dignity because the respective VVF women 

might have their opinions and decisions concerning the subject matter. Similarly, to 

obtain good responses, research assistants were trained to interact with respondents 

during data collection without violating their confidentiality through reassuring the 

VVF women that whatever information they give out would not be divulged to 

individuals not related to this study. Similarly, the research assistants received 

training on ensuring justice in the course of data collection, that is to say, their 

activities during the collection of data should aim at attaining maximum benefits for 

the respondents. Equally, research assistants were trained to seek for informed 

consent from respondents before starting each administered interview. Again, the 

assistants were encouraged to obtain a signed consent form from each respondent 

before commencing data collection. 

In addition, to apply the training acquired effectively, research assistants were 

educated on the subject matter of this study, which permits them to understand the 

whole study. In line with the foregoing, assistants learned about the objective of the 

study as well as the meaning of basic concepts related to this study. This enables 
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them to have first-hand information regarding what is expected of them from the 

beginning of data collection to the end. Additionally, to ensure that research 

assistants understand the whole study, they were assessed based on their competency 

through asking them to explain the basic ethics and concepts they learned regarding 

this study. Similarly, the mock interview was conducted, in which this researcher 

asked the assistants to interview him, so as to test their understanding of the study's 

subject matter. 

Moreover, to ensure that respondents fully understand the questions that were read to 

them, the questions for the survey were designed in their local language (Hausa) for 

clarity and easy understanding. Also, the data were collected using a researcher

administered instrument, which permits the respondents to ask questions and receive 

feedback from the researcher concerning items that are not clear to them, which is 

one major advantage of this method of data collection (Creswell, 2012). 

In addition, to obtain information free from bias, that is free from the influence of 

the researcher and other external factors, the respondents were informed that there is 

no right or wrong answer, this eliminates the temptation for bias. Also, health 

workers were discouraged from staying close to the respondents during data 

collection so that they do not influence the result if the study. These measures ensure 

that respondent expresses their candid perceptions regarding the subject matter of the 

study, which is in line with the opinion of Neuman (2006). 

Based on the foregoing explanation, this researcher, and the research assistants 

collected data using the researcher-administered questionnaire, which has the 
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advantage of yielding high response rate. The researcher-administered questionnaire 

is eight pages document, cover page inclusive, whereas interview schedule is one

page schedule. In addition, a series of meetings were held with respondents and 

officials of various VVF units to encourage participation of respondents. In order to 

increase wilful participation of respondents in the survey and in-depth interview, 

they were given assurance about maintaining confidentiality (see Appendix B). 

A researcher-administered questionnaire was used to evaluate perceptions of VVF 

women exposed to government intervention programs in two hospitals in north-west 

Nigeria. This is in order to assess the effectiveness of the programs or outcomes as a 

passive and an independent external evaluator because it produces results that are 

more trustworthy, which is in line with the suggestion made by ICAP (2010) and 

Creswell (2014). In collecting quantitative data, the basic idea of the method is to 

rate the current knowledge, attitude, and behavior of the respondents who are 

exposed to various intervention programs. The main advantage of the method is it 

permitted researchers to collect data within a short period. Also, it is stress-free to the 

participants and ensures that contradiction in findings are avoided (USAID, acquire 

& EngenderHealth, 2007, & Shannon, 2014). 

In order to gather data, a researcher read out the questionnaire m either Hausa 

language or English language in the hearing of respondents for each question. 

Respondents' chosen opinion from the options provided will then be recorded. This 

process usually lasts for about 15-20 minutes for each respondent, which is in line 

with the suggestion made by Neuman (2006), Sekaran & Bougie (2013) and 

Creswell (2014). 
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In designing researcher-administered questionnaire (RAQ) or structured 

questionnaire, this researcher employed Likert scale/additive scale or summative 

scale. The scale is impo1tant to measure the ordinal level of a person's attitude or 

opinion in a survey study. The scale tries to give a total of scores based on the total 

number of responses that a participant answered. In a survey study where Likert 

scale is used in designing the questionnaire, it aims at measuring attitude and or 

opinion about something through asking participants to indicate if they agree or 

disagree with a claim or situation; if they approve or disapprove; if something is 

usually true, seldom true and so on. Likert scale employed to develop a questionnaire 

may contain at least 2-8 categories, as more options allow researchers to capture the 

more participant's attitude (Neuman, 2006). 

3.8 Qualitative Research Design 

In this part, a systematic process for the collection and interpretation of qualitative 

data was highlighted. The measures are research design, a face-to-face in-depth 

interview, the selection of respondents, validity and reliability, data analysis, 

potential ethical concerns guiding the conduct of qualitative inquiry and summary. 

Through the qualitative method, this section centers on face-to-face in-depth 

interviews, in which the intention is not to quantify results by the use of statistical 

analysis . Instead, qualitative design emphasizes on phenomenological orientation, 

which focuses on explaining phenomena based on exploration, elaboration, and 

describing the "meaning" of a given phenomenon under study, which is in line with 

the views of Creswell (2014). 
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3.8.1 Face-to-face In-Depth Interviews 

This study used face-to-face in-depth interview, which is the most frequently utilized 

technique of collection of data that provides high response rate (Neuman, 2006). 

Additionally, the technique permits the interviewer the chance to explore the 

immediate environment of the study through utilizing non-verbal communication, 

and through making a lengthy interview session. The lengthy session gives an added 

advantage to the researcher by providing him with an opportunity to ask several 

questions, as well as probing questions at length where need be (Sekaran & Bougie, 

2013). 

This researcher conducted a face-to-face in-depth interview with the VVF women, 

health personnel, and government officials in two states in north-west Nigeria. The 

purpose of the interview is to ( 1) identify the psychosocial factors influencing 

intention to participate in treatment among VVF women (2) to explore the 

intervention programs that best increase the participation of VVF in treatment (3) to 

identify possible ways to improving intervention programs. The sessions provided 

opportunities for the respondents to reflect upon their opinions and experience 

(Creswell, 2014 and Sekaran & Bougie, 2013). 

In addition, the unstructured interviews permit respondents to say their opinions in 

their own words so that the researcher has the advantage of documenting them 

(Neuman, 2006). Again, the face-to-face interview has an advantage of allowing the 

interviewee to make an investigation, especially about challenging phenomena and 

establishing a good rapport with the participants, apart from the rich data opportunity 

the method offers (Neuman, 2006). However, interview method can be expensive 
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and prone to bias (Sekaran & Bougie, 2013). The face-to-face interview with the 

VVF women, health personnel, and government officials lasted for about 30 minutes 

to over an hour. 

3.8.2 Selection of Respondents 

The choice of participants for the purpose of this study is linked directly to the main 

objective of this work, which is to assess the moderating effects of intervention 

programs on the relationship between psychosocial factors and intention to seek for 

treatment among VVF women in north-west Nigeria. 

The VVF women, health personnel, and government officials are the chief 

respondents in this study. This study aimed at merging numerical strength of 

quantitative data with detail explanation of the qualitative data to arrive at more in

depth, rich, and complex, but the still complete idea of how intervention programs 

strengthen the relationship between predictor and the outcome, which is in line with 

the recommendation of Creswell (2014). To realize the stated objective, facts based 

on the perceptions of VVF women were collected. 

Furthermore, perceptions of other important stakeholders consisting of health 

workers and government officials were also collected, so as to boost the 

understanding of how government intervention programs strengthen or weaken 

treatment-seeking intention among VVF women in north-west Nigeria. These 

stakeholders were selected because they are important when discussing issues of 

intervention programs as it relates to health care services. Therefore, through 

purposive sampling technique, this researcher uses his discretion and selected 
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respondents for an in-depth interview. The respondents comprise of 4 VVF women, 

3 health workers and 2 government officials, with the main purpose of getting 

maximum sources of rich-information that permits for a thorough understanding of 

the phenomenon under study, which is in line with the recommendations of Collins, 

Onwuegbuzie & Jiao (2007), Teddlie & YU (2007), and Creswell (2014). 

Concerning sample size in qualitative interviews, several sample sizes are available, 

which depend on the requirement of the study (Collins, Onwuegbuzie & Jiao, 2007). 

However, Creswell (2014) suggested that the larger the number of respondents the 

ungainly the study becomes, which leads to a narrow understanding of the 

phenomenon under study. Invariably, the fewer the number of cases investigated, the 

broader and in-depth the understanding of the phenomenon under study 

(Puvenesvary, et al. 2011 & Creswell, 20 14). 

Additionally, following a review of 560 qualitative studies, Mason (2010) gives 

credence to Glaser and Strauss's (1967) view that saturation is the main determining 

factor in the choice of the number of respondents that a researcher should consider 

adequate. This is because, in qualitative studies, the main concern is on establishing 

the meaning of social phenomenon rather than a generalization of findings to the 

universe after testing hypotheses (Puvenesvary, et al. 20 11 & Creswell, 2014). 

Similarly, Mason (2010) argue that saturation refers to the point where a collection 

of further or additional data do not seem to be adding further understanding of the 

issues under study. At a given point, increases in the number of interviews do not 

lead to an increase in information that a researcher is sourcing (Mason, 20 l 0). 
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In qualitative interviews, instead of fixing a sample, saturation should be the 

essential criteria for determining sample size (Mason, 2010). Numerous criteria have 

been identified in choosing a qualitative sample, which mostly ranges from 5 to 60 

respondents depending on the nature of research. In the Case study, 3-5 participants 

will be a good choice. In phenomenological studies, the researcher should select and 

make 7-10 in-depth interviews. One cultural setting will be good for ethnographic 

study. In ethological studies 100-200 units of observation and 6-10 respondents in 

focus group interview (Collins, et al. 2007 & Mason, 2010). While taking into 

cognizance information saturation and further suggestion on the number of 

participants for an in-depth interview by Dworkin (20 12) and Collins, et al, (2007) 

that 5-50 participants are appropriate, this researcher abiding by phenomenological 

assumption used 9 respondents. 

3.8.4 Reliability and Va1idity of Qualitative Method 

Unlike quantitative study where statistical methods are used in establishing reliability 

and validity of research result, the qualitative study used methodological strategies 

during research design and implementation in order to ensure reliability and or 

trustworthiness of research findings (Noble & Smith, 2015). Although no generally 

accepted terms and criteria exist in evaluating qualitative studies, however, certain 

strategies can be used to enhance the reliability of the study's result (Noble, et al 

20 15). Therefore, adapting strategies for enhancing the credibility of qualitative 

research as suggested by Noble et al, (20 15), this study used the cardinal concepts of 

truth-value and consistency/neutrality for establishing reliability and validity. 
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The truth-value regarding enhancing credibility in this study include adhering to the 

concerns of reflectivity and representativeness of research findings related to the 

phenomena. First, this study strictly followed its earlier perspective of constructivism 

in producing results. Specifically, the study used phenomenological orientation in the 

collection, analysis, and interpretation of results. Second, this researcher ensures 

consistency and transparency in the data collection, documentation, analysis and 

interpretation. Thirdly, the sample of 9 respondents consisting of 4 VVF women, 3 

health personnel, and 2 government officials coupled with their willingness to 

provide information throughout the study period provided a further explanation from 

respondents for validation, to ensure that information provided represents the actual 

outcome of the research. Additionally, audio/video recorded interviews permitted 

this researcher to check the data repeatedly, to ensure that themes created are actually 

the accounts of the respondents concerning psychosocial factors, intervention 

programs that best increase participation in treatment and ways to improve 

intervention programs. 

Additionally, this researcher collected data verbatim from patients on their accounts 

about psychosocial factors, intervention programs, and ways intervention programs 

might be enhanced, which assist to make a judgment on whether the final themes that 

emerged are a true reflection of the respondents or otherwise. 

In terms of consistency/neutrality, this researcher made the procedure for data 

collection and analysis clear and transparent, i.e. the methodology used in this study 

and reporting process was made explicit. 
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Moreover, data collected during the pilot study were analyzed based on the 

objectives of the study. Respondents have shown a good understanding of the 

research objectives and the questions they were asked which was indicated in their 

views. Additionally, areas that need clarifications were known and handled 

appropriately. Steps taken to analyze qualitative data include an itemization of raw 

data, data reduction, and process notes, which lead to the emergence of themes. The 

result of face-to-face in-depth interview shows that respondents have a clear 

understanding of the questions that the researcher asked them, which further shows 

elements of reliability and validity. Equally, it can be argued, the qualitative 

instruments used in this study can be relied upon to collect credible infonnation in 

the main research. 

Added evidence about the worthiness of this qualitative data and the procedure 

employed in data collection was the support that it offered to the quantitative 

investigation, based on the results of the in-depth interviews. That is to say, inserting 

qualitative findings have provided support to quantitative findings, which, provided 

for both statistical and contextual generalization on how intervention programs while 

interacting with psychosocial factors increase the participation of VVF women in 

treatment. 

3.9 Result of Pilot Study in Qualitative Method 

Utilizing interview procedure, this researcher carried out a pilot interview using four 

respondents i.e. two VVF women, one health worker, and one government official 

who answered all the interview schedule questions. Three main themes and sub

themes emerged following analysis with Nvivo 10 software. The themes that 
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emerged from the pilot study include, psychosocial factors, which answered research 

question 3, intervention programs that best influence treatment seeking, answer 

research question 4, and perceived ways to improve intervention programs, answered 

research question 5. The key sub-themes that emerged under psychosocial factors 

include decision-making, the attitude of health personnel, low stigma, social support, 

transportation, quality of health and intervention programs. In addition, the sub

themes that emerged from intervention programs influencing treatment seeking 

include rehabilitation and campaign. 

Finally, as for the ways intervention programs can be improved, the sub-themes that 

emerged included assistance to the government, improving girl-child education, 

improve on rehabilitation programs; providing sanitary assistance in the form of 

soap, clothes and other cleaning materials, training of more surgeons, training of 

counselors and dedication to duty of health workers. 

3.10 Potential Ethical Issues 

This researcher firmly follows ethical guidelines concerning the conduct of the 

qualitative investigation. Precisely, this study had carefully observed such things as 

informed consent, privacy, anonymity, and confidentiality among others, throughout 

the investigation. Abiding by ethical issues is important, as there are delicate areas of 

communication between researchers and respondents, and failure to abide by ethics 

in research may expose respondents to risks, which might threaten the 

trustworthiness of the study. In short, in the conduct of interviews, this researcher 

follows potential ethical issues consistent with the views of Saunders, Lewis, and 

Thombill (2009), as follows: 
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I. The right of privacy of individuals was observed. 

2. The researcher ensured that participation in the study is not by compulsion 

but voluntary. Therefore, respondents have the right to withdraw when they 

so wish. 

3. Consent was obtained from the organizations and the respondents before 

starting the interviews. 

4. Confidentiality or secrecy of data provided by the participant was ensured. 

Equally, right from the heading of the interview schedule, respondents were 

informed that their names would not be made public through the study. 

5. Good interpersonal communication was ensured in collecting relevant data. 

6. The respondents were informed that findings in this research are not meant to 

expose the respondents or to cause emotional and physical pains to them. 

7. This researcher was fair in the conduct of the study, has exhibited good 

understanding, and all those who provided relevant information were 

acknowledged. 

3.11 Summary 

In summary, this section primarily focused on the methodology used for this 

research. Having introduced the main purpose of this chapter in the very beginning, 

this researcher explained the rationale for the use of the chosen research design for 

the study. Then, this researcher discussed population and sample size as well as the 

sampling technique used in the study. Additionally, this study acknowledged the 

instruments of data collection and measurement of the construct that was adapted 

from previous researchers. This chapter also discusses the validity and reliability of 

the instrument, and the pilot study carried out utilizing the adapted instruments. In 
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line with the pilot study, this chapter made recommendations on how to address 

potential weaknesses identified before the conduct of the main study. Finally, the 

suitable techniques of data analysis and the justification for choosing the techniques 

were stated. 

Now that methodology for this research has been explained in this chapter, the next 

chapter deals with the quantitative analysis of data. 
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CHAPTER FOUR 

RESPONSES OF RESPONDENTS ON PSYCHOSOCIAL 

FACTORS AND INTERVENTION PROGRAMS 

4.1 Introduction 

This chapter assessed the data collected using survey questionnaires. The chapter 

gives emphasis to preliminary data analyses, and reporting of data result based on the 

responses of respondents of VVF disease who are exposed to various intervention 

programs (rehabilitation and campaign programs) . Based on the foregoing, data 

were examined for response rate, followed by an initial data screening and 

preliminary analysis. Again, the data were examined for missing values, outliers and 

no1mality. This is followed by the assessment of multicollinearity, non-response 

bias, and common method variance test. Similarly, the demographic profile of the 

respondents, descriptive analysis of the eight main constructs of the research as well 

as factor analysis was reported. The main results of this study were presented in two 

sections. In section one, the measurement model was evaluated to establish 

individual item reliability, internal consistency reliability, convergent validity and 

discriminant validity. In section two, structural model's result was reported, which 

consist of path coefficient significance, R-squared values, effect size (£2) and 

predictive relevance of the modei used. Lastly, this study assessed and reported the 

results of the moderating effects of intervention programs on the relationships 
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between psychosocial factors and intention to seek treatment among VVf women, 

which is the main contribution of this study. 

4.2 Response Rate 

In this study, 321 researcher-administered questionnaires were administered to VVF 

women in Sokoto and Zamfara states in northwest Nigeria. In an effort to get high 

rates of responses, numerous phone calls and short messages (SMS) were sent to the 

respective officers-in-charge of Maryam Abacha Women and Children Hospital 

Sokoto and Farida General Hospital, Gusau; as a reminder to prepare the respondents 

for an interview. Moreover, several visits were made to VVF units, four weeks after 

the initial visit in order to see respondents who were unable to participate earlier in 

answering questions due to serious complications from VVF surgeries. The idea of 

sending reminders to the officials through phone calls, SMS and visitations are in 

line with the opinion of Sekaran & Bougie (2013). 

Consequently, the reminders, send to officials and respondents have provided a good 

outcome, with 313 questionnaires fully administered out of the 321 administered to 

the target respondents. This provided a response rate of 97.5%, which is adequate 

based on Jobber's ( 1989) description of response rate. From these 321 

questionnaires, 8 questionnaires were unusable because a substantial part of it was 

not answered by the participants, and the remaining 313 useable questionnaires were 

used for further analysis. The response rate obtained in this study is sufficient 

judging by Sekaran's (2003) opinion that 30 percent response rate is appropriate for 

the survey type study. Equally, the existing response rate is considered sufficient 

based on the suggestion that a sample size should be between 5 and l 0 times the 
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number of variables in a study of regression type of analysis (Hair et al., 2010, & 

Pallant, 20 10). Since the number of study variables is 8, a sample of 80 is deemed 

adequate for the analysis of data in this study. Therefore, 313 usable responses of 

97.5% satisfied the required sample size for regression analysis (see Table 4.1). 

Table 4.1 

Response Rate of Questionnaire 

Response 

Administered questionnaires 
Completed questionnaires 
Completed and useable questionnaires 
Completed and excluded questionnaires 
Retained questionnaires 
Valid response rate 

4.3 Data Screening and Preliminary Analysis 

Frequency/Rate 

321 
321 
313 
8 

313 
97.5% 

The screening, preparation, and editing of early data are vital steps before carrying 

out further multivariate analysis (Hair et al., 2010). Data screening in a study is 

important in order to find out if there is a tendency for violation of the assumptions 

pertaining to multivariate methods (Hair et al., 20 I 0). Furthermore, initial data 

examination allows the researcher to have a good understanding of data that he/she 

collected. In this study, before the initial data screening, the 313 out of 321 returned 

and workable questionnaires were coded and entered into the SPSS V22 software. 

Additionally, negative worded questions that were reversed coded include DM 04, 

AHP 04 & 05, LSTM 01-08, SSU 01 & 05, TRP 01, 02, 03, 04 , 05, 08 & 09, INT 05-

011 and QOH0 I & 03 . Moreover, after coding and entry of data, the following 

preluninary analyses were carried out (I) missing value analysis; (2) analysis of 

outliers; (3) nonnality test, and (4) multico11inearity analysis, which is in line with 

the opinions of Hair, Black, Babin, & Anderson (20 I 0) and T abachnick & Fidell 

(2007). The next discussion is in the missing value analysis. 
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4.3.1 Missing Values Analysis 

1n the dataset coded and entered into SPSS by this researcher, from the 22,536 data 

points, 40 were missed randomly, which explain 0.17 percent missing values. 

Precisely, the constructs of decision-making had 1 missing value, the attitude of 

health personnel had 9 missing values, low stigma had 6 missing values, social 

support had 0 missing values, transportation had 4 missing values, the intention had 

15 missing values, intervention programs had 5 missing values, and quality of health 

had 0 missing values. 

Although there is no specific percentage of missing values that are acceptable in a 

data set for making valid statistical conclusions, however, researchers are agreed that 

in a dataset, missing values that reach the rate of 5% or less requires being replaced 

(Tabachnick & Fidell, 2007). Furthennore, researchers have suggested that mean 

substitution is the easiest way of replacing missing values. Hair et al. (2013) for 

example, suggest that a researcher should replace the missing entries through the 

mean replacement if the values are less than 5% missing values for each item. Thus, 

this researcher replaced 40 missing values through mean replacement as shown in 

Table 4.2. 

Table 4. 2 

Total and Percentage of }dissing Values 

Latent variables 
Decision-making 
Attitude of health personnel 
Low Stigma 
Social Support 
Transportation 
Intention 
Intervention programs 
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Number of missing values 
1 
9 
6 
0 
4 
15 
5 
0 



Quality of Health 
Total 40 out of 22,536 data points 
Percentage .17% 
Note: Percentage of missing values were obtained by dividing the total number of 
missing values for the whole data by total number of data points multiplied by 100 

4.3.2 Analysis of Outliers 

Outliers refer to the observations, which varies or that are inconsistent with the 

remaining data (Hair et al 2012). In an analysis that is regression-based, the existence 

of outliers in the data can extremely lead to the distortions of estimates, consequently 

producing results, which is not reliable (Verardi & Croux, 2008). To detect 

observations, which might be outside the SPSS value labels due to wrong data entry, 

firstly, frequency tables were presented for all the variables through a minimum and 

maximum statistics. Thus, based on this preliminary analysis of frequency statistics, 

no value was outside of the expected range. 

Moreover, data were assessed for the presence of univariate outliers through 

standardized value criterion with a cutoff point of ±3. 29 (p <.0.01), which is in line 

with the views of Tabachnick and Fidell (2007). Using this criterion therefore, 11 

cases of univariate outliers (267, 8, 3, 10, 4, 284, 266, 84, 252, 87, & 155) were 

deleted from the dataset. Having removed univariate outliers, the final data sets in 

this research was 302. Apart from removing univariate outliers through standardized 

values, multivariate outliers were also checked for, using Mahalanobis distance (D2). 

According to Tabach.Pick a..'1.d Fidell (2007), Mahalanobis distance (D2) refers to the 

distance of an item from the centroid of the remaining items, in which the centroid is 

the point created by the intersection of means of all the variables on the date set. 

From the 72-1 =71 observed variables of this study, the suggested threshold of chi-
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square is 92.81 (p=0.05). Therefore, in this study, no Mahalanobis value exceeds the 

threshold of 92.81 because the highest is 38.69. Based on the result of Mahalanobis 

D2, no outlier was detected from the dataset, as such, the final data in this research 

that was used for further analysis was 302. 

4.3.3 Normality 

It is important to note that past studies such as Reinartz, Heinlein & Henseler (2009), 

and Wetzel, Odekerken-Schroder, & Van Oppen (2009) have the old-fashioned 

believe that SmartPLS produces a correct estimation of the model even in instances 

where data is not normal. However, this belief was proven to be incorrect. Lately, 

Hair, Sarstedt, Ringle, and Mena (2012) recommend that scholars undertaking 

research have to carry out a normality assessment of data. This is because the data 

that is extremely skewed and or that is kurtotic can influence bootstrapping by 

causing it to inflate bootstrapped standard error estimate, and by implication, this 

undervalues the significance of path coefficients (Ringle, Sarstedt, & Straub, 2012). 

Based on the foregoing view, the current study utilized a graphical technique of 

checking normality of the data, which is in line with the reconunendation of 

Tabachnick & Fidell (2007). According to Field (2009), in a sample that is as large 

as 200 or above, it is better to visualize the shape of the distribution using a graph 

instead of using the values of kurtosis and skewness. Moreover, Field (2009) argued, 

a large sample tends to decreases standard errors, which invariably inflate the values 

of the kurtosis and skewness . Thus, this explains the justification for using graphical 

techniques of nonnality in this study rather than utilizing statistical methods. 
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Utilizing Field's (2009) suggestion in this study, a histogram was examined to make 

sure that the assumption of nonnality is satisfied. Figure 4.1 shows that the data for 

the present study follows a standard pattern since the entire bars in the histogram are 

adjacent to a normal bell shape. Therefore, in the current study Figure, 4.1 shows no 

violation of the assumptions of normality. 
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Figure 4. 1 Histogram 

4.3.4 Multicollinearity 

4 

Meoo = 8.3SE-15 
Sid. Dev.= 0.988 
N ,302 

Multicollinearity means a condition whereby one or more independent/exogenous 

latent constructs are extremely correlated (Hair, et al. 2006) . The existence of 

multicollinearity among exogenous latent constructs can highly misrepresent result 

of regression coefficients and their significance test (Hair, et al. 2006). Precisely, 

multicollinearity raises standard errors of the coefficient, invariably, causing the 
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coefficients to become statistically insignificant (Tabachnick & Fidell, 2007). lo this 

study, to identify multicollinearity, two methods were employed. Firstly, the 

correlation matrix of exogenous latent constructs was assessed. Based on the opinion 

of Hair et al. (2010), if correlation coefficients reach 0.90 and above, it shows 

multicollinearity between the constructs. Table 4.3 shows the result of the correlation 

matrix of the exogenous latent constructs. 

Table4.3 

Correlation Matrix of the Exogenous Latent Constructs 

No. Lat.ent Construct DM AHP LSTM ssu TRP QOH 

I DM 
2 AHP .40** 
3 LSTM .15** .47** 
4 ssu .52** .57** .46** 
5 TRP .41 ** .80** .50** .61 ** I 
6 QOH .52" .69" .53" .72" .76" 

As indicated in Table 4.3, the correlation between the exogenous latent constructs 

was adequately below the threshold values of 0.90 or higher, which indicated that the 

constructs are independent and not very correlated. 

Second, having examined the correlation matrix of the exogenous latent constructs in 

the first method of identifying multicollinearity, variance inflated factor (VIF) and 

tolerance value were further taken into consideration. Hair, Ringle, and Sarstedt 

(2011) opined that multicollinearity is problematic should the value ofVIF be greater 

than 5 while tolerance values become less than 0.20. Table 4.4 indicates VIF and 

tolerance values of the exogenous latent constructs. However, Pallant (2010), 

Gholami, Sulaiman, Ramaya & Molla (201 3) and Hair, et al. (2014) suggest that 

tolerance values less than 0.10 and VIF values above 10 shows high collinearity. 
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In this study, Table 4.4 shows that there is no multicollinearity among the exogenous 

latent construct. The results of the tolerance and VIF test in Table 4.4, indicate that 

all the values range between 0.271 to 0.652 considerably greater than 0. l (for 

tolerance) and VIF ranges from 1.533 to 3.688 considerably less than 10. 

Table 4. 4 

Tolerance and Variance Injlatio11 Factor (VIF) 

Latent Constructs 

Decision making 
Attitude of health personnel 
Low Stigma 
Social support 
Transportation 
Quality of Health 

4.4 Common Method Variance Test 

Collinearitv statistics 
Tolerance 

.652 

.334 

.648 

.422 

.271 

.280 

VIF 
1.533 
2.994 
1.544 
2.368 
3.688 
3.575 

The common method variance (CMV) otherwise referred to as monomethod bias 

implies to the differences, which are attributed to measurement methods rather than 

the variance attributed to the construct that a researcher is studying (Podsakoff, 

MacKenzie, Lee, & Podsakoff, 2003). Generally, researchers are all agreed that 

CMV constitute a problem for scholars, especially those using self-report smvey 

(that is, the method in which respondents are asked questions about their perceptions 

such as attitudes, feelings, and beliefs) (Lindell & Whitney, 200 l ; Podsakoff et al. , 

2003; Spector, 2006). Expressing a similar opinion, Conway and Lance (2010) for 

example, stressed that CMV is a major problem for researchers who use self-report 

survey methorl, in that it tenrls t0 inffate the relationships bF:tween Vilriables th/lt are: 

measured by self-reports. 
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This study had taken numerous measures to minimize effects of CMV, and the 

measures are in line with the recommendations of MacKenzie & Podsakoff (2012) 

and Viswanathan & Kayande (2012). Firstly, in order, to lessen evaluation anxiety 

and or hesitation, respondents were duly informed that there are no wrong or right 

answers to the researchers-administered questionnaire, as such both responses are 

useful. Again, the participants were assured of the confidentiality of their responses 

that are generated through this study. Secondly, the items used in measuring the 

perceptions of the respondents were improved upon in order to lessen biases in the 

current study. The scale items were improved upon and made easier for respondents 

to answer. This was achieved by making sure all the questions in the survey 

questionnaires are written in simple, brief and clear language. In essence, the 

majority of the questionnaires was translated from the English language into the local 

language (Hausa) of the people, which makes it easier for the respondents to 

understand. 

Apart from the two measures stated above, the current study also conducted 

Herman's single factor test that is recommended by Podsakoff & Organ (1986) for 

analysis of common method variance. Usually, in the procedure for analyzing CMV, 

all the variables of the study are exposed to exploratory factor analysis, and the 

outcome of a un-rotated factor is assessed to identify the exact number of factors, 

which are necessary to explain the variance in the variables (Podsakoff & Organ, 

1986). The basic belief of Harman's (1967) single factor assessment is that ifa large 

amount of common method variance exist, either of two things happens: (1) a single 

factor may emerge or (2) a general factor emerges that would explain for the 
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majority of the covariance in the predictor and criterion variables (Podsakoff & 

Organ, 1986). 

Using Podsakoff and Organ's ( I 986) assumption, all the 72 items in the current study 

were exposed to a principal components factor analysis. The results of the analysis 

generated 13 factors, which explains a cumulative of 77.9% of the variance. The 

first, which is the largest factor gives an explanation of 45.3% of the total variance, 

that is less than 50% (Podsak:off et al., 2012). Furthermore, the result shows that no 

single factor explains for the majority of covariance in the independent/predictor and 

dependent/criterion variables. Therefore, this result indicates that no common 

method bias in this study and thus, it is not likely to swell the relationships between 

measured variables. This result has no CMV problems. Based on the foregoing result 

the assumption of CMV was not violated, which is in line with Podsakoff et al, 

(2003), and Lowry and Gaskin (2014) assumption, who contends that common 

method bias exists if a single factor accounts for more than 50% of the variance. 

4.5 Non-Response Bias 

Non-response bias refers to the differences obtained in answers between non

respondents and respondents (Lambert and Harrington, 1990). According to Sekaran 

& Bougie (2013), and Armstrong & Overton' s (1977), to assess the probability of 

non-response bias, time-trend estimation approach is needed, which requires 

comparing early and late respondents (i.e. non-respondents). The scholars contended 

that late respondents have the same characteristics with non-respondents. To lessen 

the problem of non-response bias, a minimwn response rate of 50% must be 

achieved (Lindner & Wingenbach, 2002). 
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Based on suggestions of Sekaran & Bougie (2013) and Annstrong & Overton (1977), 

this study shared respondents into two groups, namely: those that responded within 

the 4 week period (early respondents) and those that responded after 4 weeks (late 

respondents). Table 4.5 indicated that 43 respondents (14%) who are the least in the 

sample responded to the researchers administered questionnaire within 4 weeks, 

whereas, 259 respondents (86%) who are the majority responded after 4 weeks. 

Precisely, this researcher conducted an independent sample t-test to identify the 

possibilities of non-response bias. In particular, an independent samples t-test was 

conducted to detect the possibility of the existence of non-response bias in the main 

variables of interest, namely, decision making, the attitude of health personnel, low 

stigma, social support, transportation, intention to seek treatment, intervention 

programs, and quality of health. Table 4.5 presents the results of independent

samples t-test obtained in the current study. 

Table 4. 5 

Results of Independent-Samples T-test f or Non-Response Bias 

Variables Group N Mean SD Levine's for 
equality of 
variance 
F Si 

Decision-making Early Response 43 2.65 I.I 3 
.657 

.643 
Late Response 259 2.57 1.01 

Attitude of Health Personnel Early Response 43 3.18 .750 .741 .541 
Late Response 259 3. 10 .776 

Low Stigma Early Response 43 2.72 .825 
1.94 

.1 65 
Late Response 259 2.97 .850 

Social Support Early Response 43 2.89 U 7 .290 
.440 

Late Response 259 3.03 110 
Transportation Early Response 43 3.17 .757 3.07 

.987 Late Response 259 3. 18 .858 
Intention Early Response 43 3.05 .891 5.61 .8 15 

Late Response 259 3.08 .992 
Intervention Programs Early Response 43 2.98 1.08 5. 19 .192 

Late Response 259 3.19 .941 
Quality of Health Early Response 43 2,67 1.45 1.46 .46 1 

Late Resronse 259 2.85 1.48 
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Table 4.5 shows the result of independent-samples t-test. The result indicated equal 

variance significance values for all the eight key study variables are within 0.05 

significance level of Levine's test for equality of variances as recommended by the 

Field (2009) and Pallant (2010). Based on the foregoing result, it suggests that the 

notion of the equality of variances between early and late respondents was not 

violated. Thus, it can be inferred that non-response bias was not a major concern in 

the current study. Additionally, based on Lindner and Wingenbach (2002) 

recommendation, who insist that the minimum response rate should be at least 50%, 

and since this study attained 97.5% response rate, it can be added that the issue of 

non-response bias is not a major concern of this study. 

4.6 Demographic Profile of Respondents 

This section describes the demographic profile of respondents in the current study. 

The demographic profile of the respondents was categorized into four, namely, 

characteristics of the respondents, the background of the VVF women, VVF 

treatment, and intervention programs (see Table 4.6, 4.7, 4.8 & 4.9). 

4.6.1 Characteristics of the Respondents 

As shown in Table 4.6, regarding the age of respondents, the highest number of 

respondents in this study is 223 participants whose ages range from 12-20 years, who 

accounted for 74.0% of the sample. The least respondents are 18 participants, whose 

ages range from 28-40 years. Additionally, Table 4.6 shows that 199 participants had 

no formal education, representing 65.8% of the sample, which is the highest number 

of respondents in the sample. The least number of respondents concerning 

educational level is 15 participants, who attended secondary school only, 
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representing 5.0% of the sample. Furthermore, about the religion of the respondents, 

the highest number is 281 participants who practice Islam, representing 93.0% of the 

sample. The lowest number is 3 respondents that practice traditional religion, 

representing 1.0% of the sample. 

Table 4. 6. 

Characteristics of the Respondents 

Demographic Variables Categories Frequency Percentage % 

Age 12-20 223 74.0 
21-27 61 20.0 
28-40 18 60 
Total 302 100.0 

Educational level No formal education 199 65.9 
Did not graduate 55 18.2 
Primary school education 33 10.9 
Secondary school education 15 5.0 
Total 302 100.0 

Religion Islam 281 93.0 
Christianity 18 6.0 
Traditional 3 1.0 
Total 302 100.0 

Marital status Divorce 219 72.5 
Married 67 22.2 
Widow 9 3.0 
Separate 6 2.0 
Single 1 .3 
Total 302 100.0 

State of origin Sokoto 156 51.7 
Zamfara 136 45.0 
Others 10 3.3 
Total 302 100.0 

Occupation Unemployed 288 95.4 
Employed ll 3.6 
Housewife (full-time) 2 .7 
Retired l .3 
Total 302 100.0 

Monthly income BelowN6000 239 79.1 
N7000-I 0000 50 16.6 
N 15000-18000 6 2.0 
Above N 18000 4 l.3 
N 11000-14000 3 1.0 
Total 302 100.0 

Family 8-9 96 31.8 
5-7 86 28.5 
10-11 55 18.2 
2-4 37 12.3 
12-13 27 8.9 
Above 14 1 .3 
Total 302 100.0 
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Moreover, about the marital status of the respondents as shown in Table 4.6, the 

highest number is 219 respondents who are divorced, representing 72.5% of the 

sample-which is the highest number in the sampled population. The least number of 

respondents is 1 who is single, representing 0.3% of the sample. Furthermore, 

concerning the state of origin of respondents as shown in Table 4.6, the highest 

numbers of respondents are 156 from Sokoto, representing 51. 7% of the sample. The 

least respondents are IO who are from various states in Nigeria, representing 3.3% of 

the sample. Additionally, Table 4.6 also shows that in terms of occupation, the 

highest numbers of respondents in the sample are 288 participants who are 

unemployed, representing 95.4% of the sample. The lowest sample is 1 respondents 

who retired, representing 0.3% of the sample. 

Furthermore, Table 4.6 shows that a higher proportion of respondents (239) 

generated an income below N6000 (below $ ! 7USD) per month, representing 79. 1 % 

of the sample. The least respondents are 3 participants who generated an income of 

N 11000-14000 ($31-40 USD) per month, representing 1.0% of the sampled 

population. Moreover, concerning the family size, the highest number of respondents 

is 96 who have 8-9 members of the family, representing 31.8% of the sample. The 

least number of respondents is 1 who has members of family above 14, which 

represents 0.3% of the sample. 

In conclusion, Table 4.6, indicate that most, VVF disease affects young girls and 

women who are illiterates. Additionally, the majority of the victims are unemployed 

whose monthly income is less than $2 USD. In addition, the majority of the victims 
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have a large poor family. Likewise, some of the victims suffer from the following 

divorce. Based on the foregoing, It can be argued VVF is a disease of the poor. 

4.6.2 Background of VVF Women 

This category provides infonnation on women with VVF. Specifically, regarding 

where respondents had their last delivery, Table 4.7 indicates that the highest number 

of respondents is 194 who delivered at home, representing 64.2% of the sampled 

population. Whereas, the least respondents are 2 who delivered at the clinic, 

representing 0.7% of the sample. Additionally, concerning the outcome of delivery 

as shown in Table 4.7, the highest respondents are 286 who delivered a deceased 

child, which represent 94.7% of the sample. Whereas, the least number of 

respondents is 16 who delivered child alive, which represent 5.3% of the sample. 

Table 4. 7 

Background of VVF Women 

Demographic Variables Categories Frequency Percentage¾ 

Delivery Home 194 64.2 
Hospital 106 35.l 
Clinic 2 .7 
Total 302 100.0 

Outcome Alive 16 5.3 
Deceased 286 94.7 
Total 302 100.0 

Vesicovaginal fistula Yes 302 100.0 
Living with the disease 6-!0yrs 219 72.5 

0-5yrs 58 19.2 
I l -l 5yrs 17 5.6 
16-20yrs 5 !. 7 
Above 20yrs 3 1.0 
Total 302 100.0 

Causes of YVF Traditional birth attendant 193 63.9 
Health workers 48 15.9 
Others 26 8.6 
Traditional healers 18 6.0 
Local barber 14 4.6 
Early marriage 3 1.0 
Total 302 100 0 
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Moreover, concerning having VVF disease, Table 4.7 indicates that all the 302 

respondents confirmed they are affected by the disease, which represents 100% of 

the sample. Additionally, conceITllllg how long respondents have been living with 

VVF disease, the highest number of respondents, which is 219, mentioned they were 

living with VVF for 6-10 years, representing 72.5% of the sample. Whereas, the least 

respondents, which is 3 were living with VVF for over 20 years, representing 1.0% 

of the sample. Additionally, regarding the perceived causes of VVF disease, the 

highest number of the respondents, which are 193 believe traditional birth attendants 

caused their disease, which accounted for 63 .9% of the sample. The least respondents 

are 3 participants who believe early marriage caused their disease, representing 1.0% 

of the sample. 

In conclusion, the foregoing result shows that most women contract VVF in the 

process of delivery at home, with a high rate of infant mortality rate, and through the 

aid of unskilled traditional birth attendants (TBA). Likewise, the result shows that 

the victims live with the disease for a long period before they visit a health center for 

treatment. 

4.6.3 Treatment of VVF 

This category of the profile of respondents' present treatment measures by VVF 

women as shown in Table 4.8. Concerning seeking treatment from traditional 

medicine healers, the highest number of respondents, which is 218, seeks a cure from 

traditional medicine vendors first before coming to the hospitals, which represent 

72.2% of the sample. While, the least respondents, 84 did not seek a cure from 

traditional healers, which accounted for 27.8% of the sample. Additionally, regarding 
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making choice to seek a cure, Table 4.8 shows that the highest number of 

respondents, which are 180, make their choice to seek a cure, which accounted for 

59.6% of the sample. The least number of respondents 1s 3 participants who 

mentioned that their husband's relations make the choice to seek a cure, which 

represents 1.0% of the sample. 

Table 4. 8 

Treatment of VVF 

Demograehic Variables Categories Freguenc~ Percentage % 
Cure from traditional healer Yes 218 72.2 

No 84 27.8 
Total· 302 100.0 

Choice to seek cure I do 180 59.6 
My husband 111 36.8 
My relatives 8 2 .6 
My husband 's relatives 3 1.0 
Total 302 100.0 

Accompany to the health center Family 205 67.9 
Alone 76 25.2 
Neighbors 16 5.3 
Friends 3 1.0 
Faith members 2 .7 
Total 302 100.0 

Living in the health center 3-5yrs 138 45.7 
0-2yrs 94 31.1 
6-8yrs 49 16.2 
Above 12yrs 1 J 3.6 
9-11 yrs 10 3.3 
Total 302 100.0 

Residence Living in hospital surroundings 302 100.0 
Status ofVYF Severe 134 44.3 

Moderate 23 7.6 
Mild 145 48.l 
Total 302 100.0 

In addition, as shown in Table 4.8, concerning who accompany respondents ' to the 

health center, the highest number of participants, 205 respondents, mentioned family, 

while the least number of respondents, which is 2 participants mentioned faith 

members, which represents 0.7% of the sample. Likewise, regarding for how long 

respondents are living in the health center, Table 4.8 indicates that the highest number 

of respondents, 138 were living in the health center for 3-5 years, representing 45.7% 
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of the sample. The least number of respondents are 10 who were living in the health 

center for 9-11 years, accounting for 3.3% of the sample. 

Additionally, about the place of residence of the victims, Table 4.8 indicates that all 

the respondents (302) are living in the hospital surroundings, which accounted for 

I 00% of the sample. Furthermore, Table 4.8 shows that concerning the disease status 

of the respondents, the highest number of respondents, which is 145 have mild WF 

disease, accounting for 48.1 % of the sample. The least number of respondents, which 

is 23, has a moderate WF disease, representing 7.6% of the sample. 

In conclusion, based on the treatment of VVF disease, the victims have the almost 

fifty-fifty status of VVF condition; they also seek help from traditional medicine 

healers. Additionally, based on this result, the majority of the victims accepts the 

choice to seek treatment. 

4.6.4 Intervention Programs 

This category of demographic profile presents various intervention programs the 

respondents have participated. As shown in Table 4.9, concerning whether the 

surgical operation was performed on respondents, the highest number of respondents, 

172, mentioned operation was not performed, representing 56.9% of the sample, 

whereas the least respondents, 130 has been operated representing 43.1% of the 

sample. Additionally, concerning number operations performed on the victims 

previously, the highest number of respondents, which is 148, reported undergoing an 

operation for 5-6 times, which represents 49% of the sample. The least number of 
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respondents is 1, who reported undergoing an operation for over 9 times, which 

represents 0.3% of the sample. 

Table 4. 9 

Inten;ention Programs 

Demographic Variables Categories Frequency Percentage % 

Operation Performed No 172 56.9 
Yes 130 43.1 
Total 302 100.0 

Number of VVF operations 5-6 148 49.0 
1-2 130 43.0 
3-4 20 6.7 
7-8 3 1.0 
Above 9 I .3 
Total 302 100.0 

Awareness campaign Yes 172 57.0 
No 130 43.0 
Total 302 100.0 

Help towards rehabilitation Yes 195 64.5 
No 107 35.4 
Total 302 100.0 

Teaching on ways VVF occurs Yes 180 59.6 
No 122 40.4 
Total 302 100.0 

Advice/Counseling Yes 176 58.3 
No 126 41.7 
Total 302 100.0 

Furthermore, about the campaign programs, the highest number of respondents, 172 

has participated in the awareness campaign, which represents 52.0% of the sample, 

while the least number of respondents, 130 did not patiicipate in the awareness 

campaign, which accounted for 43.0% of the sample. Additionally, regarding 

rehabilitation programs, the highest number of respondents in this study, 195, 

mentioned they participated in the program, which represents 64.5% of the sample. 

The least number ofrespondents, 107 did not take part in the rehabilitation programs, 

which represents 35.4% of the sample. 

Additionally, regarding teaching on ways VVF occurs, the highest number of 

respondents, 180, mentioned they have participated in the knowledge-imparting 
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program, representing 59.6% of the sample. While, the least number of respondents, 

122 respondents did not participate, this represents 40.4% of the sample. Moreover, 

concerning advice/counseling, Table 4.9 shows that the highest number of 

respondents, 176 respondents receives advice, representing 58.3% of respondents. 

While, the least number ofrespondents, 126 reported they did not receive advice, this 

represents 41. 7% of the sample. Therefore, in tenns of surgical operation component 

of rehabilitation, most victims of VVF did not undergo an operation, and for those 

operated, the majority had the procedure for at least 5-6 times. This implies that not 

all the procedures become successful when the operation is the fust one performed. 

In conclusion, this study draws inferences about the demographic characteristics of 

the respondents using three main considerations, namely about (1) background of 

the sample, (2) representativeness of the sample to the larger population and (3) the 

seriousness of VVF disease. First, concerning the background of the sample, it is 

obvious that the majority of people afflicted with VVF is adolescent girls who do not 

have access to good healthcare facilities. Moreover, the majority of the victims have 

low educational status, and they are unemployed. Similarly, the disease is prevalent 

among girls and women who had assisted delivery through traditional birth attendant. 

Secondly, the sample utilized in this study reflects the situation of the general 

population of women with VVF disease in north-west Nigeria in particular, and 

perhaps Nigeria in general. The generalization is appropriate, partly because the 

sample of this study includes respondents both from Sokoto and Zamfara and 

respondents from other states in Nigeria. In essence, the two states where the study 

was conducted share common characteristics such as a cultural practice, ecology, 

among other things with the larger society in northern Nigeria. Therefore, the study 
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can be generalized to the larger society of north-west Nigeria. Finally, in terms of 

severity, the majority of the respondents have a mild to moderate disease. 

Furthermore, the victims have the chances of an improved recovery provided they 

receive proper medical attention. Therefore, based on the findings from the 

demographic profile of this study, the disease situation among the victims is mild, 

perhaps this explains why their relative state of health encourages them to participate 

in treatment. However, the backlog of over 40,000 that refused to participate in cure 

could be because the disease situation affecting them has rendered them less unable 

to seek a cure. 

4.7 Descriptive Analysis of the Latent Constructs 

The descriptive analysis is mainly employed to define the data characteristics. In this 

study, descriptive analysis was carried out using SPSS to assess the value of the 

mean and standard deviation for each measure. In addition, the constrncts were 

measured usmg a five-point Likert-scale: 1 =strongly disagree; 2=disagree; 

3=Neutral; 4=agree, and S=strongly disagree. Table 4.10 presents results of 

computed means and standard deviations for interpretation with ease. Similarly, the 

five-point Likert scale utilized in the current study was categorized into 3 namely: (1) 

low, (2) moderate and (3) high scores. In terms of interpretations, Nik, Jonathan, and 

Taib (2010) recommended that scores less than 2.33 are low level, 2.33 to 3 .67 

moderate levels, and 3 .67 and above high score. Table 4.10 shows the mean and 

standard deviation of the variables used in the present study. 
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Table 4. 10 

Descriptive Statistics of Latent Constructs 

Latent constructs 

Decision-making 
Attitude of Health Personnel 
Social Support 
Low Stigma 
Transportation 
Intention 
Intervention Programs 
Quality of Health 

Number 
of items 

4 
8 
8 
7 
9 
11 
21 
4 

Standard 
Mean Deviation 
2.82 146 
3. 15 .88 
2.91 .55 
2.93 .85 
3.16 .80 
3.08 .97 
3.16 .96 
2.83 1.47 

Table 4.10 indicates that in general, the mean for the latent variables ranged between 

2.82 and 3.16. Precisely, the mean and standard deviation of decision-making are 

2.82 and 1.46 respectively, which indicates that the respondents of the current study 

are satisfied with the statements indicating the practicability of the concepts in 

increasing participation in treatment. Similarly, the mean and standard deviation of 

the attitude of health personnel are 3.1 5 and 0.88, which also indicate that 

respondents accept the statements indicating the practicability of the concepts in 

increasing intention to seek treatment. In addition, the mean and standard deviation of 

social support are 2.91 and 0.55 respectively, which also indicate that respondents 

agreed with the statements indicating the existence of the concepts in increasing 

intention to seek treatment. Furthennore, the mean and standard deviation of low

stigma are 2.93, 0.85 respectively, which indicates that the respondents in this study 

agreed with the statements or questions concerning this construct's ability to increase 

treatment seeking. Again, the mean and standard deviation of transportation are 3 .1 6 

and 0.80 respectively, which signifies that the respondents in the current study are 

satisfied with the statements or questions concerning this construct. Additionally, the 

mean and standard deviation of intention to seek treatment (dependent variable) are 

3.08 and 0.97, respectively. This value indicates that respondents agree with the 

questions concerning the construct. Similarly, the mean and standard deviation of 
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intervention programs (moderating variable) are 3.16 and 0.96), which indicates that 

respondents believe the questions concerning the construct is sufficient in strengthening 

the relationship between predictors and an outcome. Also, the mean and standard 

deviation of quality of health is 2.83 and 1.47 respectively, which signifies that the 

respondents in the current s tudy are satisfied that the statements or questions 

concerning this construct increase intention to seek treatment, 

It is important to note that the result of the mean and standard deviation is a measure 

of variation and it shows how closely or widely distributed the data is concerning the 

mean (Nik, et al. 2010). In essence, it offers an idea of exactly how the data is 

spread, and the higher the calculated value the more the data is spread out from the 

mean (Nik, et al. 2010). By assuming a normal distribution of data, mean and 

standard deviation values help to stabilize the bootstrapping standard error, which 

could enhance the values of path coefficients to be significant (Nik, et al. 2010 & 

Hair et al. 2014). Therefore, in relation to this study, all the mean values of the 

relevant constructs are moderate, signifying that respondents agreed that the 

constructs are likely to have an effect on the dependent variable. In addition, the 

spread of the data shown by the values in Table 4.10 is likely to have a positive 

influence on the relationships among constructs, especially, when tested using partial 

least square model. Although, a high mean and low standard deviation values are 

important, however, such values do not always imply that the constructs under 

observation would be significant when the association between the predictors and 

outcome are tested using path model (Maitama, 2014). 
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4.7.1 Frequency Distribution of Respondents Views on the Latent Constructs 

To understand the moderating effects of intervention programs on the relationship 

between psychosocial factors and intention to seek treatment, this study combined 

and computed the responses of the respondents into three Likert scales from the five 

Likert scale. Therefore, agree and strongly agree was merged to form agree, neutral 

was maintained and strongly disagree and disagree were merged to form disagree. 

This distribution pays attention to the perceptions of respondents on the strength of 

intervention programs combining with psychosocial factors to increase treatment

seeking behavior among VY~ women in north-west Nigeria. In the tables, the figure 

in the bracket represents a percentage while the figure outside the bracket is the 

frequency of occurrences. 

Table 4.11 

Distribution of Respondents Views on Decision-making 

SN Statements 

2 

3 

I have the final say deciding to go to health 
care. 

I have the last say in deciding where the 
family looks for health ca re. 

I have the final say deciding for the family 
how money is spent on health care. 

4 I rely on the assistance of my husband or 
husband's relatives when deciding to look for 
health care. 

Source: Computation 

Disagree (%) 
127(42.0) 

137 (45.4) 

137 (45.4) 

168 (55.6) 

Neutral(%) Agree(%) 
175 (57.9) 

165 (54.6) 

165 (54.6) 

134 (44.4) 

Table 4.11 above shows adequate decision-making autonomy among the 

respondents. Specifically, 175 (57.9) respondents agree that they make the final 

decision to seek health care and not their husbands or other fami ly members, 

however, 127 ( 42.0) disagree. Apart from making the final decision to seek for health 
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care, the respondents also stated that they make a decision on where the family seeks 

for health services 165 (54.6), while, 137 ( 45.4) disagree. On spending money for the 

purpose of health care services, I 65 (54.6) respondents affirm they make the final 

decision on that, while, 137 ( 45.4) disagree. Similarly, on relying on assistance from 

husband or husband's relations while deciding to seek for treatment, the majority of 

the respondents 168 (55.5) stated that they seek a cure without relying for help from 

other family members, while 134 ( 44.4) of respondents stated they rely on assistance 

from their husbands to enable them to seek health care services. 

Table 4.12 

Distribution of Respondents Views on Attitude of Health Personnel 

SN Statements Disagree (%) Neutral(%) Agree(¾) 
l Health workers rreat me with respect 231 (76.5) 4 (1.3) 67 (22.2) 

2 Staffs treat me with kindness. 16 7 (55.3) 135 (44.7) 

3 Health workers are friendly to me. 159 (52.6) 143 (45.4) 

4 Health workers abuse me. 157 (52.0) 145 (48.0) 

5 Staffs a ttack me because they blame me for 257(85.1) 3 (1.0) 45 (13.9) 
the cause of my disease. 

6 The staff takes my disease condition seriously. 112(37.1) 190 (62.9) 

7 Health workers behave themselves well to me. 163 (54.0) 139 (46.0) 

8 Staffs do not keep my disease condition secret 162 (53.6) 149 (46.3) 
from other 12eoele. 

Source: Computation 

Unlike decision-making-making autonomy in which the respondents have adequate 

control, which helps to increase their intention to seek treatment, Table 4.12 

demonstrates a fifty-fifty situation regarding the construct of the attitude of health 

personnel and its influence in participation in treatment. The above Table indicates 

that 231 (76.5) who are the majority complain of being disrespected by health 

workers, 4 (1.3) respondents remain undecided, while an insignificant number of 

respondents of 67 (22.2) state that health workers show some respect for them. 
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Similarly, the result shows that health workers are not kind 167 (55.3) and friendly 

159 (52.6). But, some insignificant respondents 135 (44.7) and 143 (45.4) 

respectively, had conflicting views on the attitude of health personnel. On the other 

hand, 190 (62.9) respondents have indicated that staffs take their disease condition 

seriously and 162 (53.6) respondents state that health workers keep their disease 

condition secret. However, an insignificant number 112 (37.1) and 149 (46.3) 

disagree, respectively. 

Table 4.13 

Distributi9n of Respondents Views on Low-Stigma 

SN 

2 

3 

4 

5 

6 

7 

Statements 
I feel ashamed of myself because people do 
not want to interact with me. 

In the last one year, people treat me very bad. 

I was afraid because people abuse me to my 
hearing. 

I live in fear because people worry me. 

I live in fear because my neighbors sometimes 
beat me. 

I blame myself for the disease of leaking urine 
that happens to me. 

I blame other people for the occurrence of my 
disease. 

8 I feel like r want to kill myself because of my 
VYF disease. 

Source: Computation 231 

Disagree(%) 
193 (65.9) 

195 (64.6) 

I 9 I (63.2) 

197 (65.2) 

241 (79.8) 

15 l (50.0) 

137 (45.3) 

235 {77.8) 

Neutral(%) Agree(¾) 
109 (36.1) 

107(35.4) 

I (0.3) 110 (36.5) 

l (0.7) 103 (34.1) 

6 1 (20.2) 

I (0,3) 150(49.7) 

165 (54.6) 

67 (22.2) 

Table 4.13 shows that 193 (65.9) respondents affinn that they do not feel shy about 

their disease because people interact with them, therefore they feel encouraged to 

seek treatment, while 109 (36.1) stated they feel shy and not everyone in society 

interacts with them. On bad treatment meted to respondents, 195 (64.6) affirm people 

treat them nicely, and 191 (63.2) supported that they were not intimidated by any 

abuse. However, 107 (35.4) and 110 (36.5) respondents complain of negative 
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treatment. Similarly, regarding suicidal tendencies, 235 (77.8) respondents affirm 

that they have no intention of killing themselves due to the disease afflicting them, 

while an insignificant number 67 (22.2) report that at a certain point they wanted to 

commit suicide due to VVF disease. 

Table4.14 

Distribution of Respondents Views on Social Support 

SN 

2 

3 

4 

5 

6 

Statements 
I believe my family, friends, or neighbors do 
not share my feelings and worries about VVF. 

I am confident my family, friends or 
neighbors could easily help me with my daily 
activities if my disease condition becomes 
severe. 

I believe I can meet someone for advice if I 
have a health problem. 

1 am confident if I need advice about VVF 
disease that affects me, there is someone I can 
meet. 

I do not receive an invitation to do some 
things together with other people because of 
my disease. 

I believe anytime I want to eat food there is 
someone I can invite to join me. 

7 I am confident if I have VVF disease, there is 
someone to advise me on handling it. 

Source: Computation 

Disagree(%) 
154 (51.0) 

120 (39.8) 

l l 9 (39.4) 

119 (39.4) 

124 (41.1) 

198 (65.6) 

119(39.4) 

Neutral(%) Agree(%) 
1 (0.3) 147 (48.7) 

4 (1.3) 178 (58.9) 

3 (1.0) I 80 (59.6) 

183 (60.5) 

2 (0.7) 176 (58.3) 

I 04 (34.5) 

183 (61.1) 

Table 4,14 shows that 154 (51.0) respondents affirm that their family, friends, and 

neighbors share their pains concerning VVF disease and 178 (58.9) add that if they 

need assistance with their daily activities, their family, friends, and neighbor can 

provide support. However, 147 (48.7) and 120 (39.8) stated they do not have 

adequate support, while 1 (0.3) and 4 (1.3) respondents respectively remain adamant. 

Similarly, concerning advice, 180 (59.6) respondents state that they have people to 

advise them if they have health problems and 183 (60.5) respondents supported this 
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view. Specifically, they affirm that they have people to advise them on VVF disease 

afflicting them. On the contrary, 119 (39.4) and 119 (39.4) respondents disagree, 

while 3 (1.9) victims are undecided. 

In addition, regarding an invitation to participate m social activities, 176 (58.3) 

respondents said people do not invite them to attend social gatherings, while 124 

(41.1) stated they receive an invitation from neighbors, and 2 (0.7) respondents are 

undecided. Similarly, on the part of respondents extending an invitation to other 

people for lunch or dinner, 198 (65.6) said even if they extend an invitation, people 

do not usually honor it, while 104 (34.5) indicate that if they extend an invitation, the 

people that they invite honor it. 

Table 4.15 

Distribution of Respondents Views on Transportation 

SN Statements Disagree(%) Neutral(%) Agree(%) 
1 I rely on vehicle from family or friends as a 66 (21.9) 4 (1.3) 232 (76.9) 

means of transport to get health care. 

2 I cannot always get a car, bus or motorcycle to 151 (50.0) 1 (0.3) 150 (49.7) 
the hospital because of where I live. 

3 1 missed appointments with doctors due to l 76 (58.3) 5 ( 1.7) 12 1 (41.1) 
poor transport. 

4 l receive care or medicine late because of poor 174 (57.6) 4 ( 1.3) 124 (4.10) 
transport. 

5 I rely on a personal car for my transportation 277 (91 .8) 25 (8.3) 
needs. 

6 I go to the hospital with ease because l can t48 (49.0) 3 (1.0) 151 (50.0) 
always get cars or motorcycles to carry me. 

7 Commercial buses/cars/motorcycles run more 143 (47.4) 3 (LO) 156 (5 1.6) 
frequently ir. our areas. 

8 Buses or cars take more than 3 hours to reach 137 (45.4) 1 (0.3) 164 (54.3) 
the hospital from my area. 

9 I experience problems getting to hospital due 127 (42.1) 2 (0.7) 174 (57.3) 
to Jack of buses or cars 

Source: Computation 
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Table 4.15 shows that 232 (76.9) respondents seek for treatment because they can 

access transportation through their family members and friends, while an 

insignificant number, 66 (21.9) disagrees and 4 (1.3) respondents are undecided. The 

foregoing statement was supported by 151 (50.0) who suggest that they can always 

access transportation means from where they live, while 150 (49.7) feel otherwise 

and 4 (1.3) are undecided. Similarly, 175 (58.3) respondents said they keep 

appointments with doctors due to access to transportation, while 121 ( 41.1) 

respondents stated othexwise and 5 ( 1. 7) respondents are adamant. This statement 

was supported by 174 (57.6) respondents who mentioned they seek treatment early 

due to access to transportations, while 124 ( 4.10) stated otherwise and 4 (1.3) 

respondents are undecided. In addition, on the length of time spend by bus or cars 

before reaching health care centers, from the residence of the victims, which could 

affect treatment, 164 ( 54 .3) respondents agree that it takes more than three hours, 

137 (45.4) disagree and 1 (0.3) are undecided. 

Table 4.16 

Distribution of Respondents Views on Quality of Health 

SN 

2 

3 

Statements 
I still believe I become sick more easily than 
other people. 

I am confident I am healthy as any other 
person. 

Due to VVF disease, I am expecting rny health 
to worsen. 

4 In general, I am confide!ll my health status is 
excellent. 

Source: Computation 

Disagree(%) 
126(41.8) 

137 (45.4) 

I 67 (55.3) 

137 (45.7) 

Neutral(%) Agree(%) 
176 (58.3) 

165 (54.6) 

135 (44.7) 

165 (54.3) 

On the quality of health, Table 4.1 6 shows that 176 (58.3) respondents believe that 

they do not easily become sick, while 126 ( 41.8) disagree. Supporting the foregoing 
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response 165 (54.6) respondents mention that they feel healthy just like other 

individuals m society, however, 137 (45.4) disagree. Similarly, 167 (55.3) 

respondents believe their health condition will stabilize, while 135 ( 44. 7) 

respondents feel otherwise. Supporting the foregoing statement 165 (54.3) 

respondents believe their health condition is good, however, 137 (45.7) feel 

otherwise, 

Table 4.17 

Distribution of Respondents Views on Intervention Programs 

SN 

2 

3 

4 

5 

Statements 
l hear about the VVF campaign to create 
awareness through the radio. 

I read about the war against VVF from 
newspapers. 

I learn about the VVF campaign through 
watching television. 

I have received a very good advice from these 
campaigns. 

I believe VVF disease is caused by harmful 
traditional practices. 

6 The information I hear from the campaign 
take away fear I have about VVF disease. 

7 I get more knowledge of how to take ca re of 
VVF problems from the campaign. 

8 From the VVF campaign, I believe VVF 
repairs will improve my life. 

9 I believe that VVF repairs will make me live a 
normal !i fe as before. 

10 Free cure encourages me to take part in VVF 
campaign. 

11 Health workers involve me 1n decisions to 
help me return to normal life. 

12 I believe my full participation in VVF cure is 
because ofVVF campaign. 

13 I am convinced that VVF campaign assisted 
me. 

161 

Disagree(%) 
114 (34.4) 

301 (99.7) 

232 (76.9) 

130 (43.0) 

116 (38.4) 

115 (38.1) 

120 (39.7) 

119 (39.4) 

140 (48.4) 

141 (46.7) 

I 04 (34.4) 

135 (44.7) 

l34 (44.4) 

Neutral(%) 

1 (0.3) 

4 (1 ,3) 

2 (0.7) 

2 (0.7) 

Agree(%) 
198 (65.7) 

66 (21.9) 

172 (57.0) 

184 (61.0) 

187 (62.0) 

182 (62.2) 

183 (60.6) 

162 (53.7) 

161 (54.3) 

198 (65.6) 

167(55.3) 

166 (54.9) 



14 l believe the advice I received about my VVF 126 (41.7) 176 (58.3) 
disease has been helpful. 

15 I believe that my family supponed me as a 146 (48.3) 156 (51.6) 
result ofVYF campaign. 

16 I still believe VVF disease can be cured by 145 (48.0) 157(5 1.9) 
traditional medicine. 

17 I am confident about my VVF disease as a 139 (46.0) 163 (54.0) 
result of health awareness campaign. 

18 I still believe the knowledge I got is enough to 145 (48.0) 157 (52.0) 
take care of problems from my disease. 

19 f believe that teaching I received from staff 158 (51.3) I (0.3) 146 (48.3) 
take away fear I have about VVF disease. 

20 I am confident that YVF repairs made me live 149 (48.3) 1 (0.3) 152 (51.3) 
a normal life as before. 

21 I believe allowing me to take part in decis ions 147 (40.7) 155 (51.3) 
about my care by health workers helped me 
return to normal life 

Source: Computation 

On intervention programs, Table 4.17 shows that 198 (65 .7) respondents have 

learned about the VVF awareness campaign through the radio, while 114 (34.4) 

disagree. Similarly, 301 (99.7) and 232 (76.9) affirm that newspapers and television 

programs do not provide adequate sources of VVF awareness campaign, while an 

insignificant number 66 (21.9) feel otherwise and 1 (0.3), 4 (1.3) are undecided. 

Additionally, 172 (57.4) respondents stated they have benefitted from the awareness 

campaign program, while 130 (43 .0) disagree. 

In addition, 183 (60.6) and 162 (53.7) respondents believe that VVF surgical repairs, 

which is an aspect of rehabilitation program will improve their lives as well as make 

them live a normal life as before, while 11 9 (39.4) and 140 (48.4) disagree. 

Similarly, 176 (58.3) respondents agree that VVF counseling has increased their 

treatment seeking behavior, while 126 ( 41. 7) disagree. Again, 157 (52.0) respondents 
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believe knowledge acquired from skills training would help to solve some problems 

regarding their disease, while 145 ( 48.0) disagree. Unlike skills acquisition, 158 

(51.3) respondents state that teaching through educational campaigns does not allay 

fears about their disease, while 146 ( 48.3) feel otherwise. 

Table 4.18 

Distribution of Respondents Views on Intention to Seek Treatment 

SN Statements Disagree(%) 
I attach a lot of importance to my health, so I 
try to seek help from doctors, nurses or 
midwives. 

2 

3 

I always receive cure at the correct time. 126 {41.7) 

4 

5 

6 

7 

8 

9 

J am encouraged to look for health care 
because staffs behave themselves well. 

I am encouraged to look for a cure because the 
hospital surroundings are conducive to me. 

I cannot seek for cure 3 months ago because 
of distance from my place to hospital. 

In the last 3 months, I cannot look for a cure 
because it is expensive. 

I am afraid of death or the harmful result of 
treatment. 

I feel ashamed for revealing my disease of 
leaking urine. 

I depend on money fi-om family members to 
pay for the cure. 

10 Hiding my disease from other people is 
acceptable in my area. 

11 l am worried that staff would reveal my 
disease to other people. 

Source: Computation 

164 (54.3) 

138 (45.7) 

165 (54.6) 

164 (54.3) 

138 (45.7) 

165 (54.6) 

185 (61.3) 

147 (48.7) 

138 (34.4) 

Neutral(%) 
l (0 .. 3) 

I (0 .. 3) 

1 (0.3) 

2 (0.7) 

1 (0.3) 

Agree(%) 
301 (99.6) 

175 (57.9) 

138(45.7) 

164 (54.3) 

136 (45.0) 

138 (45.7) 

164 (54.3) 

135 (44.7) 

115 (38.4) 

155 (51.4) 

164 (54.3) 

Table 4.18 shows that all the 30 l (99 .6) respondents state that they seek for treatment 

from competent health personnel because they attach a lot of importance to their 

healib, while 1 (0.3) respondent is undecided. Similarly, majority 175 (57.9) of the 
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respondents said they feel encouraged to seek treatment because they always receive 

treatment at the right time, while 126 (41.7) disagree. However, regarding staff 

behavior, 164 (54.3) respondents mentioned they were discouraged at a certain point 

to seek treatment because of staffs misbehavior, while 138 (45.7) feel otherwise. In 

addition, regarding hospital environment, 164 (54.3) respondents were stimulated to 

participate in VVF treatment because the hospital environment is favorable to them, 

however, 138 (45.7) respondents disagree. 

In addition, 165 (54.6) respondents state that distance has not been a barrier for them 

to seek for VVF cure, while 136 (45.0) feel otherwise and I (0.3) participants are 

undecided. Apart from a distance, 164 (54.3) mention they seek treatment because it 

is affordable, in that, the cure is rendered free, while 138 (45.7) respondents state that 

other expenses for managing relatives who escort them impede treatment-seeking 

behavior. Similarly, 155 (51.4) respondents said they seek treatment early enough 

because in their community the sick are encouraged to reveal their disease status to 

receive appropriate advice, while 147 (48.7) feel otherwise. 

4.8 Factor Analysis 

Factor analysis is a method for the reduction of data, by summarizing variable 

structures in a particular dataset. Certain conditions need to be met before carrying 

out factor analysis. Tabachnick & Fidel, (2007) opined that it is vital to have a 

minimum sample size of 300. Hair et al., (2010} explained that the general rule of 

thumb for a factor to be performed is to have a minimum of 5 respondents per 

variable under study. 
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This study uses principal component analysis (PCA), which extracts factors based on 

eigenvalue greater than or equals to 1. Pallant (2007) and Hair et al. (2010) for 

example, argues that factor analysis is regarded appropriate when most of the 

correlation coefficient of items are at least 0.3 and above. Moreover, Bartlett's test of 

the sphericity needs to stand significantly on (p<0.05). Additionally, Kaiser-Meyer

O1.kin (KMO) as well as an overall measure of sampling adequacy (MSA) needs to 

be at least at 0.5 and above for good analysis of factors. When the value is lower than 

0.6, this shows the need for introducing new variables or collecting additional data 

(Field, 2009). Hair et al. (2013) suggested classification of KMO as values between 

0.5 and 0.7, which are considered average, 0.7; 0.8 good; 0.8 and 0.9 as very good, 

and value above 0.9 excellent. 

Similarly, Hair et al., (2010) argued that value of the measure of sampling adequacy 

(MSA) must be more than 0.5 for the overall test as well as individual variables, item 

loading lower than 0.5 is removed, although a loading of 0.3 is considered as the 

minimum (Tabachnich & Fiddel, 2014). When determining the number of factors 

(components) to extract, it is essential to consider other vital output (KMO, and total 

variance explained), and the identification of factor is solely based on the item with 

the highest loading (Hair et al., 2010). 

Based on the suggestions made by several scholars (Tabachnick & Fidel, 2007; 

Pallant 2007 and Hair et al. 2010; Hair et al., 1998 & 20 10; and Tabachnich & 

Fiddle, 2014) on the decisions and rules for the conduct of factor analysis, the cun-ent 

study employed such recommendations as a basis for carrying out principal 
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component analysis. Thus, factor analysis of the dependent variable, the independent 

variable, and moderating variables are as follows: 

4.8.1 Factor Analysis of Intention 

Table 4.19 shows the result of factor analysis for Intention. This variable was 

measured using principal component analysis with 11 items as unidimensional. 

Table 4.19 

Result of Factor Analysis for Intention 

INTI! 
INT04 

INT03 

INTO? 
INT06 
JNTlO 
lNT05 

INT02 
INT08 
INT09 

Items 

I am worried that staff would reveal my disease to other people. 
I am encouraged to look for a cure because hospital surrounding is 
conducive to me. 
I am encouraged to look for health care because staff behaves 
themselves well. 
I am afraid of death or harmful result of treatment 
In the last 3 months, I cannot look for a cure because it is expensive. 
Hiding my disease from other people is acceptable in my area. 
I cannot seek for cure 3 months ago because of distance from my place 
to hospital. 
I always receive care at the correct time. 
I feel ashamed for revealing my disease ofleaking urine. 
I depend on money from family members to pay for the cure. 
Eigenvalue 
Percentage of variance 
KMO 
Bartletl' s test for sphericily 
Significance 

Loading 1 

.94 

.94 

.94 

.94 

.94 

.89 

.82 

.80 

.78 

.50 
7.564 
81.2 
.91 

8435.003 
.000 

Intention to seek treatment is the dependent variable in this study, which was 

measured using 11 items. The eleven items measured as one-dimensional, having 

been exposed to principal component analysis. 

Table 4.19 shows that the factor loadings for the 10 items in the components are 

above the threshold of 0.5. In the current study, the least factor loading of the items 

for is 0.50, while the highest factor loading is 0.94 In addition, item one (INT0l) was 
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deleted due to measurement issues. Review of the correlation matrix indicates that all 

the coefficients have values of 0.3 and above. 

Additionally, Kaiser-Meyer-O1.kin (KMO) measure of sampling adequacy shows a 

value of 0.91, which is above the benchmark of 0.50. This shows that the sample size 

is suitable for factor analysis. Equally, Bartlett's test of sphericity is significant 

statistically, which backs the factorability of the correlation matrix as the p-value 

stands at 0.000. 

The Principal component analysis (PCA) shows one component and has eigenvalue

exceeding 1. The extracted component was named intention to seek treatment. The 

justification for naming the components as an intention to seek treatment is based on 

suggestions made by Hair, et al (2014), who suggest that researchers should consider 

the meanings of items with the highest loading in the process of naming constructs. 

As can be seen in Table 4.19, the first three items in the component are characterized 

by statements showing aim, plan and intended action (intention). 

4.8.2 Factor Analysis of Decision-making 

Decision-making is one of the independent variables in this study, which was 

originally measured using 4 items. Table 4.20 shows the result of factor analysis for 

decision-making. The four variables measured as one-dimensional, having been 

exposed to principal component analysis. 
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Table 4.20 

Results of Factor Analysis of Decision-Making 

OMO! 
DM04 

DM03 

DM02 

Items 
I have the final say deciding to go to health care. 
I rely on the assistance of my husband or husband's relatives when 
deciding to look for health care. 
I have the final say deciding for the fam ily how money is spent on 
health care. 
I have the last say in deciding where the family looks for health care. 
Eigenvalue 
Percentage of variance 
KMO 
Bartlett's test for sphericily 
Significance 

Loading 1 
.96 
.95 

.95 

.95 
3.65 

91.34 
.85 

1586.27 
.000 

Table 4.20 shows that the factor loadings for the 4 items in the components are above· 

the threshold of 0.5. In the current study, the least factor loading for the items of 

decision-making is 0.95, while the highest factor loading is 0.96. No item was 

deleted. Review of coJTelation matrix indicated that all the coefficients have values 

of 0.3 and above. 

Additionally, Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy shows a 

value of 0.85, which is above the benchmark of 0.50. This shows that the sample 

size is suitable for factor analysis. Equally, Bartlett's test of sphericity is significant 

statistically, which backs the factorability of the correlation matrix as the p-value 

stands at 0.000. Additionally, the Principal component analysis (PCA) shows one 

component and has eigenvalue-exceeding 1. The extracted component was named 

decision-making related to the ability of women to seek for health care services. The 

percentage of the varic1nce wa~ 91 .1 percent. 
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4.8.3 Factor Analysis of Attitude of Health Personnel 

The attitude of health personnel is one of the independent variables in the current 

study, which was measured using 8 items. Table 4.21 shows the result of factor 

analysis for the attitude of health personnel. Initially, the variable was measured 

using 8 items as one-dimensional, which was exposed to principal component 

analysis. 

Table 4.21 

Result of Factor Analysis for Attitude of Health Personnel 

AHP04 
AHP03 
AHP08 
AHP02 
AHP07 
AHP06 

Items 

Health workers abuse me 
Health workers are friendly to me 
Staff does not keep my disease condition secret from other people 
Staff treat me with kindness 
Health workers behave themselves well to me. 
The s taff takes my disease condition seriously. 
Eigenvalue . 
Percentage of variance 
KMO 
Bartlett Test for sphericity 
Significance 

Loading 1 

.92 

. 9 I 

.88 

.86 

.85 

.73 
4.620 

70 
.85 

1794.62 
.000 

Table 4.21 shows that the factor loadings for six items in the component are above 

the threshold of 0.5. In the current study, the least factor loading of the items for the 

attitude of health personnel is 0.73, while the highest factor loading is 0.92. Two 

items (AHP0l & AHP05) were delet.ed due to low commonality.' The deleted items 

did not match with other items in the component. Deleting items with commonalities 

problem raises the value of total variance explained. Review of correlation matrix 

indicated that all the coefficients have values of 0 .3 and above. 

Additionally, Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy shows a 

value of 0.85, which is above the benchmark of 0.50, and this shows that the sample 
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size is suitable for factor analysis. Equally, Bartlett's test of sphericity is significant 

statistically, which backs the factorability of the correlation matrix as the p-value 

stands at 0.000. 

The Principal component analysis (PCA) shows one component and has eigenvalue

exceeding 1. The extracted component is entitled perception of the attitude of health 

personnel. The percentage of the variance was 70 percent. The construct was named 

perception of the attitude of health personnel from the viewpoints of patients based 

on suggestions made by Hair, et al. (2014) who advise researchers to consider the 

items with highest loadings while naming a factor. Based on the foregoing 

suggestion, the three items with the highest scores in the component denotes 

perceptions of the patient on the attitude of health personnel. 

4.8.4 Factor Analysis of Low Stigma 

Stigma is one of the independent variables in the current study, which was measured 

using 8 items. Table 4.22 shows the result of factor analysis for low stigma. The 

variable was measured as one-dimensional, which was exposed to principal 

component analysis. 

Table 4. 22 

Result of Factor Analysis of Low Stigma 

LSTM02 
LSTM03 
LSTMOI 
LSTM04 
LSTMOS 
LSTM06 
LSTM08 

Items 
In the last one-year, people treat me very bad. 
I was afraid because people abuse me to my hearing. 
I feel ashamed of myself because people do not want to interact with me. 
I live in fear because people worry me. 
I livt: in frar be<.;ause my neighbors sometimes beat me 
l blame myself for the disease of leaking urine that happens to me. 
1 feel like I want to kill myself because ofmy VVF disease. 
Eigenvalue 
Percentage of variance 
KMO 
Bartlett's test for sphericity 
S ignificance 
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Loading 1 
.95 
.93 
.92 
.92 
.52 
.46 
.44 

4.26 
71.1 
.86 

1854.54 
.000 



Table 4.22 shows that the factor loadings for the seven items in the components are 

above the threshold of0.5. The least factor loading of the items for this component is 

0.44, while the highest factor loading is 0.95. In addition, one item (LSTM07) was 

deleted due to measurement issue. A review of correlation matrix indicated that all 

the coefficients have values of 0.3 and above. 

Additionally, Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy shows a 

value of 0.86, which is above the benchmark of 0.50, this shows that the sample size 

is suitable for factor analysis. Equally, Bartlett's test of sphericity is s ignificant 

statistically, which backs the factorability of the correlation matrix as the p-value 

stands at 0.000. 

The Principal component analysis (PCA) shows one component and has eigenvalue

exceeding I. The name of the component is a low stigma. The percentage of the 

variance was 7 1. 1 percent. The justification for naming the component low stigma 

was based on the suggestion made by Hair, et al. (2014) that the researcher should 

choose factor names utilizing items with the highest scores. Based on the foregoing 

suggestion, the items with the highest scores among the component denotes an 

element of low discrimination and social judgment against the patients, which entails 

the low stigma. 

4.8.5 Factor Analysis of Social Support 

Social support is one of the independent variables in the current study, which was 

measured using 7 items. Table 4.23 shows the result of factor analysis of social 

support, which was exposed to principal component analysis. 
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Table 4. 23 

Result of Factor Analysis of Social Support 

Items 

SSU02 I am confident my family, friends, or neighbors could easily help me with my 
daily activities if my disease condition becomes severe. 

SSU03 I believe I can meet someone for advice if! have a health problem. 
SSU04 I am confident if I need advice about VVF disease that affects me, there is 

someone I can meet. 
SSU05 I do not receive an invitation to do something together with other people 

because of my disease. 
SSU06 I believe anytime I want to eat food there is someone I can invite to join me. 

Eigenvalue 
Percentage of variance 
KMO 
Bartlett's test for sphericity 
Si!mi fi cance 

Loading 1 

.89 

.88 

.88 

.87 

.69 
4.47 
63.9 
.88 

1421.15 
.000 

Regarding factor loading of social support, Tabl'e 4.23 shows the loadings for all the 

5 items in the components are above the threshold of 0.5. In the current study, the 

least factor loading of the items is 0.69, while the highest factor loading is 0.89. Two 

items were deleted (SSU0l & SSU07) due to measurement issues. A review of 

correlation matrix indicated that all the coefficients have values of 0.3 and above. 

Additionally, Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy shows a 

value of 0.88, which is above the benchmark of 0.50, this shows that the sample size 

is suitable for factor analysis. Equally, Bartlett's test of sphericity is significant 

statistically, which backs the factorability of the correlation matrix as the p-value 

stands at 0.000. 

The Principal component analysis (PCA) shows one component and has eigenvalue

exceeding 1. The extracted component was named social support. The percentage of 

the variance was 63.9 percent. The justification for naming the component social 

support was based on the suggestion made by Hair, et al. (2014) that the researcher 

should choose factor names utilizing items with the highest scores. Based on the 

172 



foregoing suggestions, the items with the highest scores among the component 

denotes an element of receiving help from people close to the client, which implies to 

social support. 

4.8.6 Factor Analysis of Transportation 

Transportation is one of the independent variables in the current study, which was 

initially measured using 9 items. Table 4.24 shows the result of factor analysis for 

transportation, which was exposed to principal component analysis. 

Table 4. 24 

Result of Factor Analysis of Transportation 

TPR03 
TPR09 

TPE04 
TPR07 
TPR06 

TRP08 

TRP02 

Items 

I missed appointments with doctors due to poor transport. 
I experience problems getting to the hospital due to lack of buses or 
cars. 
I receive care or medicine late because of poor transport 
Commercial buses/motorcycles run more frequently in our areas. 
I go to the hospital with ease because I can always get cars or 
motorcycle to carry me. 
Buses or cars take more than 3 hours to reach the hospital from my 
area. 
I cannot always get a car, bus or motorcycle to take me to the hospital 
because of where J live. 
Eigenvalue 
Percentage of variance 
KMO 
Bartlett's test for sphericity 
Significance 

Loading 1 

.89 

.88 

.87 

.86 

.83 

.72 

.69 

4.85 
67.7 
.88 

1656.67 
.000 

Concerning factor loading of transportation, Table 4.24 shows the loadings for the 

seven items in the component are above the threshold of 0.5. The least factor loading 

is 0.69, while the highest factor loading is 0.89. Review of correlation matrix 

indicated that all the coefficients have values of 0.3 and above. 

Furthermore, Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy shows a 

value of 0.88, which is above the benchmark of 0.50, this shows that the sample size 
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is suitable for factor analysis. Equally, the Bartlett's test of sphericity is significant 

statistically, which backs the factorability of the correlation matrix as the p-value 

stands at 0.000. 

The Principal component analysis (PCA) shows two components, however, because 

one of the components has two items (TR.PO 1 & TRP05), it was dropped based on 

the recommendation by Raubenheimer (2004) that for a factor to be retained it 

should have 3 items and above. Therefore, only one component was retained. The 

extracted component was named public transport. The percentage of the variance of 

the component was 67. 7 percent. 

4.8. 7 Factor Analysis of Quality of Health 

Quality of health is one of the independent variables in the current study, which was 

measured using 4 items. Table 4.25 shows the result of factor analysis for quality of 

health. The variable measured as one-dimensional, which was exposed to principal 

component analysis. 

Table 4.25 

Result of Factor Analysis of Quality of Health 

QOH0l 
QOH04 
QOH03 
QOH02 

Items 

I still believe I become sick more easily than other people 
In general, lam confident my health status is excellent. 
Due to VVF disease, I am expectingng my health to get worse 
l am confident I am healthy as any other person 
Eigenvalue 
Percentage of variance 
KMO 
Bartlett' s test for sphericity 
Significance 
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Loading 1 

.96 

.95 

.95 

.95 
3.661 
91.5 
.95 

1610.168 
.000 



Table 4.25 shows the factor loadings for the 4 items on the component are above the 

threshold of 0.5. In the current study, the least factor loading of the items is 0.95, 

while the highest is 0.96. In this component, no item was deleted. A review of 

correlation matrix indicates that all the coefficients have values of 0.3 and above. 

Additionally, Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy shows a 

value of 0.95, which is within the range of the benchmark of 0.50, and this shows 

that the sample size is suitable for factor analysis. Equally, Bartlett's test of sphericity 

is significant statistically, which backs the factorability of the correlation matrix as 

the p-value stands at 0.000. 

The Principal component analysis (PCA) shows one component and has eigenvalue

exceeding 1. The name of the extracted component is the quality of health. The 

percentage of variance was 91.5 percent. 

The justification for naming the component quality of health is in line with the 

suggestion made by Hair, et al. (2014) who recommends that researchers should 

focus on items with the highest loading in a component while naming a factor. Based 

on the foregoing view, the items with the highest loading in the component show 

elements of relatively stable health among VVF women, which suggest why the 

concept was named quality of health. 

4.8.8 Factor Analysis of Intervention Program 

Intervention programs are the moderating variable in the current study, which was 

initially measured using 21 items. Table 4.26 shows the result of factor analysis of 
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intervention programs. The variable was measured as multi-dimensional, which was 

exposed to principal component analysis. 

Table 4.26 

Result of Factor Analysis of Intervention Programs 

IVP20 
IVP21 

IVP1 7 

JVP16 
IVP19 

IYPl5 
1YP03 
!YPIS 

IYP14 
TYPO! 
IYP04 

IYP07 

IVP06 

!VP08 

IVP05 

Items 

lam confident that VYF repairs made me live a normal life as before. 
I believe allowing me to take part in decisions about my care by health 
workers helped me return to normal life. 
I am confident about my VYF disease because of health awareness 
campaign. 
I still believe VY disease can be cured by traditional medicine. 
I believe that teaching I received from staff take away fear I have about 
VYF disease. 
I believe that my fami ly supported me as a result ofVVF campaign. 
I learn about the YVF campaign through watching television. 
I still believe the knowledge I got is enough to take care of the problem 
from my disease. 
I believe the advice I received about my VYF disease has been helpful 
I hear about the YYF campaign to create awareness through the radio. 
I have received a very good advice from the VVF campaign. 

I get more knowledge of how to take care of VVF problems from the 
campaign. 
The information I hear from the campaign cake away fear I have about 
VYF disease. 
I believe my full participation in VVF care is because of the VVF 
educational campaign. 
l believe VVF disease is caused by the harmful traditional practice. 
Eigenvalue 
Percentage of variance 
KJ'vtO 
Bartlett's test for spherici ty 
Significance 

Loading 1 

.89 

.84 

.84 

.83 

.82 

.79 

.77 

.76 

.73 

.69 

.66 
Loading 2 

.87 

.85 

.85 

.83 
9.483 
76.0 
.94 

4415.356 
.000 

Regarding factor loading of intervention programs, Table 4.26 shows the loadings for 

15 items in the components, which are above the threshold of 0.5. In the current 

study, the least factor loading among the items is 0.66, while the highest factor 

loading is 0.89. Six items out of 2i items (IVP02, IVP09, fVPI0, IVPI 1, IVP12 & 

IVP 13) were deleted due to low commonality. The deleted items did not match with 

other items in the component. A review of correlation matrix indicates that all the 

coefficients have values of 0.3 and above. 
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Furthermore, Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy shows a 

value of 0.94, which is above the benchmark of 0.50, and this shows that the sample 

size is suitable for factor analysis. Equally, Bartlett's test of sphericity is significant 

statistically, which backs the factorability of the correlation matrix as the p-value 

stands at 0.00. 

The Principal component analysis (PCA) shows one component and has eigenvalue

exceeding 1. The names of the two extracted components are rehabilitation for 

component one and the second component was named campaign. The percentage of 

variance was 76.0 percent. The justification for the two names given to the 

components is in line with the suggestion made by Hair, et al. (2014) who 

recommends that researchers should focus on items with the highest loading in a 

component while naming it. Based on the foregoing view, the first three items with 

the highest loading in the component one are characterized by trying to make VVF 

women live a normal life as before, which is suggestive ofrehabilitation. The second 

component's highest loadings denote an element of the campaign, hence the name 

was given to the component in this study. 

4.9 Assessment of PLS-SEM Path Modeling 

The path models are graphs that are used to make a visualization of variables and the 

relationships that a researcher hypothesized, which are assessed through the 

application of structural equation modeling (SEM) (Hair et al. 201 1). In a PLS

SEM, constructs or la tent variables are shown as circles, whereas items or indicators 

(manifest variables) are shown as rectangular in shape (Hair et al., 2014). According 

to Hair et al. (20 11) and Hair et al (2014), arrows in a model indicate the relationship 
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between constructs and between that particular construct and its indicator. Usually, 

the arrows have single-head in the PLS model, which shows directional relationships. 

The PLS path model has two basic elements. These features are measurement model, 

which is also referred to as an outer model and structural model, which is also called 

the inner model in the smart pis (Hair et al., 2014). Precisely, measurement model or 

the outer model is that element of the path model, which comprises of indicators and 

the relationships with their latent constructs. Nevertheless, this study considers the 

two types of measurement models, namely, formative and reflective. 

The reflective measurement model is the one whereby the direction of its arrows 

arises from the latent construct to its indicators, suggesting that the latent constructs 

are the causes of the indicators or measurement items (giving arrows). The formative 

measurement model, which is the second type of measurement model is the one in 

which the arrows arise from the indicator variables to the latent construct, in essence, 

the indicators formed the constructs (receiving arrows) (Henseler, Ringle & Sinkovic 

2009). Figure 4 .2 signifies the process of the assessment of PLS-SEM path model 

employed in the current research (Henseler et al., 2009). 
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Assessment of 
Measurement 

Model 

Assessment of 
Structural 

Model 

Assessment of Measurement Mode! 
• Individual Items Reliability 
• Internal Consistency Reliability 
• Convergent Validity 
• Discriminant validity 

Assessment Results of Formative Measurement Construct 
• Collinearity Assessment 
• Significance and Relevance for the Indicators 

Assessment of Structural Model 
• Assessing the significance of path coefficients 
• Evaluating the level of R-squared values 
• Determining the effect size (f2) 
• Assessment of the predictive relevance (Q2) 
• Testing Significance of theory 
• .Assessing the significance of path coefficients 
• Examining moderating effect 
• Determining Strength of Moderating Effects 

Figure 4.2 A Two-Step Process of PLS Path Model Assessment 

4.9.1 Assessment of Measurement Model 

An assessment of a measurement model involves establishing individual item 

reliability, internal consistency reliability, convergent validity and discriminant 

validity of each reflective construct (Hair et al., 2014; Hair et al., 201 1, & Henseler 

et a l. 2009). 

In examrnmg formative construct in this study, this researcher has assessed two 

situations on each indicator for such an item to be considered useful or not in the 

construct (Hair et al., 2012). Firstly, this researcher examined the collinearity 

statistics among the indicators using variance inflation factor (VIF) and tolerance, the 

threshold of which is 5 for VIF and 0.20 for tolerance level. The second condition is 

assessing the significance of the statistical contribution of every formative indicator 

to the main construct. 
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However, since the moderating variable of this study is the reflective-formative type, 

this study in the first instance, utilized repeated indicator approach (refer to 

Appendix D). The repeated indicator has been achieved through repeating indicators 

of the lower order components (LOCs), such as rehabilitation and campaign on 

higher order component (HOC), which is intervention programs (IVP), so as to 

obtain the latent variable scores of LOCs (see Ringle, Sarstedt, & Straub, 2012). The 

LOCs obtained was then utilized to make a two-stage approach model (refer to 

Appendix D), thus, utilizing each of the LOC's scores as a formative indicator to the 

HOC (Hair et al., 2014). 

Therefore, the analysis of the measurement model for the reliability of the reflective 

constructs and validity of both reflective and formative constructs was calculated 

based on the new two-stage approach model (see Appendix D). Therefore, as 

indicated earlier by this researcher, the first set of analysis carried out is the 

individual item reliability, so also construct reliability and validity of reflective 

constructs. Subsequently, assessment of collinearity among formative indicators was 

conducted utilizing VIF values and the significance of the statistical contribution 

(that is to say, both relative and absolute contributions) of each of the indicators to 

the central construct was also computed. 

4.9.1.1 Individual Item Reliability of Reflective Measurement Model 

The individual item reliability was examined through assessing outer loadings of 

every construct's measure, which is in line with the recommendations of Hulland 

(1999); Duarte & Raposo (2010); Hair et al., (2012), and Hair et al., (2014). 

Adhering to the rnle of thumb for items retention with loadings between 0.40 and 
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0.70 (Hair et al., 2014), it occurred that out of 72 items, 14 items were deleted due to 

loading problems. Therefore, in the current model, 58 items (including 15 items for 

IVP construct, which were hidden to beautify the model) were retained because they 

had loadings between 0.49 and 0.96, as shown in Table 4.27 and Figure 4.3. 

181 



Lmn tsm 

!! 

w, rr~ l,n1 

lFPr J. I lFP 

0/ 
~ 

F' igure 4.3 Measurement Model 

182 



Table 4. 27 

Measurement Model: Reliability and Convergent Validity 

Constructs Items Loadings CA CR AVE 

Attitude of Health Personnel AHP2 0.86 .93 .94 0.75 
AHP3 0.91 
AHP4 0.92 
AHP6 0.75 

AHP7 0.86 
AHP8 0.89 

Decision-making DMI 0.96 .96 .97 .91 
DM2 0.95 
DM3 0.95 
DM4 0.96 

Intention 1Nno 0.86 .95 .96 .74 
INTI I 0.95 
INT2 0.77 
JNT3 0.95 
TNT4 0.95 
INT5 0.75 
INT6 0.95 
INT7 0.95 
INT8 0.86 
lNT9 0.54 

Low Stigma LSTMI 0.93 .86 .90 .59 
LSTM2 0.96 
LSTM3 0.95 
LSTM4 0.93 
LSTM5 0.52 
LSTM6 0.43 
LSTM8 0.42 

Quality of Health QOHI 0.97 .96 .97 .91 
QOH2 0.95 
QOH3 0.95 
QOH4 0.95 

Social Support SSU2 0.89 .90 .93 .73 
SSU3 0.89 
SSU4 0.88 
SSU5 0.90 
SSU6 0.71 

Transportation TRP2 0.70 .92 .93 .68 
TRP3 0.90 
TRP4 0.88 
TRP6 0.83 
TRP7 0.85 
TRP8 0.73 
TRP9 0.89 

Note: CA= Cronbach 's Alpha; CR=Composite Reliabi lity; AVE=Average Variance Extracted 
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4.9.1.2 Internal Consistency Reliability of Reflective Model 

The internal consistency reliability focuses on the extent to which the entire items on 

a particular scale measures the same concept (Bijttebier et al., 2000; Sun et al., 

2007). In an organizational study (e.g., Bacon, Sauer, & Young, 1995; McCrae, 

Kurtz, Yamagata, & Terracciano, 201 1 and Peterson & Kim, 2013), Cronbach's 

coefficient and composite reliability coefficient constitute the most commonly 

employed estimators of internal consistency reliability of an instrument. In the 

present study, composite reliability coefficient was selected to determine the internal 

consistency reliability of instruments adapted. 

There are two main reasons that justified the use of composite reliability coefficient. 

First, composite reliability coefficient (PC) offers much few biased estimate of 

reliability than Cronbach's alpha coefficient (CA), this is because CA has as its 

assumption that all items have equal contribution to its construct, without necessarily 

considering the actual contribution of individual loadings (Barclay, Higgins, & 

Thompson, 1995; Gotz, Liehr-Gobbers, & Krafft, 2010). 

The second reason for the use of composite reliability coefficient is that Cronbach 's 

alpha might under or over-estimates the scale reliability. Conversely, composite 

reliability considers that indicators have varied loadings and could be interpreted the 

same way as Cronbach's Alpha (that is to say, whichever particular reliability 

coefficient is employed, an internal consistency reliability, value above 0.70 is 

considered satisfactory for an adequate model, while a value of below 0.60 shows a 

lack of reliability). However, interpretation of internal consistency reliability by 

composite reliability coefficient was centered on the rule of thumb, which was 
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offered by Bagozzi & Yi (1988) and Hair et al. (2011), who recommends that 

composite reliability coefficient be at least 0.70 and above. 

Table 4.27 indicates the composite reliability coefficients of the latent constructs 

used in the current study. The composite reliability coefficient of latent constructs is 

between 0.93 to 0.97, with each value above the minimum standard of 0.70. The 

foregoing values recorded to indicate that the measures used in this study have 

adequate internal consistency reliability, which is in line with the opinion of Bagozzi 

& Yi (1988) and Hair et al. (2011). 

4.9.1.3 Convergent Validity 

Convergent validity means the extent to which items accurately represent intended 

latent constructs and how they correlate with other measures of the same latent 

constructs (Hair et al., 2006). In the current study, convergent validity was examined 

by assessing average variance extracted (A VE) of every latent construct, as 

recommended by Fornell and Larcker ( 1981 ). In order to attain satisfactory 

convergent validity, Chin ( 1998) suggested that A VE of every latent construct should 

reach 0. 50 or above. Adhering to the values indicated by Chin ( 1998), the A VE 

values obtained in the present study (refer to Table 4.27) show loading greater than 

0.50 on each constrnct, which shows adequate convergent validity. Specifically, the 

least value of A VE in the current study is 0.59, while the highest value is 0.91. 

4.9.1.4 Discriminant Validity of Reflective Models 

Accord ing to Duarte & Raposo (2010), discriminant validity refers to the degree to 

which a given latent constructs varied from other latent constructs. In the current 
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study, discriminant validity was established through using A VE, which is in line with 

the suggestion made by Fornell and Larcker (1981 ). The A VE was achieved by 

comparing correlations amongst latent constructs with the square roots of the average 

variance extracted (Fornell & Larcker, 1981). Furthermore, discriminant validity 

was ascertained through Chin's ( 1998 criterion, which suggests comparing indicators 

loading with other reflective indicators at the cross loading table. Firstly, as a rule of 

thumb for assessing discriminant validity, Fornell and Larcker (1981) recommend for 

using A VE with the scores of 0.50 and above. 

Additionally, to attain satisfactory discriminant validity, Fornell and Larcker ( I 981) 

suggest that square roots of A VE have to be greater than correlations among latent 

constructs. As shown in Table 4.27, values of AVE range between 0.59 and 0 .91, 

indicating satisfactory values. In addition, Table 4.28 shows correlations among 

latent constructs, which were compared with the square root of A VE (see the bold 

values). Furthermore, Table 4.28 shows that the square roots of A VE are greater than 

correlations among the latent constructs, which implies to the presence of sufficient 

discriminant validity (Fornell & Larcker, 1981). 

Table 4. 28 

Measurement Model: Discriminant Validity 

Constructs 1 2 3 4 s 6 

Attitude of Health Personnel 0.87 
Decision Making -0.38 0.96 
Intention -0.58 0.57 0.86 
low Stigma -0.45 0.26 0.55 0.77 
Quality of Health -0.71 0.54 0.80 0.56 0.96 
Social Support -0.65 0.45 0.74 0.50 0.78 0.89 
Transportation -0.68 0.47 0.78 0.56 0.79 0.77 

Note: The bolded diagonal values correspond to the square root of the A VE of the constructs 
(n=302) 
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Moreover, as stated earlier, discriminant validity could be established by comparing 

indicator's loadings with cross loading, as suggested by Chin (1998). To attain 

sufficient discriminant validity, all the indicators loadings had to be greater than the 

cross-loadings (Chin, 1998). In line with the foregoing, Table 4.29 compares 

indicator loadings with some other reflective indicators. The entire indicators 

loadings are higher than cross-loadings, which suggests sufficient discriminant 

validity. 

Table 4. 29 

Measurement Model: Discriminant Validity (Cross Loading) 

AHP OM INT LSTM QOH ssu TRP 

AHP2 0.86 -0.3 l -0.49 -0.37 -0.60 -0.57 -0.59 

AHP3 0.91 -0.37 -0.53 -0.37 -0.64 -0.59 -0.63 

AHP4 0.92 -0.35 -0.53 -0.38 -0.66 -0.60 -0.64 

AHP6 0.75 -0.30 -0.45 -0.39 -0.56 -0.47 -0.54 

AHP7 0.86 -0.31 -0.5 J -0.41 -0.60 -0.58 -0.57 

AHP8 0.89 -0.32 -0.52 -0.42 -0.63 -0.57 -0.58 

DM l -0.36 0.96 0.54 0.26 0.53 0.44 0.46 

DM2 -0.36 0.95 0.53 0.24 0.51 0.44 0.44 
DM3 -0.35 0.95 0.53 0.27 0.50 0.41 0.45 

DM4 -0. 37 0.96 0.55 0.24 0.52 0.44 0.46 

INTl0 -0.35 0.50 0.86 0.37 0.55 0.48 0.53 

TNT! l -0.45 0.51 0.95 0.43 0.64 0.59 0.62 

INT2 -0.67 0.48 0.77 0.44 0.49 0.51 0.48 
INT3 -0.46 0.50 0.95 0.43 0.65 0.59 0.63 
JNT4 -0.46 0.50 0.95 0.43 0.65 0.59 0.63 
!NT5 -0.59 0.50 0.75 0.48 0.60 0.56 0.57 

INT6 -0.46 0.50 0.95 0.43 0.65 0.59 0.63 
INT7 -0.46 0.50 0.95 0.43 0.65 0.59 0.63 
INT8 -0.66 0.53 0.86 0.57 0.63 0.57 0.45 

JNT9 -0.25 0.25 0.54 0.40 0.42 0.46 0.41 
LSTMI -0.45 0.25 0.52 0.93 0.54 0.49 0.54 
LSTM2 -0.44 0.27 0.54 0.96 0.56 0.49 0.56 

LSTM3 -0.42 0.24 0.52 0.95 0.55 0.50 0.54 
LSTM4 -0.39 0.22 0.52 0.93 0.52 0.47 0.53 
LSTM5 -0.19 0.1 0 0.24 0.52 0.26 0.23 0.25 
LSTM6 -0.23 0.15 0.22 0.43 0.21 0.20 0.19 
LSTM8 -0.18 0. 15 0.22 0.42 0.20 0.19 0.23 

QOHI -0.69 0.50 0.78 0.57 0.97 0.75 0.83 
QOH2 -0.68 0.53 0.76 0.52 0.95 0.74 0.80 

QOH3 -0.70 0.51 0.78 0.53 0.95 0.77 0.82 
QOH4 -0.64 0.52 0.74 0.53 0.95 0.71 0.78 

SSU2 -0.57 0.41 0.65 0.41 0.70 0.89 0.78 
SSU3 -0.55 0.35 0.65 0.45 0.66 0.89 0.77 

SSU4 -0.66 0.45 0.65 0.36 0.69 0.88 0.77 

SSU5 -0.64 0.42 0.67 0.36 0.72 0.90 0.80 
SSU6 -0.3:i 0.30 0.51 0.60 0.54 0.71 0.66 
TRP2 -0.43 0.33 0.50 0.36 0.54 0.57 0.70 
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TR.P3 -0.65 0.43 0.75 0.51 0.81 0.83 0.90 
TRP4 -0.60 0.39 0.75 0.54 0.76 0.82 0.88 
TRP6 -0.60 0.39 0.60 0.38 0.66 0.72 0.83 
TRP7 -0.59 0.36 0.62 0.39 0.69 0.74 0.85 
TRP8 -0.36 0.30 0.54 0.54 0.55 0.56 0.73 
TRP9 -0.66 0.52 0.78 0.54 0.81 0.82 0.89 

Note: AHP = Attitude of Health Personnel; DM = Decision Making; INT = Intention; LSTM = Low 
Stigma; QOH = Quality of Health; SSU = Social Support; TRP = Transportation 

As shown in Table 4.29, each of the reflective variables of the current study 

possesses discriminant validity, judging by the cross-loading analysis as the 

measurement indicator's loadings (shown in shaded loadings) of each construct is 

higher than their corresponding loadings diagonally. Therefore, using either method, 

all the reflective !~tent constructs in this study has discriminant validity. 

4.9.2 Assessment of Formative Constructs 

As discussed in the previous chapter ( chapter two), the construct of intervention 

programs was operationalized as a formative variable with two dimensions. The 

main justification for using the dimensions is because the constructs were derived 

from several respective scholars who use same as formative constructs (Mohammad, 

2007, Gerten et al. 2009, Bellows et al. 2014, & Odoemelan, 2015). Thus, the 

variable works as first-order reflective and second-order formative dimensions. 

4.9.2.1 Collinearity and Assessment of Significance of Formative Construct 

According to Hair et al. (2014), in the process of assessing measurement model for 

second-order formative dimension, there is no need to take account of convergent 

validity and internal consistency reliability. Therefore, smartPLS provides important 

standards for statistical calculation of quality for the formative indicators (Hair et al. 

2014). For the formative construct (intervention programs), there are two 

circumstances to assess each indicator on whether or not it is vital to the construct as 
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defined by Hair et al (2014). Firstly, it is the need to assess collinearity among 

indicators with variance inflation factor (VIF). In assessing multicollinearity among 

formative models, Pallant (20 l 0) and Gholami et al (2013) assert that variance 

inflation factor (VIF) should not be greater than 10. The second criteria are to 

examine the s ignificance of statistical contributions of each measurement indicator to 

the main construct. 

Table 4.30 

Formative Construct: VIF and Indicators Significance Result 

JVP 
Rehabilitation 
First Order 
l. 

2. 

3. 
4. 
5. 

6. 
7. 
8. 

9. 
10. 
11. 

Second Order 

Campaign 
First Order 
I. 

2. 

3. 
4. 
Second Order 

Formative Dimension 
I am confident about my VVF disease because of health awareness 
campaign. 
I believe allowing me to take part in decisions about my care by health 
workers helped me return to normal life. 
I am confident that VVF repairs made me live a normal life as before. 
I still believe VY disease can be cured by traditional medicine. 
I believe that teaching I received from staff take away fear I have about 
VVF disease. 
I believe that my family supported me as a result ofVVF campaign. 
I learn about the VVF campaign through watching television. 
I still believe the knowledge I got is enough to take care of the problem 
from my disease. 
I believe the advice I received about my VVF disease has been helpful 
I hear about the VVF campaign to create awareness through the radio. 
I have received a very good advice from the VVF campaign 
Outer VIF Tolerance T.Slatistics P. Value 
Wei ht 
0.81 1.68 0.59 55.6*** 0.00 

Formative Dimension 
I get more knowledge of how to take care of VVF problems from the 
campaign 
Things I hear from the campaign take away fear I have about VVF 
disease. 
From the VVF campaign, I believe VVF repairs will improve my life 
I believe VVF disease is caused by the harmful traditional practice 
Outer VIF Tolerance T.Statlstics P. Value 
Wei ht 
0.27 1.68 0.59 24.2~"'" 0.00 

Weight 
.89 

.86 

.89 

.88 

.88 

.87 

.85 

.81 

. 8 I 

.69 

.74 

.92 

.91 

.90 

.89 

As shown in Table 4.30, the values of VIF and tolerance for the measurement 

indicators of the formative construct (intervention programs) is less than the 
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threshold values of 10 for a variance-inflated factor, and above 0.2 for tolerance. 

This evidence shows that there is no collinearity among the indicators. Furthermore, 

the outer weights values of rehabilitation and campaign, which are formative 

indicators, show sufficient evidence of their relative contributions to the dependent 

variable (intention to seek treatment). In addition, the loadings of all the formative 

indicators/dimensions show absolute contributions to the constructs as each of their 

values is above the critical value of 0.50. Therefore, all the two dimensions are 

important to the main construct, which is in line with the opinions of Hair et al. 

(2014). Therefore, formative constructs of this research are reliable and valid. 

4.9.3 Assessment of Significance of the Structural Model 

This section offers the data analysis of the structural equation model. The assessment 

of both the direct and indirect (moderating hypotheses) was achieved through a 

standard bootstrapping procedure with 5000 bootstrap samples and 302 study's 

cases. This helps to examine the significance of path coefficients of both direct and 

moderating relationships, which is in line with the reconunendation of Hair, et al. 

(2014). This researcher analyses the two distinct structural models. The first set of 

model assessed direct relationships between independent variables (IV's) and 

dependent variables (DVs), while the second set of model examines moderating 

relationships, which is in line with the suggestions of Barron & Kenny ( 1986) and 

Hair et al. (2014). 

4.9.3.1 Hypotheses Testing for Direct Relationships 

From Figure 4.4 and 4.5, the models assess the direct relationships using the 

developed hypotheses. Specifically, Hl: Decision-making is positively related to 
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intention to seek treatment among VVF women in north-west Nigeria. H2: Attitude 

of health personnel is positively related to intention to seek treatment. H3: Low 

stigma is positively related to intention to seek treatment. H4: Social support is 

positively related to intention to seek treatment. HS: Transportation is positively 

related to intention to seek treatment. H6: Quality of health is positively related to 

intention to seek treatment. 
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Figure 4.4 Direct Relationships Algorithms 
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Figure 4.5 Direct Relationships Bootstrapping 
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Table 4.31 shows the result of direct relationships between the independent and 

dependent variables of the current research. The findings are interpreted by using the 

coefficient (Beta) of path relationship, standard error (SE) and t-Value (T-Statistics). 

The asterisk sign (*) denotes the level of significance based on the value of alpha. 

Precisely the 3 asterisks show the level of significance at 0.01, while 2 asterisks 

denote significance at 0.05. 

Table 4.31 

Structural Model: Test of Significance for Direct Relationships 

Hypothesis Relationships Beta Std T-statistics P- Decisioo 
Error value 

HI DM -> Intention 0.18 0.04 4.33*** 0.00 Supported 
H2 AHP -> Intention 0.06 0.04 1.29 0.10 Not Supported 
HJ LSTM -> Intention 0.11 O.Q3 3.15*** 0.00 Supported 
H4 SSU -> Intention 0.11 0.06 2.00*** O.Q2 Supported 
HS TRP -> Intention 0.29 0.08 3.91 *** 0.00 Supported 
H6 QOH -> Intention 0.35 0.08 4.31 *"'* 0.00 Sueeorted 
***p < 0.01 (1 tail); **p < 0.05 (I tail) (N=302) 

As shown in Table 4.31, based on the assumption of the developed hypothesis Hl , 

Decision-making is positively related to intention to seek treatment.Therefore, this 

hypothesis was supported (P=0.18, t=4.33, p<0.01). However, the result of H2 is 

inconsistent with the prediction that attitude of health personnel is positively related 

to intention to seek treatment, which was not supported (P=0.06, t=l.29, p<0.10). 

Additionally, H3 predicted the significant positive relationship between low stigma 

and treatment-seeking intention among VVF women, which was supported (P=0.11, 

t=3 .15, p<0.01). Similarly, consistent with the assumption of H4, which states that 

social support is positively related to intention to seek treatment, the hypothesis was 

supported W=0.11 , t=2.00, p<0.02). Moreover, HS proposed that transportation is 

positively related to intention to seek treatment, which was supported W=0.29, 

t=3.91, p<0.0 1). Additionally, consistent with H6, which predicts that quality of 
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health is positively related to intention to seek treatment, this hypothesis was 

supported (P=0.35, t=4.3 l, p<0.01). 

In summary, five out of the six hypotheses developed for direct relationships 

between the independent and dependent variables were empirically supported. 

Specifically, DM, QOH, TRP, STM, and SSU were supported, whereas, AHP was 

not supported. Based on the result of the direct relationship, decision-making is the 

most important construct in increasing intention to seek treatment among VVF 

women. This is followed by quality of health, transportation, low stigma and social 

support. On the other hand, the attitude of health personnel does not positively 

influence intention to seek treatment. 

The testing of the hypotheses of a direct relationship in this study is significant due to 

a number of reasons. In a study where a moderator is a major contribution, 

examining variables for a direct relationship is important because the association 

between the independent variables and the dependent variable provide a background 

for the introduction of a moderating variable due to the inconsistencies among the 

previously reviewed literature. The foregoing assumption is also in line with the 

views of Barron et al (1986) and Barron et al. (2001 ). Secondly, the hypothesized 

direct relationships among the six individual psychosocial variables provided some 

gaps, as indicated in the concluding part of each of the reviewed variable. These gaps 

were filled by this study. Finally, the direct relationship results, particularly, the 

testing of the significance of theory, which also represents the combination of the 

first six individual psychosocial variables in TRA, provide an understanding on the 

contribution of the interaction among the variables represented by the theory of 
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reasoned action m increasing participation of VVF women in treatment. So for 

example, the hypothesized relationship between attitude and intention to seek 

treatment shows that a combination of the positive attitude of health personnel and 

relative quality of health of the disease victims immensely increase treatment 

seeking. In line with the foregoing, the testing of hypotheses for direct relationships 

in this study is significant because of the contributions the procedure provides. The 

contribution of this method has not been known among previous literature before this 

study. 

4.9.3.2 Coefficient of Determination for Direct Relationships (R2) 

Assessment of coefficient of determination (R-squared) is part of the assessment of 

structural model's relationships in PLS-SEM, apart from the examination of 

significance and relevance of the model (Hair et al., 2011; Hair et al., 2012; Henseler 

et al., 2009). R-Squared measures the predictive accuracy of the model in a research, 

which is determined as the squared correlations between the predicted and actual 

values of the endogenous construct (Hair et al. 2014). R2 as a value denotes a 

collective effect of the exogenous latent variables on endogenous construct (Hair et 

al. 2014). In this study, the R-squared value of the endogenous construct of the direct 

relation model is indicated in Table 4.32. 

Even though it is challenging to state a threshold for an acceptable R2 value level, as 

it solely depends on the complexity of the model and study's discipline, several 

scholars have given certain values as a rule of thumb (Hair et al., 2014). Precisely, 

Hair et al., (2014) and Henseler et al., (2009) have recommended R2 values of 0.75 

as substantial, 0.50 as moderate and 0 .25 as weak. However, Chin (1998) suggested 
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R2 values of 0.67 as substantial, 0.33 as moderate and 0.19 as weak in a model of 

PLS-SEM. Moreover, Jim (2013) stated that if a research model is to be used in 

making predictions for the purpose of decision-making, a greater R2, which can 

explain a variance of up to 89.0% is equally important. 

Table 4.32 

Coefficient of Determination for Direct Relationships: R-Squared 

Construct R-squared Value (R2) 
Intention .72 

As indicated in Table 4:32, the model of this study explains 72% of the total variance 

in intention to seek treatment. This presupposes that the six exogenous latent 

constructs ( decision-making, the attitude of health personnel, low stigma, social 

support, transportation, quality of health) have explained 72 percent of the variance 

in intention to seek treatment. Based on Chin (1988) and Jim (2013) suggestion, the 

R2 explained by the exogenous variables on an endogenous variable in a direct 

relationship is substantial. 

4.9.3.3 Assessment of Effect Size (f2) 

Apart from examining the combined contributions of exogenous variables upon 

endogenous latent construct, this study also considered the effect size. The effect size 

shows the relative influence of a specific exogenous latent variable on an 

endogenous latent construct by way of changes in the level of R-squared when a 

Partil'ul<>r "",.;able is Pvl"lurlPd 1Cl-iu'n 1998) Eff'pct C-;'7 .. ; c- "alculateu1 "San in"rP<>~ 4 
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the R-squared of the latent variable, to which the path has a connection with, relative 

to the proportion of latent variable's unexplained variance (Chin, 1998) Therefore, 

effect size can be expressed using the following formula as suggested by Cohen 
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(1988); Wilson, Callaghan, Ringle, & Henseler (2007), and Selya, Rose, Dierker, 

Redeker, & Mermelstein (2012) : 

Effect size: f2 = R2 included - R2 excluded 

1 - R2 included 

According to Cohen (1998), the f2 values of 0.02, 0.15 and 0.35 are considered as 

having effects that are weak, moderate and strong, respectively. The respective effect 

sizes of latent variables of the structural model in the present study are shown in 

Table 4.33. 

Table 4.33 

Assessment of the Effect Size for Direct Relationships: F-Square (f2) 

R-squared Included Excluded f-squared Effect size 

Decision-making 0.72 0.70 0.06 Small 
Attitude of Health Personnel 0.72 0.72 0.00 None 
Low Stigma 0.72 0.71 0.02 Small 
Social Support 0.72 0.72 0.00 None 
Quality of Health 0.72 0.69 0.09 Small 
Transportation 0.72 0.71 0.05 Small 

As shown in Table 4 .33, the effect sizes of decision-making, the attitude of health 

personnel, low stigma, social support, quality of health, and transportation on 

intention to seek treatment are 0.06, 0.00, 0.02, 0.00, 0.09, and 0.05 respectively. 

Therefore, adhering to the suggestion of Cohen (1998), the effect sizes of the six 

exogenous latent variables on intention to seek treatment is small, none, small, none, 

small, and sm?.11 respi::ctively. 
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4.9.3.4 Assessment of Predictive Relevance 

The current study tested predictive relevance using Stone-Geisser test of predictive 

relevance through blindfolding process (Geisser, I 974 and Stone, 1974). Usually, the 

Stone-Geisser test for prediction of relevance is used as an additional examination of 

goodness-of-fit in a partial least squares structural equation modeling (Duarte & 

Raposo, 20 l 0). Although studies used blindfolding procedure to determine the 

predictive relevance of the research models, it is important to note that in the opinion 

of Sattler, Volckner, Riediger, and Ringle (2010), blindfolding was applied on an 

endogenous latent variable(s) that possess a reflective measurement model's 

operationalization. According to McMillan & Conner (2003), a reflective model 

stipulates that a latent variable tends to cause variations within a set of observable 

indicators. Therefore, because the endogenous latent variable used in the present 

study is reflective, the blindfolding technique was applied to the construct. 

Specifically, cross-validated redundancy measure (Q7) was used to examme the 

predictive relevance of the research model, which is in line with the suggestion made 

by Stone (1974); Geisser (1974); Chin (2010); Ringle, Sarstedt, & Straub (2012), and 

Hair et al. (2013). Q1 is a standard way to measure how adequate a model predicts 

data of omitted cases (Hair et al., 2014). Henseler et al. (2009) recommend that a 

research model that has a Q2 statistic greater than zero is regarded as having 

predictive relevance. Furthennore, research model with greater positive Q2 values 

indicates higher predictive relevance. The result of cross-validated redundancy Q2 

test was presented in Table 4.34. 
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Table 4.34 

Predictive Relevance for Direct Relationships: Q-Square 

Total SSO SSE 1-SSE/SSO 

Intention 3020 1502 0.50 

As indicated in Table 4.34, cross-validation redundancy measure (Q2) for the 

endogenous latent variable is above zero, indicating that the model of this study has 

predictive relevance, based on the suggestion of Chin (1998) and Henseler et al. 

(2009). 

4.9.3.5 Applications of Theories 

PLS-SEM is an important software that provides an estimation of theories for 

accurate predictions (Henseler, Hubona & Ray, 2016). The theory of reasoned 

action, for example, has been tested to check the model's fit using SEM and 

smartPLS (Suki & Ramayah, 2016, & Zarzuela & Anton, 2015). 

The justification for combining the six main psychosocial factors constructs into two 

variables for each theory of reasoned action (TRA) construct is because the 

psychosocial constructs represent elements of TRA, which is in line with the 

assumptions of Ajzen & Fishbein (1980). Based on the tradition of the theory, 

attitude of health personnel and quality of health represents elements of attitude (A). 

This is because the two earlier constructs represent the perceptions of VVF women 

about the attitude of health personnel as well as the beliefs by the respondents that 

their 4uality of health is rt:lativdy stable, which could enable them to participate in 

treatment. Additionally, social support and low stigma variables are elements of 

subjective norm, based on the assumptions of TRA (Ajzen et al. 1980). The 

subjective norm assumes that approval from significant others, such as the family 
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and friends of the victims who provide support and without showing discriminatory 

and judgmental behavior to VVF women increase their participation in treatment. 

Similarly, decision-making and transportation are combined to form perceived 

behavioral control (PBC) based on the argument of TRA (Ajzen et al. 1980). The 

PBC assumed that VVF women believe they can seek treatment in spite of possible 

difficulties attached to the process. More importantly, the perception the victims hold 

that they have control over decision-making autonomy and power to utilize resources 

for transportation to health care centers, increase their participation in treatment. 

Based on the foregoing overview, this study tested the two theories using smartPLS, 

which is in line with the suggestions of Suki et al. (20 l 0) Zarzuela et al. (2015) & 

Henseler, et al. (2016). Therefore, the two theories (TRA & HBM) were tested in 

order to assist this study to explain the situation of VVF women in north-west 

Nigeria. Figure 4.6, 4.7 and Table 4.35 shows the results of the theories tested. 
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fig«re 4.6 Applications ofTheory Direct Relationship Algorithms 
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Figure 4. 7 Applications ofTheory Direct Relationship Bootstrapping 
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Table 4.35 

Result of Application of Theory Direct Relationships 

Hypothesis Beta Std 

Attitude-> Intention 
Subjective Norms-> Intention 
Perceived Behavioral Control-> Intention 
***p < 0.01 (I tail); **p < 0.05 (l tail) 
(N=302) 

Error 
0.67 0.07 
0.14 0.04 
0.11 0.05 

T p Decision 
Statistic Value 

9.98*** 0.00 Supported 
3.40*** 0.00 Supported 
2.02*** 0.02 Supported 

As presented in Table 4.35, H7 proposed: Attitude is positively related to intention to 

seek treatment, the hypothesis was supported (P=0.67, t=9.98, p<0.01), which 

implies tha t attitude has a significant positive relationship on intention to seek 

treatment. Additionally, HS was supported W=0.14, t=3 .40, p<0.00), which propose 

that subjective norm is positively related to intention to seek treatment. Moreover, 

H9 predicts that perceived behavioral control is positively related to intention to seek 

treatment among VVF women, which was supported (P=0.11 , t=2.02, p<0.02). This 

implies that perceived behavioral control increase intention to seek treatment. 

In conclusion, based on the result of the theory tested, all the three hypotheses for the 

assessment of theoretical model direct relationships were supported empirically. 

Specifically, hypothesis H7, which suggest that attitude increase the intention of 

VVF women was supported. Similarly, hypothesis H8, which suggest that subjective 

norm increase intention to seek treatment among VVF women was supported. 

Finally, hypothesis H9 was also supported., suggesting that perceived behavioral 

control increase intention to seek treatment among VVF women in north-west 

Nigeria. In addition, the relationship between attitude and intention is the strongest, 

followed by subjective norm and intention and then, perceived behavioral control 

and intention. 
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4.9.3.6 Testing Moderating Effects 

The current study used product-indicator-approach m smartPLS to estimate 

moderating effects of intervention programs on the relationship between 

psychosocial factors and intention to seek treatment. Specifically, the study assesses 

the moderating effects of rehabilitation and campaign on the relationship between 

psychosocial factors and intention to seek treatment, which is in line with the 

suggestion of Helm, Eggert, & Garnefeld (2010) Henseler & Chin (2010a) and 

Henseler & Fassott (2010b). Product term approach is regarded a suitable method in 

the current study because the moderating variable is a continuous one (Rigdon, 

Schumacker, & Wothke, 1998). For Henseler and Fassett (2010a), usually, results 

obtained from the product term approach are superior or equal to the ones obtained 

by group comparison approach. These scholars recommended for the use of product 

term approach always. To use a product indicator approach in testing moderating 

effects, product terms between indicators of independent variables and indicators of 

the moderator variables need to be created (Henseler et al. 201 Ob). Therefore, these 

product terms were utilized as indicators of the interaction term in this structural 

model (Kenny & Judd, 1984). 

In addition, to determine the strength of the moderating effects, the current study 

used the guidelines as suggested by Cohen ( 1988) for establishing the effect size. 

Table 4.36 and Figure 4.8, 4.9, thus, indicated the estimations of effect size following 

the application of product indicator approach to assessing moderating effects of 

intervention programs (rehabilitation & campaign) on the relationship between 

psychosocial factors and intention to seek treatment. 
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Figure 4.8 Applications of Theory Moderation Effects Algorithms 
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Figure 4.9 Applications of Theory Moderation Effects Bootstrapping 
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Table 4.36 

Result of Applications of Theory Moderation Effects 

Hypothesis 
Attitude*IV P-> Intent ion 
Subjective Norms*IVP->lntention 
PBC*IYP-> Intention 
***p < 0.01 (1 tail); **p < 0.05 (1 tail) 
(N=302) 

Beta 
0.00 
0.08 
-0.1 1 

Std T 
Error 
0.03 
0.04 
0.05 

Statistics 
0.00 

2.24*** 
2.32*** 

P-value 
0.50 
O.ot 
0.01 

Decision 
Not Supported 
Supported 
Supported 

Recall that hypothesis 10 states that intervention programs will moderate the 

relationship between attitude and intention to seek treatment. Inconsistent with the 

hypothesized relationship, the result did not support the hypothesis (~=-0.00, t=0.00, 

p<0. 50). This implies that Additionally, Hl 1, predicted intervention programs will 

moderate the relationship between subjective norms and intention to seek treatment, 

the hypothesis was supported W=0.08, t=2.24, p<0.01), implying that intervention 

programs combine with subjective norm to increase treatment seeking among VVF 

women as shown in Figure 4.10. 
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Figure 4.10 Interacting Effects of Intervention Programs on subjective norms and 

Intention 
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Moreover, Hl2 was supported W=-0.11, t=2.24, p<0.01); suggesting that 

intervention programs, moderate the positive relationship between perceived 

behavioral control and intention to seek treatment as shown in Figure 4.11. 
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Figure 4.11 Interacting Effects of Intervention Programs on PBC and Intention 

In conclusion, following testing of the moderating relationships, out of the 3 

hypothesized relationships, 2 hypotheses (Hl 1 & H12) moderated the relationships. 

Specifically, intervention programs moderated the relationships between subjective 

norms, perceived behavioral control and intention to seek treatment. However, 1 

hypothesis (Hl 0) out of the 3 hypothesis was not moderated. Precisely, intervention 

programs did not moderate the relationship between attitude and intention to seek 

treatment. 

4.9.3.7 Determining the Strength of the Moderating Effects 

To determine the strength of the moderating effects of intervention programs on the 

relationship between psychosocial factors and intention to seek treatment, Cohen's 

(1988) effect size was calculated. Moreover, the strength of moderating effects is 
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evaluated through comparing coefficients of determination (R2 value) of central 

effect model with an R2 value of the futl model, which combines exogenous latent 

variables and moderating variable (Cohen, 1988; Henseler & Fassott, 2010a). 

Therefore, the strength of moderating effects is expressed through the following 

formula: 

Effect size: (/2) = R2 model with moderator - R2 model without a moderator 

l-R2 with moderator 

According to Cohen (1988) and Henseler & Fassott, (2010a), moderating effect sizes 

(12) values of 0.02 could be regarded as weak, 0.15 considered as moderate, whereas, 

effect size greater than 0.35 might be considered strong. On the other hand, Chin et 

al. (2003) opined that low effect size does not essentially entail that the moderating 

effect is non-significant. Based on Chin's et al. (2003) argument, even a small 

moderating effect might be meaningful in extreme moderation conditions, especially 

if the result of beta changes is meaningful, then it is essential to take into account the 

conditions . The result of the strength of moderating effect was presented in Table 

4 .37. Using Cohen's (1988) and Henseler & Fassott's (20 10a) rule of thumb for 

establishing the strength of moderating effects, the effect size of intention is shown 

in Table 4.37, which is 0.05, suggesting the moderating effect is small. 
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Table 4.37 

Strength of the Moderating Effects 

R Squared 
Endogenous latent variable Included Excluded f-squared Effect size 
lntention .78 .76 .05 Small 

4.10 Summary of Findings 

Having presented all the results, which included direct relationships and moderating 

effects in the previous sections, the next Table (Table 4.38) summarizes the results of 

all the hypotheses tested. 

Table 4.38 

Summary of Study 's Findings 

Hypotheses Statement of hypotheses Decisions 

HI Decision-making is positively related to intention to seek treatment Supported 
among VVF women. 

H2 The attitude of health personnel is positively related to intention to Not Supported 
seek treatment among YVF women. 

H3 Low stigma is positively related to intention to seek treatment Supported 
among YVF women. 

H4 Social support is positively related to intention to seek treatment Supported 
among VVF women 

HS Transportation is positively related intention to seek treatment Supported 
a mong VYF women. 

H6 Quality of health is positively related to intention to seek treatment Supported 
among YVF women. 

H7 Attitude is positively related to intention to seek treatment among Supported 
VVF women. 

H8 Subjective norm is positively related to intention to seek treatment Supported 
among YVF women. 

H9 Perceived behavioral control is positively related to intention to Supported 
seek treatment among VVF women. 

H l O Intervention programs, moderate the relationship between attitude Not Supported 
and intention to seek treatment. 

H l l Intervention programs, moderate the relationship between Supported 
subjective norms and intention to seek treatment. 

H 12 Intervention programs moderate the relationship between perceived Supported 
behavioral control and intention to seek treatment. 

4.11 Concluding remarks 

This section offers the numerical data of the administered questionnaires to the VVF 

women in 2 hospitals of north-west Nigeria. Precisely, the questionnaires were 

assessed focusing on the missing values, in which those cases found missing was 
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replaced and the reason for the replacement was stated. Additionally, outliers were 

examined and the identified values were deleted stating justification. Equally, further 

analysis conducted in this chapter is the test for normality, multicollinearity, common 

methods bias, non-response bias, demographic analysis of the respondents, 

descriptive analysis of the constructs, and factor analysis. In addition, this chapter 

assessed measurement model, in which the investigator assessed individual item 

reliability, internal consistency reliability, convergent validity and discriminant 

validity. Still, under the assessment of the measurement model, this study assessed 

formative model. Specifically, collinearity and significance and relevance for the 

indicators of the formative model was evaluated. After meeting the measurement 

model's requirements, this researcher evaluated the structural model. The chapter 

assessed structural model by examining the significance of path relationships, the 

coefficient of determination (R2), effect size (/2), and predictive relevance of models 

for direct relationships between the predictor's ad criterion as well as indirect 

relationships (moderating effects). Specifically, the result of direct relationships 

between psychosocial factors (independent variable) and intention to seek treatment 

(dependent variable) supported 8 out of the nine hypothesized relationships, while 1 

hypothesis was not supported. The result of the moderating effects of intervention 

programs on the relationship between psychosocial factors and intention to seek 

treatment supported 2 out of the 3 hypothesized relationships. Specifically, 

intervention programs, moderate the relationships between subjective norm and 

intention to seek treatment and between perceived behavioral control and intention to 

seek treatment. However, intervention program does no moderate the relationships 

between attitude and intention to seek treatment. The next chapter (Chapter 5) 

presented qualitative data analysis. 
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CHAPTER FIVE 

QUALITATIVE DATAANALYSIS 

5.1 Introduction 

The preceding chapter (chapter four) analyzed and presented quantitative data. 

Therefore, this chapter presents an analysis of qualitative data, which is based on 

data collected through face-to-face in-depth interviews conducted with 9 respondents 

in north-west Nigeria. While quantitative analysis presented answers to research 

questions 1 and 2, this qualitative interviews, answered research questions 3, 4 and 5. 

The face-to-face in-depth interviews were conducted between 18th of May to 10th of 

July 2016. The main goal of this chapter is to investigate respondents, which include 

VVF women, health personnel, and government officials, in order to get their 

perceptions of the effects of intervention programs in increasing the participation of 

VVF women in treatment. In achieving the stated goal, this chapter, followed a 

systematic process of qualitative data analysis as suggested by Braun and Clarke 

(2006). Based on the data coUected and recommendation of the foregoing scholars, 

this chapter analyzed qualitative data using Nvivo qualitative analysis software. This 

software has helped to categorize the generated responses from the 3 central themes, 

in which 2 themes have a combined 14 sub-themes, while 1 theme has 2 sub-themes 

and 5 sub-sub themes correspondingly. The coding procedure captures the 

perceptions of respondents (VVF women, health personnel & government officials) 

on the effects of intervention programs in increasing intention of VVF women to 

seek treatment. Specifically, theme 1 represents psychosocial factors influencing 

intention to seek rreatment, which answered research question 3 with 6 sub-themes. 
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Theme 2 represents perceived intervention programs influencing treatment seeking, 

which answered research question 4 with 2 sub-themes and 5 sub-sub themes. 

Finally, theme 3 represents perceived ways to improve intervention programs, which 

answered research question 5 with 8 sub-themes. The graphical illustration of the 

themes is shown on the next page in Figure 1 to aid comprehension. 
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Figure 5.1 Main Theme and Sub-themes of the Effects of Intervention Programs on 

Treatment-Seeking Intention 
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5.2 Interview Protocol 

This researcher developed procedure in the conduct of the interview. The code of 

behavior offered background information, which includes an explanation on the 

reasons for the study, the human rights of the interviewee, consent, seats where the 

interviews are recorded, and the preliminary questions for the interview session. In 

this study, the interview protocol was adopted in line with the recommendation of 

Creswell (2014) and Lodico, Spaulding & Voegtle (2008). The following are a brief 

code of behavior used in this study: 

l. Gaining consent from the respondents to take part in the study. 

2. Decided on an appropriate place with minimum disturbance to conduct the 

face-to=face in-depth interview. 

3. Questions for the interview should be well planned and flexible. 

4. The interviewer starts each session with self-introduction. 

5. Respondent(s) were reminded that responses obtained remained confidential. 

6. Interview data were recorded via audio and or videotape and taking of notes. 

7. Gathering overall information expressed by the respondents. 

8. Determined to be neutral and non-judgmental. 

9. Utilizing successful probes in order to gather more information. 

I 0. The researcher becomes respectful when the interview ended. 

5.3 Steps in Data Ana1ysis and Resu]ts Presentation 

In this study, the qualitative aspect of data analysis includes a logical and systematic 

description cf the cvernll ideas in themes and or con~epts. Meanwhile, analysis of 

data in this study was not only limited to statistical or quantitative analysis (as in 

chapter 4) but also qualitative analysis. Therefore, the steps taken in conducting 

qualitative analysis are described below: 
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5.3.1 Pre-interview 

This researcher made contact at the official level. Approval letter from Universiti 

Utara Malaysia (UUM) was transmitted to the state ministries of health for 

permission to gain access to the respondents. Due to the transmitted official letter 

from UUM, the officials of state ministries of health in Sokoto and Zamfara further 

drafted letters of introduction to various hospitals under them, granting this 

researcher pennission to conduct this study. The steps taken before the interview 

include seeking consent from potential respondents. This researcher sought 

permission from the respondents by, first, explaining to them the purpose of the 

study as well as methodology. The respondents were also informed that the interview 

might last for between 20-30 minutes per session. The respondents were asked to 

make a suggestion for convenient place and time, together with this researcher it was 

agreed interview with WF women be conducted in the empty section of the hospital 

wards, especially for the newly operated women. For the health workers, it was 

agreed that the sessions be held at their respective nurse's stations, and for the 

government officia Is, it was agreed that the interview is held at their respective 

offices. 

Moreover, based on the research questions stated in this study, the respondents were 

investigated about (1) perceived psychosocial factors influencing treatment-seeking 

intention among VVF women (2) perceived intervention programs that encourage 

treatment seeking intention among VVF women, and (3) perceived ways of 

.improving intervention progrnms for VVF women in Nigeria. In order to explore 

these issues, 9 in-depth interviews were earned out in two north-west states of 

Sokoto and Zamfara, respectively. 
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5.3.2 Interview and Data Management 

Interview session started having chosen a suitable location with minimum 

distractions. At that point, this researcher carried out the one-on-one in-depth 

interview, and respondents were queried using an interview schedule with open

ended questions, to allow respondents to express their views in their own terms, 

which is in line with the opinion of Creswell (20 I 4) and Seka ran, and Bougie (2013). 

An interview guide comprising of 8 questions and an audio-visual recorder was used 

to ensure that all the objectives of the research were covered. Each in-depth 

interview session took approximately 20 minutes, with the lengthiest interview 

approximately lasting for over 25 minutes. Responses that emanated from the 

interview were recorded via audio/video tapes, at the same time, notes were taken. 

However, in the process of conducting the interview respondents were given a high 

degree of freedom to offer an explanation on the issues in their own way. In addition, 

once the interview was over, in a situation where responses from respondents were 

not well expressed and or not clear, this researcher follows-up with the respondents 

for more clarification. Moreover, respondents were asked to make an endorsement of 

the views they expressed, which they did. 

Next, the earlier audio/video responses recorded were later transcribed into written 

words or text, which Krueger (1994) referred to as transcript-based analysis. After 

the transcription of the English language version of the interview, Hausa language 

version of the interview was tr3nslated into the English language aided by two 

linguists at Sokoto State University and Usmanu Danfodiyo University Sokoto. 

Additionally, Figure 5.2 shows the phases of in-depth interview adopted in this 

study. 
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In addition, validity checking at several stages of qualitative study is important and 

possible (Wikiversity, 2015). Thus, at the stage of data collection, data were certified 

by conducting the in-depth interview in a systematic and organized way using a 

lengthy engagement with all the respondents, through regularization of notes taken 

from the field and audio-visual recording (Wikiversity, 2015). Additionally, data 

were certified through validation by members, that is to say, taking the data back to 

the respondents to read and playback on what was recorded so as to make sure that 

the result of the study truly reflects the lived experience of the respondents 

(Creswell, 2014, & Wik.iversity, 2015). 

Interview 

t 
Notes or 

t 
Mapping of data 

Mapp;,g foe f" a,alys;, 

Research account 

Figure 5. 2 Interview and Data Management Phases 

Figure 5.2 signifies the phases involved in data collection, management, and 

reporting adopted from Casell, Cathrine, Symone and Gillian (2004). It is important 

to note that at mapping for data analysis phase, the researcher returns back to the 

respondent(s) to obtain further explanations and or confirmation of the ideas that 

they expressed. 

5.3.3 Coding Procedure 

This researcher starts analysis through the coding of transcribed data to detennine 

patterns from the bulky written text gathered. The researcher adopted procedure for 
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coding in line with the suggestion of Auerbach and Silverstein (2003). Utilizing 

Nvivo 11 qualitative analysis software, data were coded, which led to the formation 

of themes. 

Based on the foregoing procedure, interview transcripts were moved into Nvivo 11 

data management program, and a full process of data coding and themes 

identification, sub-themes and sub-sub-themes were carried out. Nvivo 11 qualitative 

software helps to code all the data about the perceptions of WF women, health 

personnel, and government officials and then aided in identifying all the essential 

patterns, in line with the assumption of Auerbach et al. (2003). The themes that 

emerged were described based on the observed general pattern of interview results 

supported by with suitable models in the section that follows. 

Based on the literature reviewed, there is the need for a further investigation of the 

psychosocial factors influencing the intention of VVF women to seek for treatment, 

on the intervention programs that best encourage participation in treatment among 

VVF women, and the need to explore ways to improve intervention programs. The 

result of the qualitative data analysis using Nvivo 1 I software shows some 

psychosocial factors that encouraged women to seek treatment. These factors include 

decision-making, the attitude of health personnel, low-stigma, social support, 

transportation and quality of health. Additionally, results indicated the specific 

intervention programs that best encourage treatment-seeking among VVF women. In 

addition, the result shows the perceptions of respondents on ways to improve 

intervention programs for WF women 
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The views of the respondents that emerged in this study were categorized into 

various themes, sub-themes, and sub-sub themes. The themes that emerged, and 

based on the interpretation through observed general patterns of the data (Braun et al 

2006), this study observed that respondents have varied opinions on the effects of 

intervention programs on treatment seeking intention among VVF women in north

west Nigeria. 

Therefore, the main theme, sub-themes and sub-sub-themes of the effects of 

intervention programs on treatment-seeking intention among VVF women emerged, 

which answered the objectives of the·second study (qualitative in-depth interview). 

5.3.4 Reporting 

In reporting the perceptions of the respondents, this study made an effort to present 

their original words (verbatim). However, where it is deemed essential, this 

researcher effected some editing concerning spelling and punctuation, without which 

may affect the meaning of text leading to confusion, which is in line with 

recommendations of Bloor, Frankland, Thomas & Robson (2001). 

5.3.5 Demographic Characteristics of Respondents in Qualitative Study 

When performing systematic thematic analysis of the data as suggested by Braun et 

al. (2006), this researcher observes that participants had diverse perceptions on the 

effects of intervention programs on the treatment seeking intention among VVF 

women in north-west Nigeria. Therefore, this stcdy assesses the perceptions of the 

selected respondents based on the face-to -face in-depth interviews conducted with 

VVF women, health personnel and government officials in north-west Nigeria. Table 
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5.1 presents a summary of demographic characteristics of the respondents that 

participated in this study. 

Table 5.1 

Demographic Characteristics of Respondents 

Respondents Category Frequency Percentage(%) 

VVF women 4 44.4 
Health Personnel 3 33.3 
Government Officials 2 22.2 
Total 9 100.0 
Gender 
Female 7 77.7 
Male 2 22.2 
Total 9 100.0 
Age 
16-25 years 4 44.4 

26-35 years 3 33.3 
36-45 years 2 22.2 
Total 9 100.0 
Location 
Sokoto 5 55.5 
Zamfara 4 44.4 
Total 9 100.0 
Educational Qualification 
No forma l education 3 33.3 
Secondary School I 11.1 
Degree or HND 5 55.5 
Total 9 100.0 
Religion 
Islam 8 88.8 
Christianity I 11.1 
Total 9 100.0 

Table 5.1 shows that respondents who participated for an in-depth interview included 

4 VVF women, representing 44.4% of the sample. This is followed by 3 health 

workers, which represent 33.3% of the sample. Then, 2 government officials, 

representing 22.2% of the sample. Additionally, concerning the gender of the 

respondents, 7 participants are temaJe, representing 77.7% of the sample, whereas, 2 

respondents are male, which represent 22.2% of the sample. Moreover, concerning 

the age of the respondents, the ages of 4 participants is between 16 to 25 years, 

representing 44.4% of the sample. This is fo llowed by 3 respondents whose ages are 
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between 26 to 35 years, which represent 33.3% of the sample. Next are 2 respondents 

whose age are between 36-45 years, representing 22.2% of the sample. 

Furthermore, concerning the location of the respondents, 5 participants are located in 

Sokoto state, representing 55.5% of the sample, and 4 respondents are located in 

Zamfara state, which represents 44.4% of the sample. Additionally, concerning the 

educational qualifications of the respondents, 3 have no formal education, which 

represents 33.3% of the sample. Next is l respondent who possessed secondary 

school education, representing 11. l % of the sample. This is followed by 5 

respondents who possessed a degree or its equivalent, which represent 55.5% of the 

sample. Additionally, with regards to the religion of the respondents, 8 participants 

practice Islam, which represents 88.8% of the sample, while 1 respondent practice 

Christianity, representing 11.1 % of the sample. 
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5.3.6.1 Theme One: Psychosocial Factors 

Psychosocial factors are psychological and social elements or components 

influencing the identification, treatment/management, prevention, rehabilitation and 

reintegration of disease persons (Furqan, 2012). These factors are largely external to 

the individual, which include teenage marriage, religious factors illiteracy, 

inequalities, the attitude of health personnel, stigma, social support, transportation, 

physical status and so forth (Gharoro, 2009, Russel et al, 2011 & Furqan, 2012). It 

should be seen that psychological and social factors could contribute towards the 

intention of individuals to participate in treatment. 

In line with the foregoing argument, this researcher observed that respondents had 

varied perceptions on the specific psychosocial factors that influence treatment

seeking intention. In this study, psychosocial factors are a broad theme that emerged 

following the merging of some sub-themes, namely, decision-making, the attitude of 

health persoilllel, stigma, social support, transportation and quality of health. Based 

on the interview results, the responses from participants highlighted six specific ways 

upon which psychosocial factors contribute to intention to seek treatment, as 

indicated in figure 5.4. 
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Decision-making refers to the ability of a person to have the freedom to behave in a 

manner that does not require such an individual to seek the permission of someone 

else in the exercise of his/her action (Mistry et al, 2009, Wall, 2012 & Rahman et al. 

2014). This implies that an individual should be able to make choices freely to visit 

health care facilities or spend money for health care purposes among others (Mistry 

et al, 2009 & Rahman et al. 2014). In line with the general pattern observed from the 

interview result, respondents (III, II, IV, VI, & IX) mostly indicated that decision

making autonomy increase intention to seek treatment. In the opinion of one of the 

respondents: 

A woman who possesses decision-making power to go outside of 

the home, especially when her husband is not at home, she is more 

likely to visit the hospital for treatment. This is because, adequate 
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decision-making autonomy ensures that one is at liberty to take 

children to and from school and more importantly, the degree of 

freedom ensures that one can participate in treatment, including 

the entire family ((Respondent. Ill, VVF woman). 

Confinning the views expressed above, respondents II, VVF woman said: 

Actually, those among us that have control over decisions in our 

matrimonial homes are more likely to make to visit health centers 

than women that have to argue always with husbands or relatives 

of the husbands in order to get permission to see a doctor. For me, 

it was not difficult to visit this center because my husband divorced 

me. Therefore, my parent respected the decision I made to seek 

treatment (Respondent JI, VVF woman). 

In a similar view, respondent IV, a VVF woman confinned the views expressed by 

respondent III and II, by stating that: 

I made the decision to seek treatment, especially while I was with 

my current husband. I got divorced from my former husband with 

whom I developed this condition. The reason he divorced me was 

that he could not allow me to visit health care centers for 

treatment. But currently, I told my present husband of my decision 

to seek for VVF cure, so he supported me (Respondent JV, VVF 

woman). 

Corroborating the views of respondents III, II and IV, respondent V who is a health 

personnel asserts that: 

Decision-making autonomy is very vital in encouraging women to 

participate in intervention programs provided by the government. 

In most cases, individuals that developed disease complications are 

poor and they live in less accessible areas where most men are not 

in fa vor of permitting their wives to visit the modern hospital. 

However, with increasing level of awareness among the rural 

population, informing them that the disease is curable and surgical 
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treatment for VVF is free, most communities have encouraged 

victims to seek for treatment (Respondent V, health personnel). 

In a complementary opinion on the role of decision-making autonomy in increasing 

participation of VVF women in treatment, a government official narrates that: 

Basically, decision-making power for women is very important. 

Autonomy for women hastens both social, political and economic 

development of a society. More important is that it saves the family 

from health hazards arising from uncertainty in a society where 

men are the ultimate decision-makers. In essence, independence for 

women encourages them to freely participate in treatment seeking, 

especially where various government intervention programs are 

available. Thus, autonomy for women coupled with availability and 

free intervention programs increases the rate of VVF women's 

participation in government health care centers (Respondent IX, 

Government Official). 

As indicated in Figure 5.5, the qualitative result has augmented quantitative findings. 

The model highlighted the account of the respondents concerning decision-making 

and its influence en intention to seek treatment. The findings from both quantitative 

and qualitative studies suggest that decision-making is a relevant construct in relation 

to participation in treatment among VVF women in north-west Nigeria. 

The opinions of respondents that are articulated in the foregoing discussion show that 

decision-making is an important factor in increasing the participation of VVF women 

in treatment. This assertion was given credence by Bleich, et al. (2012) & 

Namasivayan, et ai. (2012) who argued, women's involvement in decision-making 

has advantages because it helps in improving the economic and health worth of a 

society. Specifically, the scholars argue that the ability for women to make choice 

increase their chances of taking preventive and curative measures. 
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The attitude of health personnel implies to the behavior of health professionals 

exhibited toward the sick, which could be positive or negative (Holmes & Goldstein, 

2012). In this study, the attitude of healthcare personnel refers to the positive 

behavior shown by health staffs to VVF women in the discharge of their duties, 

which has the tendency to encourage the treatment-seeking behavior. 

Based on the general pattern observed from the findings of the interview as shown in 

Figure 5.6, which supplement qua.ntit~tive findings, the respondents (IX, VII, VIIl, I, 

II & III) of this study mostly stated that the attitude of health personnel taking care of 

VVF women is not encouraging, perhaps this explains why several women delay 

seeking or fai l to seek treatment. Related to the foregoing explanation on the 
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respondent's perceptions of the attitude of health personnel, respondent IX, a 

government official states that: 

I was opportune to speak with some pregnant women and VVF 

patients during meetings with them in their respective villages. 

Some complaint to me why they do not seek for health care services 

in the government-owned hospitals. That, they were verbally 

abused and embarrassed in several instances. Similarly, some of 

the victims state that they stopped visiting government hospital due 

to poor reception accorded to them the last time that they visited 

the health center (Respondent IX, Government official). 

In another narration, respondent VII, a health personnel observes that: 

Although in the medical profession, it is unethical to be rude, 

abusive or disrespectful to a patient in whatever form, however, 

there are instances when some staffs violate the ethics of their 

profession. Showing negative attitude to the sick individuals do not 

only repel them f rom seeking a cure at government hospital even 

when intervention programs are available, but the attitude also 

lowers follow-up care to the health centers (Respondent VII, health 

personnel). 

In a similar narration that confirms the effects of the negative attitude of health 

personnel on the intention of VVF women to seek for treatment, a government 

official asserts that: 

In all endeavors of life, you have the good ones and the bad ones. 

Really, attitude counts and a good attitude are important in 

increasing participation. If for example, I visited someone 's house, 

the positive attituds shol~·cd to :nc would make me feel relaxed. · On 

the contrary, a negative attitude will make me feel uncomfortable. 

Specifically, if because of my disease condition workers showed 

negative attitude to me, I will feel bad. In the same way, negative 

attitude of health workers to the client could discourage them from 
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seeking treatment even when government intervention programs 

are made available (Respondent VIII, Government officials). 

Confirming the effects of the negative attitude of health workers on clients, a VVF 

woman asserts that: 

Some health workers are not discharging their duties well because 

they are hostile to us [VVF women). I recalled when a certain 

health personnel disrespected me, but I showed her that I know my 

rights. At that time, I wanted to use the bathroom, but she tried to 

deny me the opportunity. The abusive tendencies of some health 

workers pose threat to several VVF women to visit health care 

facilities for treatment even when government intervention 

programs are free (Respondent I, VVF woman). 

As indicated in Figure 5.6, the model represents the account of the respondents 

concerning the attitude of health personnel and its influence on intention to seek 

treatment. The qualitative result had augmented quantitative findings by indicating 

that attitude of health personnel is detrimental to the intention of several VVF 

women to seek treatment in north-west Nigeria. 

The reason why the attitude of health personnel is insignificant or why it does not 

make a positive influence on treatment in this study could be that even when the 

attitude of health personnel is positive, women had to make an evaluation of the 

benefit they could acquire from participating in treatment. For example, if they 

perceived that they are not going to get better treatment, even when health personnel 

is generous, the disease victims could decide not participate in treatment, which 

invariably makes the construct of the attitude of health personnel less relevant. 
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Stigma implies a feeling of shame or feeling of being disgraced by a person with a 

particular problem (Mizck & Russinova, 2015). Stigma leads to discrimination and 

judgmental behavior. In general, the term refers to showing negative or 

discriminatory behavior to people with challenges, be it health, gender, race, 

socioeconomic status among others (Mizck et al. 2015). However, in this study 

stigma refers to the low-stigma, in which the victims have low experience of shame, 

disgrace and social judgment, which might influence VVF women's intention to seek 

treatment. 

Grounded on the general pattern identified from the interview result as indicated in 

Figure 5.7, which adds to the findings of quantitative studies, the respondents (I, II, 

VI, IX, VII, VIII & III) generally stated that low stigma experience on the part of 
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VVF women increases their participation in treatment. In line with the foregoing, 

respondent I affirm that: 

If most of us [VVF women] do not feel shy because of the disease 

afflicting us, there could be an increase in the rate of women who 

visit health centers for treatment, especially now that treatment is 

free. But sometimes when other people in the neighborhood start to 

gossip about individuals with challenges, the victims become 

demoralized and feel rejected. However, in my case, based on what 

I hear from VVF campaign, I believe that staffs do not reject clients 

and that is why I was encouraged to participate in treatment 

(Respondent !,female, VVF woman). 

In another narration that confirm the foregoing views, a respondent stated that: 

I feel secure at the hospital. I do not feel embarrassed here [at the 

hospital]. Therefore, I was not shy to visit the hospital. The feeling 

of shame, rejection, and discrimination occurs to me largely at 

home. I believe the majority of VVF women that participated in 

treatment here do so because they do not feel shy or feel like being 

rejected at the health center (Respondent JI, VVF woman). 

Again, affirming the responses from respondents 1 and II on the influence of low 

stigma on increasing intention to seek treatment, another respondent, a health 

personnel, asserts that: 

Exposure to shame obviously results in isolation of the sick women 

from the wider community. Consequently, this lowers the 

motivation of the victims to participate in cure even when various 

government intervention programs are free. However, in this 

hospital, many 11,·omcn [VVF women] that we interviewed have 

informed us that they were motivated to visit the hospital for 

treatment because they learned from previous patients that were 

treated that hospital staffs do not stigmatize them (Respondent VI, 

Health personnel). 
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Furthermore, giving credence to the foregoing points of view, one other health 

personnel adds that: 

Before they are admitted into the hospital, some VVF women have 

the history of refusing to eat or drink while at home, because they 

are ridiculed and exposed to all sorts of acts that put them to 

shame. However, due to advise we offered to them, and by relating 

to several women with similar disease in our unit, the victims 

began to feel at home and they look happy here. Some of the 

counseled women even send messages from hospital to some other 

women they know with the similar disease at home, advising them 

to visit the hospital for treatment. I am sure their courage to 

encourage others to make a similar visit for treatment is because 

we do not discriminate or do anything that will hurt our patients 

(Respondent VII, Health personnel). 

Confirming the above statement, a respondent, who is a government official states 

that: 

By treating VVF women like every other normal person, free from 

negative thoughts, it will encourage the victims to participate in 

treatment in the various health care centers designated for VVF 

care. This is because stigmatizing the victims push them into 

isolation and thus, unable to participate in utilizing health services. 

Similarly, the victims can be motivated to seek a cure, through 

proper care of their immediate family and community. Again, I 

believe it is important that people should avoid labeling them with 

damaging names [women that leak urine]. I am certain that when 

the victims receive an acceptance in the society especially, among 

their family and health personnel, they would be motivated to 

accept medical assistance (Respondent IX, male, government 

official). 
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Based on the foregoing opinions of the respondents, it has shown that good treatment 

meted to VVF victims motivates them to seek treatment at government hospitals. 

This is also similar to the opinion of Mizck et al. (2015) who, while highlighting the 

significance of low stigma and its well-being among the sick individuals contend that 

feelings of acceptance by people with challenges, promote their social and 

psychological well-being and by implication it stimulate victims to share opinions 

with others as well as seek help from others. 
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Social Support refers to a situation whereby an individual or group possesses 

emotional and practical support from other individuals such as friends, family, 

community among others (Yadav, 2010 & Upton, et al. 2015). 

234 



Based on the general pattern observed from the interview result as shown in Figure 

5.8, the opinions of the respondents enriched the findings of quantitative studies. The 

respondents generally stated that support from family significant others and 

community influence participation in treatment seeking. In essence, the majority of 

VVF women who seek treatment stated they were accorded support, which 

stimulates them to visit the hospital. In relation to the foregoing, a respondent who is 

afflicted with VVF states that: 

My relatives, friends, and neighbors supported me throughout the 

period of my pregnancy and delivery. My husband's relatives, in 

parhcular, are in support of hospital delive1y. They use to say "it is 

better I should deliver to modern hospital". The overwhelming 

support that I received from significant others, in particular, 

encouraged me to seek treatment at this VVF center in addition to 

free intervention programs provided by government (RES. JI, VVF 

woman). 

Moreover, confirming the views expressed by respondent II, respondent VI, a health 

personnel observes that: 

The financial and physical assistance offered to VVF women by 

their relatives, government and well-meaning individuals have 

gone a long way in inspiring them to seek treatment at the 

appropriate time. Similarly, most VVF women who visit the unit for 

cure state that the prospect of support from the government 

through skills acquisition programs motivates them to participate 

in treatment (Respondent VJ, Health personnel). 

Furthermore, confirming the foregoing views, respondent VIII, a government official 

adds that: 

lvfost women who seek medical attention in 011r communities are 

those supported by their family members. Because providing other 

needs of the patients, such as f eeding those who accompany the 
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victim to the treatment centers and other daily needs is expensive, 

support of the relatives is vital to further motivate treatment

seeking among the victims (Respondent VIII. Government official). 

Based on the foregoing opinion of the respondents on the impact of social support in 

influencing treatment-seeking intention, it can be argued the majority of respondents 

who seek for treatment have the support from their family, neighbors, and 

philanthropist among others. This assertion receives credence from Thoits, (20 I 0) 

who emphasizes the importance of social support in influencing treatment seeking. 

The scholar argues that support from individuals such as friends and family helps to 

develop positive feelings to treat disease. 
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5.3.6.le Transportation 

Transportation refers to the simplicity with which, information, goods, and people 

move from one place to another (Rodriguez et al. 2013). The main essence of 

transportation includes satisfying the need for mobility because transportation exists 

if people, product, and information can move from a place to another, where this is 

not the case the concept is not meaningful (Rodriguez et al. 2013). 

Based on the observed general pattern from the result of the qualitative interview in 

this study as indicated in Figure 5.9, which expands quantitative findings, the 

respondents generally agree that public transportation motivates the VVF women to 

seek for health care assistance. In relation to the forego ing discussion, one of the 

respondents, a government official with the state ministry of health asserts that: 

Most of the VVF victims are from remote areas where roads are 

poor. The only means oftransportationfor the majority of them are 

motorcycles, donkeys, camels, and or carts among others. This 

makes it difficult for the victims to travel in search of medical 

assistance at the designated VVF hospitals. However, currently, the 

majority of the victims admitted are those who could afford to 

travel with ease to reach this treatment center. Thus, the ease of 

public transportation is an important way individuals are 

motivated to visit a health care center for treatment (Respondent 

IX, Government official). 

Furthermore, complementing the foregoing response, a health personnel add that: 

Poor roads and bad weather condition have hampered many VVF 

women from seeking treatment provided by government hospitals. 

However, when the roads are good coupled with an adequate 

awareness campaign, several afflicted women could participate in 

treatment (Respondent VI, Health personnel). 
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The above argument was buttressed by the opinion of one other health personnel who 

asserts that: 

During the rainy seasons, the existing inaccessible roads get 

worse; as such several victims get demoralized from seeking 

treatment. The ones you see on admission now are those who can 

afford to visit the center using available means of transportation to 

them. So, the more people have transportation at their disposal, the 

easier it is for them to visit health centers (Respondent V, Health 

personnel) 

In addition, affirming the views expressed by the foregoing respondents, a victim of 

VVF disease states that 

There are many poor roads leading to the hospital from my area, 

especially during rainy seasons. Because of bad terrain, many 

pregnant women from my village cannot cross-rivers to this place. 

In my case, for many times, l had to postpone plans to visit the 

hospital because the roads are poor and it is not easy to get a 

vehicle to convey me to this hospital. Nevertheless, in spite of the 

poor roads from our village, my brother, a commercial 

motorcyclist who operates daily in the city conveyed me to hospital. 

For me, it was not too difficult to reach a health center. So the 

availability of the transportation encouraged me to visit this center 

for treatment (Respondent III, VVF woman). 

The perceptions of respondents expressed in the foregoing discussion indicate that 

public transportation is important in increasing participation in treatment among 

VVF women. This assertion was given credence by Rodriguez, et al. (2013), who 

while stating the social importance of transportation argue that it increases people's 

access to health care and other social services. 
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The term Quality of health refers to a subjective phenomenon m society, which 

includes good health condition, happiness, satisfaction with life, a living standard 

that is above average, good housing condition, educational opportunities, freedom to 

express oneself, opportunities for recreation and good transportation and mobility 

among others (Folasire et al., 2012). In this study, QOH refers to the aspect of the 

general health condition of VVF women, including physical, physiological and 

psychological health, which increase the participation of VVF women in treatment. 

Based on the observation of the general pattern of various answers provided by 

respondents during the face-to-face in-depth interview as shown in Figure 5.10, 

which enhances quantitative findings, the respondents mostly stated that a relatively 
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physically and psychologically healthy VVF woman is more likely to participate in 

treatment seeking than the severely ill victim. So for example, a respondent, who is a 

government official from the state ministry of health disclose that 

When VVF victims are physically and mentally 1tnfit, they may not 

be able to move properly or that when their mental alertness 

depreciates, they [VVF women} could not be motivated to seek 

treatment. However, victims with relatively stable condition of 

health are more likely to seek treatment than those who are 

critically ill (Respondent IX, Government official). 

In addition, corroborating the above view, a victim of VVF clarifies the importance 

of relative quality of health in increasihg participation in treatment by observing that: 

I agree that if the condition of health is relatively better, it 

increases participation in treatment, especially by encouraging a 

person to make an early visit to the hospital. But sometimes ago, 

the condition of my health was severe. I walked with the support of 

cnitches for over sLr: years. During that time, it was difficult for me 

to visit a health center for treatment. However, I am here now 

because I am physically and psychologically able to seek treatment 

(Respondent Ill, VVF woman). 

Additionally, re-affirming the views expressed by the foregoing respondents, a health 

personnel asserts that: 

Following admission, we usually examine the patients physically, 

psychologically and physiologically. Most of the VVF women we 

received are usually conscious and their health status is relatively 

stable. Those who come early are mostly those whose quality of 

health is fair. On the other hand, in most cases, those wha visit the 

hospital much later are those whose conditions of health are severe 

(Respondent V, health personnel). 
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Based on the foregoing perceptions of the respondents, almost all of them agree that 

VVF victims with mild disease are more likely to seek treatment early. Giving 

support to the above views, Borgaonkar (2015) stated that the quality of health is 

important because it serves as a yardstick for not only seeking treatment but a 

measurement for explaining disease situations affecting individuals. 
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Table 5.2 

Summary on Perception of Psychosocial Factors 

SN Issues discussed 
respondents 

A Decision-making 

B Attitude of Health Personnel 

C Low-Stigma 

D Social Support 

E Transportation 

F Quality of Health 

with Perceptions of Respondents 

Most respondents affirm that decision-making 
autonomy for VVF women increases their participation 
in treatment. 

Contrary to the above, most respondents affirm that 
attitude of health personnel does not increase the 
participation ofVV F women in treatment. 

The majority of the respondents asserts that good 
treatment and acceptance ofVYF women in the society 
motivate them to participate in treatment. 

Almost all the respondents affirm that support from 
family, friends and other members of society motivate 
VVF women to seek treatment. 

All the respondents assert that a good transportation 
system encouraged the victims of VVF to seek 
treatment. 

The entire respondents that panicipate in the interview 
confirm that YVF women with the relatively stable 
quality of health feel more encouraged to participate in 
treatment. 

5.3.6.2 Theme Two: Perceived Intervention Programs Influencing Intention to 

Seek Treatment 

Intervention programs are plans of action aimed at encouraging people to change 

their behavior positively in order to improve their health, (Hazelden, 2015 & 

Odoemelan 2015). Based on the observed general pattern in the collected data, 

several respondents have expressed opinions concerning the perceived government 

intervention programs that best increase the participation of VVF women in 

treatment as shown in Figure 5.11. The model illustrates the government intervention 

programs implemented in the north-west Nigeria, which include rehabilitation 

programs (surgical intervention, skills acquisitions & counseling) and campaign 

programs (awareness campaign through radio, educational campaign), The aim is to 
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assess the perception of respondents on the programs that best mcrease the 

participation of the victims in treatment. 
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lnlervenlion 

Rehabilit.ation 
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Figure 5.11 Perceived Intervention Programs Influencing Treatment-Seeking 

5.3.6.2.la Rehabilitation programs 

The health-related rehabilitation programs refer to the activities undertaken for the 

purpose of humanizing and restoration of individual's physical, social and mental 

health (FMOH, 2012). Rehabilitation involves activities such as offering counseling 

or help, treatment, which include surgical and medical, and skills acquisition 

program among others (USAID fistula project n.d, Gerten et al 2009, USAID, Fistula 

care, and EngenderHealth, 2014 & Bellows et al 20 15). 
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Figure 5.12 Rehabilitation 

5.3.6.2.1. la Surgical Intervention 

Skiff• 
Acquisition 

Counseling 

VVF surgical intervention is a special surgical operation performed on women with 

vesicovaginal fistula, which involves the surgical closure of the abnormal hole 

connecting the vagina and urinary bladder (FMOH, 2012). The operation is usually 

performed free, under general anesthesia (Waaldjik, 2010 & FMOH, 2012). 

In relation to the intervention programs that best influence the participation of VVF 

women in treatment, four out of the nine respondents (I, II, V & VII) as indicated in 

Figure 5.13, stated they were encouraged to participate in treatment due to free 

surgical intervention. So for example, a respondent, who is VVF victim asserts that: 

The most important program that motivates me to visit this hospital 

is the free-surgery offered by the government. In addition, I aiso 

learned that after surgery an individual could be trained in sla'lls 

for self-reliance, such as soap-making and sewing (Re~pondent I, 

VVVF woman). 
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Another narration from a respondent gives credence to the foregoing opinion by 

adding that: 

My neighbor who was treated for similar disease [VVFJ informed 

me that an operation is free. Similarly, she informed me that after 

repairs an individual is trained in skills such as perfumes-making, 

soap-making, sewing among others. Therefore, because of the 

explanation about free repairs, I was motivated to visit the hospital 

for treatment (Respondent II, VVF woman). 

Similarly, stating the intervention programs that best increase participation of VVF 

women in treatment, a health personnel affirms that: 

The majority of VVF women that I had a·discussion with informed 

me that they were motivated to participate in the VVF treatment 

because the operation and other medical services are free. In 

addition, some victims identified skills acquisition programs, a 

training offered by the center as the reason they visit the hospital 

(Respondent V, Health personnel). 

In addition, giving further insight into intervention programs that motivates victims 

of VVF to seek for treatment, a health personnel affirms that: 

Several victims of VVF are not aware that treatment for the disease 

exists. However, the few ones that know about various government 

intervention programs, specifically, free surgery and soap making 

are the ones visiting the center for treatment. In other words, free 

surgical care is the single most influential factor in encouraging 

victims to seek treatment. Since VVF treatment is expensive and the 

majority of the victims are poor rural women, the afflicted persons 

usually take the advantage of free surgical intervention offered by 

the government (Respondent VII, Health personnel) . 
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Figure 5. 13 Surgical Jntervention Programs 

5.3.6.2.1.lb Skills Acquisition 
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Skills acquisition programs are plans designed to train women ill vanous 

entrepreneurship talents, so that after repairs and discharge VVF women could be 

self-reliant (Darburg, et al. 2009, Waaldjik, 2010). Some of the training programs 

that women receive in VVF centers in Nigeria include tailoring work, soap making, 

knitting, and perfumes-making (FMOH & USAID, Fistu1acare & Engenderhea1th, 

2014) 

1n relation to skills acquisition programs, two out of the nine respondents (VIII & IX) 

interviewed have expressed their perceptions of the programs that best encourage 

treatment-seeking behavior among VVF women. So for example, a respondent who 

is a government official from the state ministry of health asserts that: 

A combination of intervention programs is the reason for an 

increase in the rate of VVF women participating in treatment these 
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days. The first being that the treatment is provided free here. 

Secondly, during com•a!escent, the government ensures that the 

women are trained in some entrepreneurial skills so that after they 

return to their respective places they can earn a decent living 

(Respondent IX, Government official). 

Corroborating the foregoing perception about the best government intervention 

programs that increase the participation of VVF women in treatment, a government 

official affirms that: 

In our unit at Farida general hospital, we implement some 

government intervention programs and some other programs 

assisted by non-governmental organizations. Based on the 

information we gathered at the unit, most VVF women participate 

in treatment due to the following intervention programs: (1) free 

surgical intervention and (2) skills acquisition programs 

(Respondent. VIII, Government official). 

Figure 5.14 Skills Acquisition 

SkiHs 
Acquisition 
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5.3.6.2.1.1 c Counseling 

Counseling refers to the services offered to an individual who has social, 

psychological or other problems and difficulties by qualified counselors (Raju & 

Reddy, 20 I 7). In essence, counseling is a talker-based treatment given to people with 

problems by a qualified person (FMOH, 2012). 

Based on the data analyzed us ing Nvivo 11 , no respondent commented on the 

influence of counseling on treatment-seeking intention, but some respondents 

suggested the services of counselors is crucial. Thus, a model is not necessary. 

5.3.6.2.lb Campaign programs 

Health campaign programs imply to actions taken to prevent diseases, promote 

health and cure diseases through use of pamphlets, posters, and radio programs 

among others (Gerten et al. 2009). According to Odoemelan, (2015) and Bellows et 

al. (2015), health campaign programs include awareness and educational programs 

that change negative behavior to a positive one, aimed at improving health and 

maintaining life (Odoemelan, 2015 & Bellows et al. 2015). 

This section presents the perception of respondents on the two mam campaign 

programs implemented at the VVF centers in north-west Nigeria. The two main 

campaign programs are indicated in Figure 5.15. The purpose is to understand the 

perceptions of the respondents on how well the program increase participation of 

victims of VVF in treatment. 
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5.3.6.2. 1.1 a Awareness Campaign through Radio 
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Campaign 
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The awareness campaign program through the radio is an aspect of intervention 

programs undertaken through the media to enlighten target audience, with the aim of 

encouraging them to adopt positive attitudes to promote their health (USAID, 

Fistulacare, and Engenderhealth, 2014). The prominent among awareness campaign 

tools in developing societies include the use of radio programs to create awareness 

about health activities, so that individuals could take the advantage of such programs 

to improve their health or cure diseases (Odoemelan, 2015 & Bellows et al. 2015). 

In relation to the influence of awareness campaign through the radio as a motivating 

factor for p8 rticipRtion in treatment as shown in Figure 5 .16, three (VI, IV & III) out 

of the nine respondents interviewed stated that they were encouraged to seek for 

VVF cure due to radio programs aired by the state government. Expressing an 
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opinion regarding the influence of radio programs on treatment seeking, a respondent 

who is a victim of VVF asserts that: 

I was encouraged to visit this center [Maryam Abacha Hospital} 

because of a radio program that my husband heard. The next day 

he asked me to prepare so that we can visit the unit because the 

surgery is free. Apart from free-surgery, we also learned that after 

treatment victims receive training on the skills acquisition 

programs for self-reliance, such as sewing, knitting and soap 

making (Respondent Ill. VVF woman). 

Similarly, another victim of the disease affirms that: 

I heard the information about free VVF treatment through the 

radio. The radio is one of our main sources of information here. 

Therefore, immediately we receive the news, my parent encouraged 

me to visit the designated hospital for treatment.(Respondent IV, 

VVFwoman). 

Again, a health practitioner validated the foregoing opinions by maintaining that: 

From the interactions that I had with them [VVF women]. the 

majority of the victims states that they were motivated to seek 

treatment due to the announcement they heard through the radio 

and further announcement that was made by the town-criers in 

their locality. In addition, the free treatment program also 

motivated them to visit the hospital (Respondent VI. Health 

personnel). 

Based on the foregone responses it shows that awareness campaign through the radio 

is an important program that encourages participation in treatment. However, none of 

the respondents express an opinion concerning the impact of the educational 

campaign through the pamphlet. 
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Figure 5. 16 Awareness Campaign through the Radio 

5.3.6.2.1.lb Educational Campaign through Brochure 

Educational campaign through the patients' brochure implies to the enlightenment 

program through the use of written inscriptions on a poster or pamphlets for the 

purpose of promotion of health, prevention, and treatment of disease (FMOH, 2012). 

Based on the data analyzed using Nvivo 11 , none of the informants commented on 

the influence of educational campaign through patients' brochure, as such model 

might not be needed 
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Table 5.3 

Summary of Perceived Intervention Programs Influencing Treatment-seeking 

S/ Issues discussed with 
N respondents 
A. Rehabilitation Programs 

B. 

la Surgical Intervention 

1 b Skills Acquisition 

l c Counseling 

Campaign Programs 

la 

lb 

Awareness Campaign through 
the radio. 

Educational campaign through 
patients' brochure. 

Perceptions of Respondents 

The majority of the respondents affirm that 
rehabilitation programs (surgical intervention, skills 
acquisition & counseling) best encouraged VVF 
women to participate in treatment. 

Four (4) out of 9 respondents state that surgical 
operation is the best program that encourages victims 
of VVF to seek treatment. 

The two (2) out of the 9 respondents interviewed 
asserted that skills acquisition is the best program 
that motivates VVF women to seek treatment. 

However, out of the 9 informants, none of them 
commented on the influence of counseling programs 
in enco.uraging participation of VVF women in 
treatment. 

The least respondents (3) state that campaign aspect 
of intervention programs (awareness through the 
radio and educational campaign through patients' 
brochure) best encourage VVF women to seek 
treatment. 

Three (3) respondents out of 9 assert that radio 
programs aired in their areas best encouraged them to 
seek treatment. 

However, out of the 9 informants interviewed, none 
of them comment on the influence of educational 
campaign programs in encouraging participation of 
VV F women in treatment. 

5.3.6.3. Theme Three: Ways to Improve Intervention Programs 

The objective of theme 3 is to discover possible ways to improve intervention 

programs. Based on the foregoing objective, the key ways through which 

intervention programs can be made more effective and thus pave ways for increased 

participation in treatment is through rigorous related measures, which was generated 

from the related opinions of the respondents interviewed. As a result, eight (8) sub

themes emerged as shown in Figure 5.17, which include the need to improve on an 

awareness campaign, counseling, funding, skills acquisition, staff training and 
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development, provision of support to government by NGO's, traditional and 

religious organizations. Other measures include the need to unprove hygiene 

facilities and surgical repairs. 

Weys lo Improve 
VVF lnltrvenlico 

Programs 

Figure 5.17 Ways to Improve Intervention Programs 

5.3.6.3.Ia Support by NGO's, Traditional and Religious Leaders to Government 

In this sub-theme, _a government official at the state ministry of health expressed his 

views regarding ways to improve intervention programs as indicated in Figure 5. I 8. 

The Respondent asserts that: 

The burden of providing enabling environment and facilities should 

not be leji alone in the hands oj the government. 1herefore, 

traditional leaders, NGOs, religious leaders and rich individuals 

should assist the government in achieving appropriate 

implementation of VVF treatment programs (Respondents VIII, 

Government official). 
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Figure 5.18 Support by NGO's, Traditional, and Religious Leader's to Government 

5.3.6.3.lb Improve Awareness Campaign 

This section provides detail of respondents ' opinions on the ways to improve 

intervention programs through an awareness campaign. Based on the foregoing, 2 

respondents advocated for promoting awareness campaigns as shown in Figure 5.19. 

So for example, an official of the state ministry of health suggests that: 

Effort should be made to improve on the awareness level of victims 

that the disease is treatable and they should be made to realize that 

VVF intervention programs for treating the disease are available 

(Respondent IX, Government official). 

Complementing the foregoing opinion, health personnel affirms that: 

The government should intensify awareness campaign so that 

communities would understand that treatment for VVF disease is 

available, and it is offered free. Apart from receiving treatment, the 

victims should be informed that they can as well learn business 

skills that can change their lives for the better (Respondents VJ, 

Health personnel). 
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Figure 5. 19 Improve Awareness Campaign 

5.3.6.3.lc Improve Counseling 

Related to ways intervention programs for VVF cure can be improved, some 

respondents have expressed diverse but related opinions. Based on the foregoing, 3 

respondents recommended improving counseling services as shown in Figure 5.20. 

Specifically, respondent II & III, who are victims of VVF disease suggest that: 

The number of staffe offering to counsel should be increased so that 

the staff can cover several VVF women within a short period 

(Respondent II, VVF woman) 

Similarly, a government official from the state ministry of health endorse that: 

Qualified counselors should be employed and they should be 

encouraged to undergo further training and development. The staff 

should be encouraged to attend seminars and conferences, which 

could boost them educationally to become efficient in discharging 

their duties (Respondent IX, Government official). 
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Figure 5. 20 Improve Counseling 

5.3.6.3.ld Improve Hygiene Facilities 

Respondents in this study were also asked to give their views concerning ways to 

improve intervention programs for VVF women. Based on the foregoing assumption, 

2 i:espondents recommended for providing more hygiene facilities as indicated in 

Figure 5.21. Precisely, respondent IV, a VVF woman recommended for "providing 

more toilet and laundry soap as well as diapers". Similarly, respondent VI, a health 

personnel, recommends that "government should provide more surgical dressing and 

hygiene facilities for the disease victims". 
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Figure 5. 21 Improve Hygiene Facilities 

5.3.6.3.1 e Improve on Staff Training 

RES VI HP 

The respondents interviewed on ways intervention programs for VVF victims could 

be improved have made several but interrelated suggestions. Based on the foregoing, 

3 respondents suggested for improving staff training and development as illustrated 

in Figure 5.22. So for example, a health personnel suggests that: 

The government should improve staff training and development, 

which could enhance their expertise. The enhancement in 

specialization would result in an increase in the number of VVF 

s11rgical coverage (Respondent V. Health personnel). 

Other respondents who are also health personnel made recommendation similar to 

the foregoing one, by stating that: 

The government should increase the number of trained health 

p ersonnel performing VVF repairs, such as doctors, nurse 

anesthetists, and midwives. Because an increase in the number of 

trained personnel wo11ld raise the number of VVF women that 

receive treatment (Respondents VI & Vll, Health Personnel) 
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Figure 5. 22 Improve Staff Training 

5.3.6.3.1 f Improve Skills Acquisition Programs 

Respondents were also asked to state their views concemmg ways to improve 

government intervention programs for VVF women. Therefore, 4 respondents made 

several related suggestions as illustrated in Figure 5.23. Precisely, a respondent 

outline that: 

Tailoring work and the making of soap are a very good business. 

Thus, teaching VVF women the skills to produce the products and 

to sell the goods in the market would ensure self-reliance among 

the victims. This would as well improve their living standard and 

health. Therefore, skills acquisition programs should be intensified 

and be sustained (Respondent VII, Health personnel). 

A similar suggestion to the above was made by a VVF woman, who advocate that: 

Facilities for skill acquisition should be improved upon. The 

sewing machines that we use for training are few and old. Based on 

this, the trainer usually had to share the class-session into several 
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groups. I do hope the government can provide additional sewing 

machines (Respondent I, VVF woman). 

Furthermore, another respondent recommends that: 

The government should provide more facilities for skills acquisition 

such as sewing machines, knitting machines, soap making and 

scent making facilities among others (Respondent II, VVF woman). 

Similarly, the views held by respondent I and II were as well amplified by another 

victim of VVF disease, who appeal that: 

The government should please provide for us more facilities so that 

we can be trained in various skills. This will help us to make some 

earnings to reduce dependence on our spouses (Respondent III, 

VVFwoman). 

/ I 
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Figure 5.23 Improve Skills Acquisition Program 

5.3.6.3.lg lmprove Surgical l<.epairs 

The respondents in this study were as well asked to suggest ways to improve 

intervention programs for VVF women. Based on this aim, 3 respondents 

recommend for increasing the number of surgical repairs performed by health 
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personnel, as illustrated m Figure 5.24. Precisely, a respondent, who 1s a VVF 

woman suggests that: 

The government should increase the number of health personnel 

that performs surgical operations for VVF women. When staff such 

as doctors, nurses, midwives and other health-related staff are 

many, it provides for wider coverage of VVF repairs (Respondents 

I & fl, VVF women). 

Another narration from a VVF victim affirms the views expressed in the foregoing 

response, which recommends that: 

There is the need to increase the number of surgical repairs 

performed in all the VVF centers. By raising the number of 

operations per week, many victims would be treated within a short 

time (Respondent III, VVF woman). 

RES. IVVF RES. M VVF RES. 1-11 VVF 

Figure 5. 24 Improve Surgical Repairs 
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5.3.6.3.lh Improve Funding 

Informants of this study were asked to suggest ways to improve government 

intervention programs for VVF women. Based on the above aim, 2 respondents made 

divergent but related suggestions as shown in Figure 5.25. Specifically, respondent 

V, who is a health personnel, states that "government should increase funding so that 

facilities for VVF operation could be made available. In addition, facilities for skills 

acquisition should receive more attention in terms of funding". Similarly, affinning 

the suggestion made by the foregoing informant, respondent VIII, who is a 

government official from the state ministry of health suggest that: "government 

should increase the· funding for all the aspects of intervention programs for VVF 

women, such as surgical repairs, skills acquisition, counseling, awareness and 

educational campaign". 

RES. VII GO 

Figure 5. 25 Improve Funding 
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Table 5.4 

Summary of Perceived ways to Improve Intervention Programs 

SN 
A 

B 

C 

D 

E 

F 

G 

H 

Issues discussed with respondents 
Support by NGO's, Traditional and Religious 
Leaders to Government 

Improve Awareness Campaign 

Improve Counseling 

[mprove Hygiene Facilities 

Improve on Staff Training 

Improve Skills Acquisition Programs 

Improve Surgical Repairs 

Improve Funding 

5.4 Concluding Remarks 

Perceptions of Respondents 
One ( l) respondent has recommended for a 
non-governmental organization, traditional 
and religious leaders to complement 
government efforts. 

Two (2) respondents suggested for creating 
awareness, especially among the rural 
population. This helps more VVF women to 
benefit from treatment. 

Three (3) informants endorsed for improving 
the counseling program. 

Two (2) respondents recommended for 
providing more surgical and sanitary 
packages. 

Three (3) respondents suggested the training 
and staff development in order to increase 
their productivity in VVF treatment. 

Four (4) respondents have recommended for 
improving facilities for ski lls acquisition 
such as providing more sewing and knitting 
machines among others. 

Three (3) respondents have urged the 
government to ensure more coverage of 
surgical repair for VVF women. 

Three (3) informants advice that more 
money should be spent to boost intervention 
programs for VVF treatment. 

This chapter provides further evidence that conforms with the result obtained from 

the responses of 302 respondents exposed to intervention programs for VVF in the 2 

states of north-west Nigeria. The face-to-face in-depth interview was conducted 

using 9 respondents and the data analysis was performed based on their views. 

Utilizing Nvivo qualitative software for the thematic analysis, 3 themes emerged 

with 16 sub-themes and 5 sub-sub themes. Therefore, based on the perceptions of the 

respondents, this study indicates that some psychosocial factors such as decision

making, low-stigma, transportation and quality of health have influenced the 

262 



participation of VVF women in treatment. However, the influence of attitude of 

health personnel has not been important in increasing treatment seeking among VVF 

women. Similarly, the result shows that rehabilitation aspect of government 

intervention programs best-influenced participation in treatment, followed by 

campaign programs. The study also shows several suggestions on ways to improve 

intervention programs for VVF disease. 
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CHAPTER SIX 

DISCUSSION, IMPLICATION, RECOMMENDATION, AND 

CONCLUSION 

6.1 Introduction 

This chapter pays attention to the summary of the research findings based on the 

quantitative and qualitative data, which is in line with the research questions and 

objectives along with hypotheses generated from the literature reviewed. Similarly, 

this chapter presents theoretical, practical and methodological contributions of the 

study. In addition, it discusses the limitation, suggestions for future research, the 

conclusion as well as recommendations resulting from the findings of the research. 

6.2 Reviews of the Study 

This study assesses the moderating effects of intervention programs on the 

relationship between psychosocial factors and intention to seek for treatment among 

VVF women in north-west Nigeria. The study utilized six independent variables 

which are further combined to fonn three TRA constructs, and a moderator to assess 

the strength of the moderator (intervention programs) while interacting with 

psychosocial factors in increasing the participation of VVF women in treatment. In 

addition, the study used smartPLS version 2.0 and Nvivo qualitative software in 

order to answer the research questions below: 

1. To what extent does decision-making, the attitude of health personnel, 

low stigma, social support, transportation, quality of health, attitude, 
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2. subjective norms, and perceived behavioral control influence intention to 

seek treatment among WF women in north-west Nigeria? 

3. Do the intervention programs, moderate the relationships between 

attitude, subjective norms, perceived behavioral control and intention to 

seek treatment among WF women in north-wes t Nigeria? 

4. What are the perceived psychosocial factors influencing intention to seek 

treatment among WF women in north-west Nigeria? 

5. What are the perceived intervention programs that increase intention to 

seek treatment among WF women in north-west Nigeria? 

6. What are the perceived ways to improve intervention programs among 

VVF women in north-west Nigeria? 

To answer the above questions, this study developed twelve ( 12) hypotheses to 

provide solutions to the research questions 1 & 2. 1n determining the results of direct 

and indirect relationships, the smartPLS 2.0 version was used to test the relationships 

between the exogenous and endogenous variables. Relating to the direct relationship 

between the exogenous latent variables and endogenous latent constructs, which 

answers the research question 1, the result of the study shows that 8 (H 1, H3, H4, 

HS, H6, H7, H8, & H9) out of the 9 hypotheses developed were supported. Precisely, 

the path coefficient shows significant positive relationships between decision

making, low stigma, social support, transportation, quality of health, attitude, 

subjective norms, perceived behavioral control, and intention to seek treatment 

among VVF women in north-west Nigeria. Conversely, the result did not support one 
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(1) Hypothesis (i.e. H2). Precisely, the findings through PLS path modeling indicated 

no positive relationship between the attitude of health personnel and intention to seek 

treatment. 

In addition, the findings of the indirect relationship (moderation), which answered 

research question 2, show that intervention programs (rehabilitation, campaign) 

moderate the relationship of the 2 out of the 3 exogenous and endogenous latent 

variable. Specifically, intervention programs, moderate the relationships between 

subjective norms and intention to seek treatment (i.e. Hl 1). Again, intervention 

programs, moderate the relationship between perceived behavioral control and 

intention to seek treatment (i.e. H12). Conversely, 1 hypothesis (i.e. Hl 0) was not 

moderated, indicating that intervention programs did not moderate the relationship 

between attitude and intention to seek treatment among VVF women in north-west 

Nigeria. 

The third research question seeks to identify the perception of respondents on the 

psychosocial factors that encourage women to participate in treatment. Based on this, 

the face-to-face in-depth interview identified and focused on psychosocial factors, 

which include decision-making, the attitude of health personnel, low-stigma, social 

support, transportation and quality of health. 

The fourth research question explores the perceptions of respondents on the 

intervention programs that best mcrease the participation of VVF women in 

treatment. Based on the foregoing, the face-to-face interview explores the 

perceptions of the respondents on the influence of rehabilitation and campaign 
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programs, as well as which among the two mam programs best increase the 

participation of VVF women in treatment. 

The fifth research question seeks to discover through the perceptions of respondents 

ways to improve intervention programs for VVF women in north-west Nigeria. The 

perceived ways identified by the respondents were categorized into improving 

awareness campaign, counseling, funding, skills acquisition, staff training and 

development, provision of support to government by NGO's, traditional and 

religious organizations. In addition, other ways include improving hygiene facilities 

and surgical repairs. 

6.3 Discussion of Findings 

This section gives emphasis to the results drawn from the quantitative results in 

chapter 4 and the result of the face-to-face in-depth interview (qualitative results) in 

chapter 5 in relation to conceptual frameworks, relevant theories, and previous 

research findings. It is important to note that, because the results concerning 

moderating effects, theory testing of the constructs in the conceptual model and the 

formative model results represent the key contributions of this study, the 

explanations of the moderating effects and findings of the theories tested will be 

made from a theoretical perspective(s) instead of through previous empirical studies, 

which is in line with the assumptions of Maitama (2014). Therefore, the reasoned 

action theory/theory of planned behavior (Ajzen et al. 1980) and the health belief 

model (Wayne, 2016 & Odoemelan, 2015) will provide justification for the new 

findings. 
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This section used the embedded method of analysis, so that the study offers 

explanation simultaneously with the quantitative research being the major study, 

while the qualitative interview result providing support. This enables the researcher 

to assess, clarify, and relate the result as well as to answer the respective research 

questions and the study's objectives. This discussion is organized based on the 

research questions and their corresponding objectives. 

The first research question examined the influence of psychosocial factors (DM, 

AHP, LSTM, SSU, TRP, QOH, A, SN & PBC) on intention to seek treatment. Based 

on the foregoing question, this study developed nine (9) hypotheses to assist this 

researcher to examine the influence of psychosocial factors on the participation of 

VVF women in treatment. This particular discussion is linked to the research 

question one and three. Question 3 was used to boost and validate the findings of 

research question one. In essence, the perceptions of the respondents interviewed 

were connected with the quantitative results of the influence of psychosocial factors 

on intention to seek treatment among VVF women in north-west Nigeria. 

6.3.1 Decision-making on Intention to Seek Treatment 

Decision-making denotes the ability of an individual to make the choice to behave 

independently in a maruier that such a person does not require to seek the permission 

of someone else in the exercise of his/her action (Mistry et al, 2009, Wall, 2012 & 

Rahman et al. 20 I 4). So for example, independently possessing the ability to visit 

other family members, make a visit to health care facilities or expending financ ial 

resources for healthcare purposes among others (Mistry et al, 2009 & Rahman et al. 

2014). 
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Therefore, based on the previous studies on decision-making, this study hypothesized 

that decision-making is positively related to intention to seek treatment among VVF 

women in north-west Nigeria. Consistent with Hypothesis 1, the empirical result of 

the direct relationship shows there is a significant positive relationship between 

decision-making and treatment seeking intention (P=0.18, t=4.33, p<0.01). 

The results of this study agree with several previous studies, which shows that the 

sick individuals, particularly women, participate in treatment due to decision-making 

autonomy (Mistry, et al. 2009; Kimi ya, 2011; Nagatu et al. 2014; Rahman et al. 2014 

& Osamor et al. 2016). 

Confirming the above, the socio-demographic features of respondents in the current 

study (see Table 4.8) shows that the majority of participants 180 (59.6) indicated 

they made the choice to seek treatment without interference from the husband or his 

relatives. Conversely, the least respondents 111 (36.8) disagree. The result signifies 

that VVF women participate in treatment very early because of the autonomy that 

they have. 

Consistent with the findings of the research question one, research question three 

pays attention to the perceptions of the respondents concerning the influence of 

decision-making on participation in treatment among VVF women. Based on the 

general pattern observed from the result of the interview, the findings show 

respondents mostly indicated that decision-making power for women increases 

participation in treatment. The findings from both quantitative and qualitative studies 
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suggest that decision-making is a relevant construct that increases the participation in 

treatment among VVF women in north-west Nigeria. 

The foregoing result is consistent with the views of Osamor et al. (2016) who 

observe that high degree of decision-making autonomy among individuals, 

particularly women, such power increases their participation in treatment. 

Additionally, the scholars suggest that decision-making power available to women 

provides the benefit of higher survival rate for the children, reduction in the rate of 

death, enhance reproductive health and lower the infertility rate. 

6.3.2 Attitude of Health Personnel and Intention to Seek Treatment 

The attitude of health personnel refers to the positive behavior, in which the health 

workers show kindness and respect among others, to the patient in the course of care 

(Holmes et al., 2012). The positive attitude of health personnel is one of the 

significant factors, which have been supported empirically by several studies to 

influence the participation of individuals in treatment (Tlebere, et al. 2007; Holmes, 

et al. 2012; FMOH, 2012; Adeyemo, 2013; Kasamba, et al. 2013; & Mannava et al. 

2015). A more current research asserted that positive attitude of health personnel has 

a significant positive influence on the participation of sick individuals in treatment 

(Afsane, et al. 2017). 

Based on the foregoing studies, this study hypothesized that attitude of health 

personnel is positively related to intention to seek treatment among VVF women. 

However, inconsistent with the hypothesis developed, the study found no significant 

relationship between the attitude of health personnel and intention to seek treatment 
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(~"'0.06, t=J.29, p<0. 10). This implies that attitude of health personnel does not increase 

participation in treatment. Therefore, the finding of this study is inconsistent with our 

earlier predictions generated from the studies of Mannava et al. (2015) and Afsane et 

al. (2017), who stated that positive attitude of health personnel motivates clients to 

participate in treatment as well as make a visit to the clinic for follow up care. The 

present study shows an insignificant association between an attitude of health 

personnel and participation in treatment, which conformed to the views of some 

studies that established a positive attitude of health personnel is insignificant in 

increasing the participation of VVF women in treatment (Wall, 2012). Supporting 

this argument, Holmes et al. (2012) suggest that the attitude of health personnel 

might be positive, but other factors associated with treatment seeking, such as the 

inability of the victims to pay medical bills and the lack of confidence in the quality 

of health services provided at the center might prevent the sick individuals from 

partic ipating in treatment. 

Moreover, to certify the foregoing assertion, most of the respondents during the face

to-face interview session, had a negative perception of the impact of the attitude of 

health personnel on intention to seek treatment. According to the majority of the 

respondents, health personnel in the health centers are being disrespectful to the VVF 

women, which has limited the number of women seeking treatment early. 

The Justification for the failure of the construct of the attitude of health personnel to 

be significant in increasing participation in treatment in this study could be that even 

when the attitude of health personnel is positive, the victims had to evaluate the 

benefit they could get from medical treatment apart from the positive attitude. For 
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example, if they perceived that they are not going to get better treatment, even with 

good reactions from staff, the victims are not likely to seek treatment, which 

invariably makes the construct-irrelevant. Thus, future studies could test this 

construct in a different social context. The construct could be significant when tested 

in a different environment from the two northwestern states of Nigeria. 

6.3.3 Low Stigma and Intention to Seek Treatment 

Stigma refers to feelings of shame or disgrace of a person with a particular problem 

(Mizck, et al. 2015). Stigma leads to prejudice and discrimination (Mizck, et al. 

2015). In general, the term refers to showing negative or discriminatory behavior to 

people with challenges, be it health, gender, race, socioeconomic status among others 

(Mizck, et al. 20 l 5 & Mutambara, et al. 2013 ). However, in this study, the concept 

focuses on low stigma i.e. the effect of the drop in the feeling of shame, disgrace and 

social judgment experience on treatment-seeking intention among VVF women. 

Evidence from the literature suggests that low-stigma has a significant positive 

influence on participation in treatment (Siddle et al. 2013, Dreves, 2015 & Kulesza et 

al. 2015). In line with the foregoing assumption, the first research question of this 

study also concentrates on the relationship between low-stigma and participation in 

treatment among VVF women in northwest Nigeria. As predicted earlier in our 

hypothesis, the result of this study shows a significant positive relationship between 

low-stigma and intention to seek for treatment (~=0.11, t=3.15, p< 0.01). The 

foregoing finding is consistent with the previous studies (Ng et al. 2008, Muleta et al. 

2008 & Roush, 2009). 
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According to Creswell (2012), the association between qualitative and quantitative 

findings is one in which they either agree or disagree with each other. On the basis of 

the foregoing assumption, the result of the qualitative face-to-face in-depth interview 

shows that most of the respondents believe low-stigma increase the participation of 

the VVF women in treatment. 

6.3.4 Social Support and Intention to Seek Treatment 

Social support is a situation whereby a person or group enJoys emotional and 

practical support from other individuals such as from community, family, friends, 

religious organizations among others (Yadav, 2010 & Upton, et al. 2015). Social 

support is one of the important factors that influence the participation of the sick 

individuals in treatment (Gombachika, et al. 20 12; Woldeammanuel, 2012; Dunne, et 

al. 2014, & Upton, et al. 2015). 

Therefore, based on the previous studies on social support, this study hypothesized 

that social support is positively related to intention to seek treatment among VVF 

women in north-west Nigeria. Consistent with hypothesis 4, the empirical result of 

the direct relationship shows there is a significant positive relationship between 

social support and intention to seek treatment (P=0.11, t=2.00, p<0.0 1). 

The result of this study is consistent with several previous studies, which suggest that 

clients participate in treatment due to physical and financial support from family, 

friends and other community members (Thoits, 2010; Yadav, 2010; Borgman, 2012 

& Upton, et al. 20 I 5). 
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Certifying the above result, the demographic features of the respondents in this study 

(see Table 4.8) show that most of the participants 205 (67.9), 16 (5.3), 3 (1.0) and 2 

(0.7) indicated they participate in treatment because of the support that they received 

from family members, neighbors, friends and faith members respectively. The 

findings of this study further signify that the victims of fistula disease participate in 

treatment due to support that they attain from the significant others and some 

members of the larger community. 

Consistent with the findings of research question one, research question three pays 

attention to the perceptions of the respondents concerning the influence of social 

support on intention to seek treatment among VVF women. The result of the 

interview shows that almost all the respondents indicated they participate in 

treatment due to both physical, mental and financial support they gain from 

important people around them. Thus, from both quantitative and qualitative findings, 

this study further shows that social support variable is a relevant construct that 

increases the participation in treatment among VVF women in north-west Nigeria. 

6.3.5 Transportation aod Intention to Seek Treatment 

Transportation refers to the simplicity with which, information, goods, and people 

move from one place to another (Rodrigue et al. 2013). The key principle of 

transportation includes the desire to satisfy the need for mobility, because 

transportation only exists if individuals, products, and information can move from a 

place to another (Samuel, et al. 2013 & Rodrigue et al. 2013). Transportation is one 

of the significant factors which have been supported empirically by numerous studies 
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to have a significant influence on treatment-seeking behavior (Strauss et al. 2006, 

Jeremy, 2010, international transport forum, 2011 & Syed t al. 2013). 

Based on the previous studies on transportation, this study hypothesized that 

transportation is positively related to intention to seek treatment among VVF women 

in north-west Nigeria. Consistent with hypothesis 5, the empirical result of direct 

relationship shows there is a significant positive relationship between transportation 

and intention to seek treatment W=0.29 t=3.91, p>0.01). The result of this study is 

consistent with several previous studies that suggested most sick people participate in 

treatment due to the ease of access to transportation (Strauss et al. 2006 & Jeremy, 

2010, Rodriguez et al. 2013 & Robinson, 2015). 

Consistent with the findings of research question one, research question three also 

emphasizes the perceptions of the respondents concerning the influence of 

transportation on intention to seek treatment among VVF women. Therefore, the 

result of the face-to-face in-depth interview shows that all the respondents indicated 

they participate in treatment because of the ease with which they accessed 

transportation facilities. The respondents highlight that it was easier for some of them 

to get access to motorcycles and buses from their villages to the city on a daily basis. 

Thus, from both quantitative and qualitative results, this study affirms that good 

transportation network increases the participation of VVF women in treatment. 

6.3.6 Quality of health and Intention to Seek Treatment 

Quality of Health encompasses good health condition, happiness, life satisfaction, a 

living standard that is above average, good housing condition, educational 
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opportunities, freedom to express oneself, opportunities for recreation and good 

transportation and mobility (Folasire et al. 2012 & Knopman, et al. 2015). Quality of 

health is a significant factor that influences treatment seeking among patients since 

victims with a mild to moderate disease are more likely to participate in treatment 

than individuals with severe disease (Fol as ire et al. 2012 & Thompson et al. 2015). 

Thus, based on the previous studies on quality of health, this study hypothesized that 

the quality of health is positively related to intention to seek for treatment among 

VVF women in north-west Nigeria. Consistent with hypothesis 6, the empirical result 

of direct relationship shows there is a significant positive relationship between the 

quality of health and intention to seek treatment (~=0.35, t=4.3 I, p>0.0 l ). The result 

of this study is consistent with several previous studies, which suggest that people 

participate in treatment, especially when their health has not seriously deteriorated 

(Borgaonkar, 2015 & Knopman, et al. 2015). 

Certifying the above result, the demographic features of the respondents in this study 

(see Table 4.8) show that 145 (48.l) and 23 (7.6) respondents, respectively, which 

constituted the majority, indicated they participate in treatment because their disease 

status has not seriously deteriorated. In essence, because their condition is mild, they 

have the energy to face the challenges of treatment. The findings of this study further 

signify that the victims of fistula disease participate in treatment due to the belief that 

their health condition could withstand the physical and mental pressure of treatment 

seeking. 

274 



Consistent with the findings of research question one, research question three pays 

attention to the perceptions of the respondents regarding the influence of quality of 

health on intention to seek treatment among VVF women. The result of the interview 

shows that all the respondents indicated they participate in treatment because they 

are relatively physically and mentally fit to withstand the demands of health seeking. 

Therefore, based on the results of the quantitative and qualitative analysis, this study 

further indicates that the construct of quality of health is important in increasing the 

participation of the victims of VVF in treatment. 

6.3.7. Attitude and Intention to Seek Treatment 

Attitude is defined as the beliefs about a particular behavior, which could be negative 

or positive (Jean & Kaye, 2015), weigh by the evaluation of its benefit, which leads 

an individual to engage in a particular behavior. It is important to note that accurate 

measurement of intention help in predicting behavior (Ajzen et al. 1980 & Tlou, 

2009). In this study, the concept of "attitude" is a combination of the patients' 

perceptions of the attitude of health personnel and quality of health. Related to 

treatment seeking intention, attitude implies to the belief about the benefits of a 

positive attitude of health personnel and quality of health of individuals who are the 

beneficiaries, which increase their participation in treatment. 

Based on the assumption of the theory of reasoned action, this study hypothesized 

attitude is positively related to intention to seek treatment among VVF women in 

north-west Nigeria. Consistent with the research question 1 and hypothesis 7, the 

empirical result of the direct relationship shows there is a significant positive 

relationship between attitude and intention to seek treatment (~=0.67, t=9.98, 
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p>O.O 1). The result of this study is consistent with the views of TRA/TPB (Ajzen et 

al. 1980, Tlou, 2009 & Suki et al. 2016), which suggest that individuals are motivated 

to engage in certain behavior due to the perceived positive attitude of health 

personnel and perceived the relative quality of health of the individuals. Therefore, it 

can be inferred a combination of beliefs about VVF women's quality of health and 

the perception of the positive attitude of health personnel blend to influence the 

participation of the victims in treatment, which AHP alone could not achieve. 

6.3.8 Subjective Norms and Intention to Seek Treatment 

Subjective norm is defined as the influence of important people around a person 

seeking for treatment, such as the influence of family and friends among others who 

apart from providing social support, they treat the victims without stigmatizing them 

(Ajzen, et al. 1980). In this study, the term "subjective norm" is a combination of 

social support and low-stigma. The concept focuses on the influence of people 

around the victims who offer physical and financial support to the VVF victims and 

they accept the victims without discriminating against them. This gesture encourages 

VVF women's participation in treatment. 

In line with the assumption of the theory of reasoned action, this study hypothesizes 

that subjective norm is positively related to intention to seek treatment among VVF 

women in north-west Nigeria. Consistent with research question 1 and hypothesis 8, 

the empirical findings of the direct relationship shows a significant positive 

relationship between su bjective norms and intention to seek treatment (~=0.14 

t=3.40, p>0.01). The result of this study is consistent with the assumption of 

TRA/TPB (Ajzen et al. 1980, Tlou, 2009 & Suki et al. 2016), which suggest that people 
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engage in a certain behavior because of the support from important people around 

them who do treat them nicely without judgmental behavior. Based on the foregoing 

result, it can be inferred a combination of social support and low-stigma encouraged 

the participation ofVVF women in treatment. 

6.3.9 Perceived Behavioral Control and Intention to Seek Treatment 

Perceived behavioral control is one of the determinants of behavioral intention and 

behavior (Ajzen, et al. 1980). The basic assumption of PBC is that individuals 

engaged in behavior because they believe that they can do it owing to control and 

power that they have in the discharge of the behavior (Suki et al. 2016). In this study, 

PBC is a combination of decision-making and access to transportation, which 

increase treatment-seeking behavior. The construct focuses on the belief that an 

individual has control and power over the discharge of certain behavior. In this case, 

the construct implies VVF women believe that they have control over decision

making and access to resources to utilize transportation to seek health care services, 

coupled with effective government intervention programs. 

In line with the assumption of the theory of reasoned action, this study hypothesizes 

that perceived behavioral control is positively related to intention to seek treatment 

among VVF women in north-west Nigeria. Consistent with the research question 1 

and hypothesis 9, the empirical findings of the direct relationship indicate a 

significant positive relationship between perceived behavioral control and intention 

to seek treatment (~=0.1 I, t=2.02, p>0.01). The result of this study is consistent with 

the assumption ofTRA/TPB (Ajzen et al. 1980, Tlou, 2009, Suki et al. 2016 & Wayne, 

2016), which infers that the victims of VVF in north-west Nigeria participate in 
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treatment due to decision-making autonomy that they have and access to 

transportation. 

6.3.10 Moderating Roles of Intervention Programs 

As indicated in section 6.3, the main contribution of this study is moderating effects 

and theory testing. Therefore, the explanations of the moderating effects and findings 

of the theories tested are made from a theoretical perspective(s) instead of through 

previous empirical studies, which is in line with the assumptions of Maitama (2014). 

Therefore, reasoned action theory/theory of planned behavior (Ajzen et al. 1980) and 

the health belief model (Odoemelan, 2015 & Wayne, 2016) provide justifications for 

the new findings. 

In line with the foregoing, this study offers empirical proofs on the major 

contributions of intervention programs as a moderating variable between attitude, 

subjective norms, perceived behavioral control and intention to seek for treatment 

among VVF women in north-west Nigeria. The previous researches mainly 

concentrated on direct relationships between psychosocial factors, such as decision

making, the attitude of health personnel, stigma, social support, transportation, 

quality of health among others and treatment seeking behavior (Tlebere et al. 2007; 

Muleta, 2008; Jeremy, 2010; Kimiya, 2011; Borgman, 2012; Fobes, 2013; Rodriguez 

et al. 2013; Siddle et al. 2013; Syed et al. 2013; Nigatu, et al. 2014; Rahman et al. 

2014; Akhter, 2015; Mannara, et al. 2015; Thompson et al. 2015; Osamor et al. 2016 

& Afsane, et al. 2017). However, the majority of the results of previous studies on 

the direct relationships were weak, inconsistent or contradictory (Scheppere et al. 

2006; Muleta, 2008; Bankole, 2009; Jeremy, 2010; Murakami et al. 2011; Holmes et 
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al. 2012; Namasavayam aL 2012; Adeyemo, 2013; Siddle et al, 2013; Dunne et al. 

2014; Kimiya, 2014; Nagatu et al. 2014; Rahman et al. 2014; Borgman,2015; Mizck 

et al. 2015 & Thompson et al. 2015). Therefore, these inconsistencies provide 

justification for the introduction of intervention programs as moderator (Baron & 

Kenny 1986; Frazier, Kim, Kaye & Wright, 2001 and Barron & Tix, 2004; Durburg, 

2009; Waaldijk, 2010; FMOH; 2012 & USAID, Fistula care & EngenderHealth, 

2014). Similarly, a moderator can be introduced if there is evidence that previous 

intervention programs have been ineffective (Frazier et al. 2001 & Barron et al. 

2004). Similarly, several scholars (Kaewsawat, 201 0; Waaldijk, 2010 Bellows, et al. 

2014, & Watt, Wilson, Sikkema, Mosha, Musen & Browning 2015) argue that 

similar to the way developed societies such as the US and Europe utilized 

government intervention programs to eradicate chronic diseases such as 

Tuberculosis, Liver disease, AIDS among others, equally, developing societies such 

as Nigeria can use various intervention programs to eradicate diseases. Thus, the 

foregoing argument provides further justification for the introduction of intervention 

programs as moderator. Finally, the TRAITPB and HBM theories also suggest that 

effective intervention programs help to increase participation in treatment 

(Odoemelan, 2015). Additionally, based on the dimension of intervention programs 

(Mohammad, 2007, Gerten et al. 2009, Bellows et al. 2014, Odoemelan, 2015), this 

discussion focused mainly on rehabilitation and campaign programs. 

As a result, three hypotheses were formulated to assess how government intervention 

programs such as rehabilitation and campaign programs moderates the relationship 

between attitude, subjective norms, perceived behavioral control and intention to 

treatment among VVF women in north0west Nigeria. The findings of the study show 
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two (2) (H l l & H 12) out of the three (3) hypothesized relationships were significant 

and supported, but one hypothesis (HlO) was not supported. 

Therefore, in line with the research question 2, the result of this study is inconsistent 

with the hypothesis 10. The finding (~=0.00, t=0.00, p<0.50) shows that intervention 

programs did not moderate the relationship between attitude and intention to seek 

treatment. In other words, even with effective intervention programs combined with 

the positive attitude of health personnel and quality of health, but this does not 

reinforce intention to seek treatment among VVF women. This result is inconsistent 

with the assumption of the health belief model and theory of reasoned action. This is 

because the theories suggest that people seek for treatment due to perceived benefits 

of treatment, coupled with a perceived positive attitude of health workers and stable 

quality of health of the victims, which is strengthened by surgical intervention, skills 

acquisition and awareness campaign among others. 

Based on the foregoing result, the justification why intervention programs did not 

moderate the relationship between attitude and intention to seek treatment could be 

because, in the application of theory direct relationship, the result is so strong to the 

extent that victims seek for treatment without being complemented by intervention 

programs. That is to say, that because the relationship between attitude and intention 

is very strong (P=-0.67, t=9.98, p<0.01), respondents have appreciated the 

combination of the positive attitude of health personnel with their quality of health to 

increase participation in treatment. Thus, in this sih1ation, intervention program is not 

required as a reinforcer of attitude to increase treatment seeking among VVF women. 
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In addition, hypothesis 11 predicts that intervention programs moderates the 

relationship between subjective norms and intention to seek treatment among VVF 

women in north-west Nigeria. Consistent with the foregoing assumption, this 

relationship was supported (B=0.08, t=2.24, p>0.0 1 ). This implies that appropriate 

intervention programs interact with social support and low stigma to strengthen the 

participation of VVF women in treatment. This result is consistent with the 

assumption of TRA and HBM, which suggests that VVF women will participate in 

treatment when there are appropriate and effective intervention programs, which 

when combined with social support and low stigma, this will strengthen intention to 

seek treatment among VVF women in Nigeria. 

Additionally, hypothesis 12 postulates that intervention programs, moderate the 

relationship between perceived behavioral control and intention to seek treatment 

among VVF women in north-west Nigeria. Consistent with the foregoing 

assumption, this relationship was supported (P=-0.11, t=2.32, p>0.01). However, the 

result of the hypothesized moderating relationship is negative. This implies that 

when intervention programs such as free surgery, skills acquisition, counseling, 

awareness campaign among others, are introduced, the moderating relationship 

between the programs in combination with decision-making and transportation lower 

the participation ofVVF women in treatment. 

The justification for the negative moderation could be that the respondents have 

realized the importance of intervention programs, but they still have problems with 

access to transportation and decision-making, as a result, their participation in 

treatment becomes low. However, as observed from the model at Figure 4.7 and 
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Table 4.35, it indicates that perceived behavioral control is positively significant, that 

the construct increases intention to seek treatment. Without being exposed to 

intervention programs as shown in Figure 4.7 (in the application of theory direct 

relationship), VVF women did not realize the effects of intervention programs, as 

such, they believed that they have control over decision-making and ease of access to 

transportation. The foregoing scenario explains why there is a positive relationship 

between perceived behavioral control and intention to seek treatment in the 

application of theory direct relationship but not in the moderating relationship. 

6.3.11 Perceived Intervention programs Influencing Intention to Seek 

Treatment 

Following the face-to-face in-depth interview, the result of the study provided 

answers to research questions 4, which the main's objective is to explore the 

perceived intervention programs that best increase the participation of VVF women 

in treatment. Based on the observed general pattern of the interview data, the 

program that best encourages participation m treatment seeking is rehabilitation 

programs followed by campaign program. 

6.3.11.l Rehabilitation 

In this study, an in-depth interview result shows that most of the respondents 

mentioned rehabilitation aspect of intervention programs such as surgical repairs and 

skills acquisition as the most important programs that motivate respondents to seek 

treatment. The respondents suggest that surgical closure of the disease change their 

lives for the better. In addition, the skills acquisition training that they received at no 

cost, make rehabilitation the best programs that motivate victims of VVF to visit the 

282 



designated health centers for treatment. This explains why several VVF women 

believe rehabilitation is a good program in increasing participation in treatment and 

they demand more action from government to make the program more viable. 

6.3.11.2 Campaign 

Apart from the rehabilitation elements of the intervention program ranked as the 

most important packages that increase participation in treatment, the campaign 

programs were ranked next. The result of the interview indicates that few 

respondents believe in the efficacy of awareness campaign through the radio m 

increasing participation m treatment as compared to several respondents rn 

rehabilitation programs. This is why VVF women are least motivated by the 

campaign programs to participate in treatment than rehabilitation aspect of the 

programs. 

6.3.12 Ways to Improve Intervention Programs 

The research question 5 main's objectives are to discover the ways to improve 

intervention programs. In line with the foregoing aim, the result from the in-depth 

interview shows respondent's views on the perceived ways intervention programs 

could be improved upon. Some of the ways discovered include improving awareness 

campaign, counseling, funding, skills acquisition, staff training, and development, 

supporting government efforts, improving hygiene facilities and surgical repairs. 

6.3.12.1 Support by NGO's, Traditional and Religious Leaders to Government 

In line with the fifth research question, the fifth objective of this study was to 

discover ways to improve intervention programs for VVF women in north-west 
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Nigeria. Thus, based on the interview result, a respondent suggests that the programs 

could be more robust when non-governmental organizations, traditional and religious 

leaders, among others offer and sustain support to the government's effort to ensure 

mobilizing the affected VVF women to participate in treatment. 

6.3.12.2 Improve Awareness Campaign 

Regarding improving government intervention programs for VVF disease, some 

respondents recommended for intensification of awareness campaign through the 

radio, so that afflicted women, men, community and religious leaders could be well 

informed about the cure and availability of the treatment for VVF disease. 

Additionally, respondents suggest that pregnant women should be informed about the 

need to visit health care centers for a prompt check-up to avoid the possibility of 

contracting VVF. Equally, respondents recommend on the need to intensify efforts in 

educating communities on the dangers of harmful traditional practices, such as the 

use of traditional herbs and other practices that could tamper with the internal 

structures of female reproductive organs. 

6.3.12.3 Improve Counseling 

Regarding advice, the result of the interview shows some respondents have 

suggested for increasing the number of counselors that offer advice to VVF women. 

This is because by increasing the workforce, more disease victims will receive 

appropriate advice in good time. Additionally, some respondents recommended for 

improving the level of education of the counselors, because doing so will enhance 

their capacity to provide optimum services to the affected VVF victims. 
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6.3.12.4 Improve Hygiene Facilities 

In relation to ways to improve government intervention programs for VVF women, a 

respondent suggested that government should do more to increase and maintain the 

sanitation facilities offered to VVF women. The ·provision of facilities such as 

sanitary pads and soap and detergents assists the victims to remain clean, which 

invariably increases their health status. 

6.3.15.5 Improve Health Personnel Training 

Concerning ways to improve government intervention programs for VVF women, 

several respondents have advocated for improvement on the health personnel 

training. The Staff training and development will boost the staff capacity and make it 

easier for them to discharge their duties with ease, consequently improving the well

being of VVF women. 

6.3.12.6 Improve Skills Acquisition 

Concerning improving government intervention programs for VVF women, some 

respondents interviewed suggested for increasing the number of facilities as well as 

sustaining the training of VVF women in skills acquisition training sessions the 

following convalescence. Specifically, to improve the program, respondents 

suggested for sustaining training for making soap, sewing, knitting, and other 

rehabilitation programs even after the discharge of the victims from the hospital. 

6.3.12.7 Improve Surgical Repairs 

Relating to the improvement of government interventions for VVF women, several 

respondents have recommended for increasing the number of doctors, nurses, 
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anesthetics among others, who perform VVF surgeries. Raising the number of health 

personnel that conduct VVF treatment and management will ensure that more 

surgeries are performed, which helps to reduce the high number of existing VVF 

cases in the region. 

6.3.12.8 Improve Funding 

The result of the interview also indicates that some respondents have recommended 

for increasing and sustaining funding of intervention programs. The suggestion 

implies that more monies should be spent on both human and material aspects of the 

program. Specifically, respondents proposed for increasing the number of facili ties 

used in skills acquisition, surgical procedures, training and development of staff, and 

hygiene facilities among others. 

6.4. Practical Contributions 

The essence of any research is to produce knowledge by the researcher so that such 

valuable information can be applied to solve the problems of society. Generally, with 

the ever-increasing efforts to eradicate VVF disease through encouraging the victims 

to participate in treatment, this empirical study will serve as a useful tool to the 

policy makers, health practitioners, and researcher towards an understanding of the 

implication of the concepts of intervention programs and psychosocial factors, 

which increase participation in treatment. 

Besides contributing to academic and knowledge base, a major contribution of this 

research is the significance of the moderating effect of intervention programs on the 

relationship between psychosocial factors and intention to seek treatment. Therefore, 
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the government of Nigeria through the federal and state ministry of health should 

take the advantage of the result of this study seriously. Specifically, by this study 

indicating that rehabilitation aspect of the intervention programs is more important to 

the disease victims, the government of the two states could capitalize on this finding 

to improve on the aspect of the program to increase the participation of VVF women 

in treatment. 

In addition, in the analysis of the six psychosocial factors constructs, both 

quantitative and qualitative results have empirically indicated that the variables (DM, 

LSTM, SSU, TRP & QOH) are important in increasing the participation of VVF 

women in treatment, except for ARP. Specifically, this study reveals that decision

making autonomy for women increases participation in treatment. The foregoing 

findings will be important to policymakers at the state ministry of health and ministry 

of women 's affairs to do more in educating communities, in particular men on the 

need to understand the rights of women, concerning freedom to participate in 

treatment. More importantly, this study had provided an opportunity for 

policymakers to improve on policies that promote gender equality. 

Moreover, this study ascertains that when victims of VVF are exposed to low stigma, 

it increases their participation in treatment. The findings will be of immense value to 

the government establishment, particularly the state ministries of health and ministry 

of women's affairs to improve in reducing stigma by educating the community and 

religious leaders, families, and society on the causes and prevention, causes of VVF 

disease. When people understand the underlying causes and the superstitious beliefs 

attached to the disease, they will avoid stigmatizing the victims. Thus, the afflicted 
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persons will feel accepted m the society, which invariably increases their 

participation in treatment. 

Additionally, the result of this study reveals that ease of access to public 

transportation increases the participation of VVF women in treatment. Therefore, this 

finding will be beneficial to the policymakers in Nigeria to improve the public 

transportation system, especially with regards to use of transportation by people 

seeking for treatment. This will encourage the citizenry to travel with ease, especially 

people traveling from the rural areas of the city for treatment. 

Furthermore, the findings of this study establish that quality of health increases 

participation in treatment among VVF women. Therefore, stakeholders such as 

policymakers and medical practitioners can take advantage of this study to improve 

the social and economic programs that enhance the quality of health of the citizeruy, 

particularly VVF women. 

Finally, in relation to the dimension of intervention programs, findings through the 

use of formative model have contributed to the literature on how to test reflective

formative model, which is not being observed in the previous literature. Specifically, 

the formative model produces a relative and absolute contributions. First, all the 

dimensions have a relative contribution or significant effect toward the dependent 

variable. Second, all the dimensions or indicators have an absolute contribution to 

the construct that they are representing. Since their outer loading is above 0.50, they 

are all important to their main construct. 
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6.5 Theoretical Contributions 

This research substantiated further the roles of the theories adapted to assess the 

moderating effects of intervention programs on the relationship between 

psychosocial factors and intention to seek treatment. The theories adapted in this 

study are the theory of reasoned action and the health belief model. The theoretical 

implications of this study emerged from the study's results and discussion through 

offering additional empirical evidence from the realm of the TRA and HBM, 

respectively. Theoretically, the reasoned action theory and health belief model 

assesses the role of intervention programs as a moderator, psychosocial factors on 

intention to seek treatment among VVF women in north-west N igeria. 

To date, based on the literature reviewed, this researcher could not find a study that 

examines the six psychosocial variables in a single study, as well as a study that 

utilizes the theory of reasoned action and the health belief model concurrently 

(Muleta, 2008; Jeremy, 2010; Kimiya, 201 1; Borgman, 2012; Fobes, 2013; 

Rodriguez et al. 2013; Siddle et al. 2013; Syed et al. 2013; Nigatu, et al. 2014; 

Rahman et al. 2014; Akhter, 2015; Mannara, et al. 2015; Thompson et al. 2015; 

Osamor et al. 2016 & Afsane, et al. 2017). Additionally, it is important to note that 

the results of the previous studies on the direct relationships were weak, inconsistent 

or contradictory (Scheppere et al. 2006; Muleta, 2008; Bankole, 2009; Jeremy, 

2010; Murakami et al. 201 I; Holmes et al. 2012; Namasavayam al. 2012; Adeyemo, 

2013; Siddle et al, 2013; Dunne et al. 2014; Kimiya, 2014; Nagatu et al. 2014; 

Rahman et al. 2014; Borgman,2015; Mizck et al. 2015 & Thompson et al. 2015). 
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Therefore, due to the foregoing inconsistencies (Baron & Kenny 1986; Frazier, Kim, 

Kaye & Wright, 2001 and Barron & Tix, 2004; Durburg, 2009; Waaldijk, 2010; 

FMOH; 2012 & USAJD, Fistula care & EngenderHealth, 2014), by introducing the 

moderator to moderate the relationship between psychosocial factors and intention to 

seek treatment, this study has contributed to knowledge through offering theoretical 

evidence on the influence of intervention programs in increasing participation in 

treatment. In addition, this study had equally provided evidence on the basic 

assumption of the theory of reasoned action and the health belief model (HBM) 

through providing a detailed explanation on the relationship between psychosocial 

factors and intention to seek treatment, and it has as well explained how the 

introduction of a moderator (intervention programs) helps to increase the 

participation of VVF women in treatment. 

In addition, the theory of reasoned action had through the developed research 

questions discusses the variables regarding the mechanism of treatment seeking, and 

it also explains why psychosocial factors ( decision-making, the attitude of health 

personnel, low-stigma, social support, transportation, quality of health, attitude, 

subjective norms and perceived behavioral control) had or had not motivated VVF 

women to participate in treatment. The TRA and HBM have also assessed and 

generated possible ways of improving both intervention programs and psychosocial 

factors through a face-to-face in-depth interview in order to increase the participation 

of VVF women in treatment. 

Based on the foregoing, this research has made a contribution by providing 

policymakers, researchers and medical practitioners with an insight on why or why 

290 



not the intervention programs and psychosocial factors increase treatment seeking. 

The knowledge is important so that stakeholders can improve on these areas through 

designing new policies and strengthening the existing ones that are beneficial. 

6.6 Methodological Implications 

To avoid the dilemma arising from the use of single method alone in the collection of 

data, this research adopted quantitative and qualitative methods in a single study to 

analyze the data collected from numerous sources, with the ultimate aim of bridging 

the methodological gap. In this regard, this study utilizes face-to-face in-depth 

interview to provide support to the quantitative technique, unlike the previous studies 

that employed either quantitative or qualitative method alone. The current study uses 

.mixed methods in such a way that both quantitative and qualitative methods 

neutralize the inherent weakness in the use of single method alone. The two methods 

used are independent of each other but were later embedded during discussions. This 

gives an added advantage in the current study to capture both the perceptions of 

respondents through the survey and the lived experience of the respondents in their 

own way through the face-to-face in-depth interview concerning the moderating 

effects of intervention programs on the relationship between psychosocial factors and 

intention to seek treatment among the victims of VVF. In line with the foregoing 

methodological contribution, Weber (1990) and Venkatesh et al. (2013) argue that in 

looking for evidence, phenomena tend to be influenced by society rather than being 

static. Therefore, purely quantitative or qualitative research method cannot always 

provide a rich understanding address the problem of generalization. For these 

researchers, therefore, mixed method research is the best. 
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In addition, previous studies related to the current one have utilized first generation 

statistical tools for data analysis such as descriptive analysis, statistical package for 

social science (SPSS), simple regression analysis among others. Thus, I related to the 

foregoing, another methodological contribution of this research is associated with the 

use of PLS path modeling by this study to examine the psychometric properties of 

each one latent variable. Precisely, the current research has evaluated the power of 

each latent variable in terms of discriminant validity and convergent validity. The 

psychometric properties assessed included item reliability, the average variance 

explained (A VE) and composite reliability of each latent variable. Additionally, 

discriminant validity was determined through comparison of the correlations among 

latent variables with the square roots of A VE, and the results of the cross-loadings 

matrix were also evaluated to discover support for the discriminant validity. 

Therefore, this research has succeeded in utilizing one of the advanced and robust 

methods (PLS path modeling) to examine the psychometric properties of each latent 

variable shown in the conceptual model of this research. 

In relation to the contribution of PLS as stated above, another methodological 

contribution of this study is in the use of Nvivo 11 qualitative software for data 

analysis, which evaluates the perceptions of respondents in their own ways and 

natural setting. So for example, Zamawe (2015) stated that Nvivo qualitative 

software could be used for the purpose of organization and analysis of qualitative 

data. Therefore, this study used Nvivo software to analyze data collected from the 

field through audio/video recorded interviews, which led to the emergence of themes, 

sub-themes, and sub-sub themes. 
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6. 7 Limitation and Future Research Directions 

Although this study has provided support for numerous hypothesized relations 

between the exogenous and endogenous variables, the results ought to be interpreted 

with attention given to the research's limitations. The current study used cross

sectional survey design in which data was collected from VVF women at once, 

hence, this does not permit for making a causal conclusion to the universe (Gray, 

2004, & Sekaren & Bougie, 2013). Thus, the future study might consider 

longitudinal design to measure the moderating effects of intervention programs on 

the relationship between the predictor and the outcome for a long period of time at a 

particular time to confirm the result of the current study. 

In addition, the current study provided limited generalizability since it focused 

primarily on VVF women at the hospitals located in the north-west geopolitical zone 

of Nigeria. Therefore, further study should focus on VVF women in other 

geopolitical zones in Nigeria. Equally, future studies might consider both VVF 

(vesicovaginal fistula) and RVF (recto-vaginal fistula) women in different hospitals 

in other geopolitical zones in order to ensure generalization of the findings. 

Rela~ed to the above limitation, this study covered only VVF victims who are on 

admission at government hospitals. This implies that several disease victims who are 

rural dwellers that could not visit the clinics for treatment are not covered. Hence, 

studies are essential that will focus on fistula patients that are in their homes in the 

region, in order to assess the effects of the theoretical variables in. increasing 

participation in treatment. 
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Additionally, the research model employed in this study was only able to explain 

72% of total variance in intention to seek treatment, which means there are other 

latent psychosocial variables that could significantly offer an explanation on the 

variance in intention to seek treatment. Put differently, the remaining 28% of the 

variance for intention can be explained by other factors or variables. Thus, further 

research is required to consider other potential factors that influence the victims of 

VVF to seek treatment. In particular, future studies could examine how intervention 

programs could strengthen the relationship between psychosocial factors and 

intention to seek treatment among both VVF and RVF (recto-vaginal fistula). 

Based on the moderating effects of intervention programs, specifically, the 

moderating effects of intervention programs on the relationship between attitude and 

intention to seek treatment was not moderated. Thus, further study should test this 

construct in another social context. Probably, in a new setting, intervention programs 

could strengthen the relationship between attitude and participation in treatment. 

6.8 Conclusion and Recommendation 

The main objective of this research is to assess the moderating influence of the 

intervention program in combination with psychosocial factors to increase the 

participation in treatment among VVF women in Nigeria. In line with the foregoing, 

both quantitative and qualitative results have established that intervention programs 

in combination with psychosocial factors strengthen the participation of fistula 

victims in treatment. Specifically, in the direct relationships, both quantitative and 

qualitative results show that DM, LSTM, SSU, TRP, and QOH have impacted on 

intention to seek treatment, however, AHP was significant. In addition, the result of 
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theory testing for direct relationship shows that attitude, subjective norm and 

perceived behavioral control increase participation of VVF women in treatment. 

In addition, the introduction of intervention programs as moderator in this study due 

to the inconsistencies in previous studies has strengthened the relationship between 

most of the psychosocial factors and intention to seek treatment among VVF women 

in north-west Nigeria. However, the quantitative result shows that intervention 

programs did not m the relationship between attitude and intention to seek for 

treatment, perhaps because the respondents believe their quality of health in 

combination with the attitude of health personnel is adequate to convince them to 

participate m treatment even without adequate intervention programs. 

Notwithstanding, the government of Nigeria should improve on the policies that 

promote quality of health, positive behavior among health personnel as well as 

various intervention programs to encourage more disease victims to participate in 

treatment. 

Moreover, the qualitative result bas complimented quantitative findings by indicating 

that apart from the impact of intervention programs on treatment seeking, the result 

of the interview also shows that rehabilitation aspect of intervention is the best in 

terms of increasing participation in treatment, followed by campaign programs. Thus, 

due to the perceived superior benefit of rehabilitation programs, the government 

should pay special attention to improve this aspect of the program. Similarly, 

respondents have suggested several ways to improve intervention programs, which 

include the need to improve on skills acquisition, surgical repairs, awareness 

campaign, and hygiene facilities among others. Consequently, there is the need for 
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the government through the states and federal ministries of health and women's 

affairs to consider and improve upon these suggestions. Acting upon the foregoing 

recommendations favorably will fwther encourage follow up care to the hospital of 

those on treatment as well as boosts the morale of the VVF victims at home to 

encourage them to participate in treatment at designated VVF hospitals. 

Table 6.1 

S1tmrnary of Q1tantitative and Qualitative Result 

Variables 
DM 

AHP 

LSTM 

ssu 

Quantitative 
Significant to intention to 
seek treatment. Again, 
the socio
demographic features of 
respondents affirmed 
this result. 

Insignificant 
intention to 
treatment. 

to 
seek 

Significant to intention 
to seek treatment. 

This is significant to 
intention to seek 
treatment. This is a lso 
affirmed by the 
demographic features 
of the respondents. 

Qualitative 
The qualitative result 
supports the quantitative finding due 
to the affirmat ion from the VVF wo 
men, health personnel, and 
government officials. 

Most respondents state that AHP is 
insignificant to intention to seek 
treatment. 

The maJonty of the respondents 
affirmed the significance of intention 
to seek treatment. 

Most respondents affirm that SSU 
impacted positively on intention to 
seek treatment. 
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Remarks 
Decision-making 
has a positive 
influence on 
intention to seek 
treatment, and the 
result agrees with 
the hypothesis 
and previous 
studies. 

The results have 
contradicted the 
prediction o f the 
hypothesis. Thus, 
AHP is 
insignificant to 
intention 
to seek treatment. 
Some previous 
studies affirmed. 

The result is 
consistent with 
the hypothesis, 
hence, LSTM is 
significant to 
intention to 
seek treatment. Pr 
evious literature 
also confi rms this 
result. 

That support 
ti-om significant 
others and other 
members of the 
community 
increase 
participation in 
treatment. 



TRP 

QOH 

Anitude 

Subjective 
Norms 

Perceived 
Behavioral 
Control 

!VP 

Ease of access to public 
transportation is signifi 
cant co intention to seek 
treatment. 

Significant to 
participation in 
treatment. Also, 
demographic features 
of respondents have 
affirmed. 
Significant to intention 
to seek treatment. 

This is Significant to 
intention to seek 
treatment. 

Significant to intention 
to seek treatment. 

Respondents affirm that SSU 
impacted positively on intention to 
seek treatment. 

Informants afftrm that QOH 
positively influenced intention to 
seek treatment. 

)VP moderates the 2 Informants affirm that JVP, 
out of the 3 sets of particularly the rehabilitation aspect 
psychosocial variables. best encourages participation of VVF 

women in treatment. 
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Had Positive 
influence on 
participation in 
treatment, and 
agree with the 
hypothesis and 
previous studies. 

QOH encourage 
YVF women to 
participate in 
treatment. 

A combination of 
quality of health 
and positive 
attitude of health 
persoMel 
increases the 
participation -0f 
VVF women in 
t reatment. 

Support from 
family, friends 
and the 
community, as 
well as 
acceptance of 
YVF women in 
society, 
concurrently 
increase 
participation in 
trelltment. 

Possessing 
Decision-making 
power and ease 
of transport 
concurrently 
increase the 
participation of 
VVF women in 
treatment. 

Implementing 
appropriate and 
effective !VP, 
especially, 
rehabilitation 
aspect, as well as 
campaign 
programs, 
increase the 
participation of 
VVF women rn 
treatment.. 
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APPENDICES 

Appendix Al Research Questionnaire 

UUM 
Universiti Utara Malaysia 

ACADEMIC SURVEY QUESTIONNAIRE 

Dear respondent 

I am a Ph.D, Sociology (medical sociology) research student in the above-mentioned 
university, currently conducting a survey on the moderating effects of intervention 
programs (rehabilitation, campaign) on the relationship between psychosocial 
factors and intention to seek treatment among VVF women in north-west Nigeria. 
The questions on this questionnaire are self-explanatory, which would not take much 
of your time to answer. Your kind and the objective response would be appreciated, 
as it will significantly contribute towards achieving the objectives of this study. 
Please note that your response would be treated strictly confidential. Therefore, name 
would not be required. 

Please do not hesitate to contact the researcher for any inquiry about this study. 

Thank you. 

Muhammad Anka Nasiru (900041) 

Mobile: +601435743 82 
+2348060085344 

e-mail: naslive2@yahoo.com 
900041 Muhammadanka@gsgs.uum.edu.my 
naslive4@gmail.com 

Section A: 
Please tell us about yourself 

1. What is your age? 
12-20 years ! 21-27 year 129-40 years 



2. Your educational level: 
No fonnal education Prim school Second school Di Joma Did not duate 

3. Religion: 

Islam I Christianity I Traditional I Others 

4. Marital status: 

Single I Married Divorced I Widow I Separated 

5. Your state: of origin 
Sokoto ] Zamfara I Others 

Em lo ed Housewife Full time) 

7. Monthl income 
Below 6000 N?000-10000 NI 1000-14000 N1 5000-1 8000 Above N 18000 

8. Size of family: 
2-4 , 5-7 , 8-10 11-13 I Above 14 

9. W here did ou deliver our last bab ? 
Home Hos ital Clinic 

10. Outcome of baby' s birth 
Alive I Deceased 

11. Are you having VVF disease? 
Yes 

12. For how lon have ou been livin with VVF disease? 
0-5 ears 6-10 ears 11-15 ears 16-20 ears 20 ears above 

13. Who do you think caused your VVF disease? 

Health workers 
Traditional birth Tradit ional medicine 

Local barber Early marriage Others 
attendant healer 
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14. Did you look for VVF cures from traditional medical doctors before you 
come here? 

Yes No 

15. Who makes the choice while lookin for a cure? 
I do M husband M relatives M husband relatives 

16. Who is accom ou to the health center? 
Famil Friends Faith members Alone 

ou been in the health center? 
0-2 ears 6-8 ears 9-11 ears 12 ears above 

18. Residence: 
Living ill hospital 

Alone At home with husband Living with parent 
surroundings 

19. Status ofVVF: 
Mild I Moderate I Severe 

20. Have you gone through VVF operation? 

21. If ✓es, number of efforts for VVF operation 
1-2 3-4 I 5-6 7-8 I Above 9 

I I 

22. Did you take part in the VVF awareness campaign? 

Yes I No 

23. Did you take part in the help given to VVF women to assist them to return to 
normal life? 

Yes No 

24. Have you received teaching on ways urine leakage disease occurs or how to 
prevent it? 

Yes 

25. Have you taken part in the provision of advice offered to VVF women to live 
the nonnal life? 
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Yes No 

Section B 
Part .J: Who makes a final decision on the following day life activities. Please tick the 
boxes between I-Strongly Disagree, 2- Disagree, 3-Neutral, 4-Agree, and 5-Strongly 
Agree that match your view or level of agreement in each question. 

SN Statement 1 2 3 4 s 
I. I have the final say deciding to go to health care. 2 3 4 5 

2. I have the last say in deciding where the family looks for health 2 3 4 5 
care. 

3. I have the final say deciding for the family how money is spent on 2 3 4 5 
health care. 

4. I rely on the assistance ofmy husband or husband's relatives when 2 3 4 5 
deciding to look for health care. 

Part II : The following statements describe the attitude of doctors/nurses/midwives. 
Please tell your feelings about their attitude. Please tick the boxes between !
Strongly Disagree, 2- Disagree, 3-Neutral, 4-Agree, and 5-Strongly Agree that match 
your views or level of agreement in each question. 

SN Statement 1 2 3 4 5 
I. Health workers treat me with respect. 2 3 4 5 

2 Staffs treat me with kindness. 2 3 4 5 

3. Health workers are friendly to me. 2 3 4 5 
4. Health workers abuse me. 2 3 4 5 

5. Staffs attack me because they blame me for the cause of my disease. 2 3 4 5 

6. The staff takes my disease condition seriously. 2 3 4 5 
7. Health workers behave themselves well to me. 2 3 4 5 

8. Staffs do not keep my disease condition secret from other people. 2 3 4 5 

Part III: The following statements explain how the feeling of shame prevents you 
from looking for VVF cure. Please tick the boxes between 1-Strongly Disagree, 2-
Disagree, 3-Neu tral, 4-Agree, and 5-Strongly Agree that match your v iews or level 
of agreement in each question. 

SN Statement I 2 3 4 5 
1 I feel ashamed of myself because people do not want to interact 1 2 3 4 5 

with me. 

2 In the las t one year, people treat me very bad. 2 3 4 5 
3 I was afraid because people abuse me to my hearing. 2 3 4 5 
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4 I live in fear because people worry me. 2 3 4 5 

5 I live in fear because my neighbors sometimes beat me. 2 3 4 5 

6 I blame myself for the disease of leaking urine that happens to me. 2 3 4 5 

7 I blame other people for the occurrence of my disease. 2 3 4 5 

8 I feel like I want to kill myself because of my VVF disease. 2 3 4 5 

Part IV: The following statements describe how help from family, husband, friends, 
and community makes it easy for you to receive health care. Please tick the boxes 
between 1-Strongly Disagree, 2- Disagree, 3-Neutral, 4-Agree, and 5-Strongly Agree 
that match your views or level of agreement in each question. 

SN Statement 1 
1 I believe my family, friends, or neighbors do not share my feelings l 

and wonies about VVF 

2 

3 

4 

5 

6 

7. 

I am confident my family, friends or neighbors could easily help me 
with my daily activities ifmy disease condition becomes severe. 

I believe I can meet someone for advice if I have a health problem. 

I am confident if I need advice about VVF disease that affects me, 
there is someone I can meet. 

I do not receive an invitation to do some things together with other 
people because of my disease. 
I believe anytime I want to eat food there is someone I can invite to 

Join me. 

I am confident if I have VVF disease, there is someone to advise 
me on handlin° it. 

2 3 4 5 
2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

Part V: The following statements describe how transportation access stops you from 
getting and utilizing facilities for health care. Please tick the boxes between I
Strongly Disagree, 2- Disagree, 3-Neutral, 4-Agree, and 5-Strongly Agree that match 
your views or level of agreement in each question. 

SN Statement 1 2 3 4 5 
I. I rely on vehicle from family or friends as a means of transport to get I 2 3 4 5 

health care. 

2. I cannot always get a car, bus or motorcycle to the hospital because 2 3 4 5 
of where I live . 

3. . I missed appoinnnents with doctors due to poor transport. 2 
.., 
.) 4 5 

4. I receive care or medicine late because of poor transport 2 3 4 5 
5. . I rely on a personal car for my transportation needs. 2 3 4 5 

6. I go to the hospital with ease because I can always get cars or 2 3 4 5 
motorcycles to carry me. 
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7 .. Commercial buses/cars/motorcycles run more frequently in our 
areas. 

2 3 4 5 

8. Buses or cars take more than 3 hours to reach the hospital from my l 2 3 4 5 
area. 

9. I experience problems getting to the hospital due to lack of buses or 
cars. 

2 3 4 5 

Part VI: The following statements describe your intention to look for a cure for VVF 
disease. Please tick the boxes between I-Strongly Disagree, 2- Disagree, 3-Neutral, 
4-Agree, and 5-Strongly Agree that match your views or level of agreement in each 
question. 

SN Statement 1 2 3 4 5 
I I attach a lot of importance to my health, so I try to seek help from 2 3 4 5 

doctors, nurses or midwives. 

2 I always receive cure at the correct time. 2 3 4 5 

3 I am encouraged to look for health care because staffs behave 2 3 4 5 
themselves well. 

4 I am encouraged to look for a cure because the hospital surroundings 2 3 4 5 
are conducive to me. 

5 I cannot seek for cure 3 months ago because of distance from my 2 3 4 5 
place to hospital. 

6 In the last 3 months, I cannot look for a cure because it is expensive. 2 3 4 5 
7 T ::im afraid 0f death or the harmful result of treatment. 2 3 4 5 

8 I feel ashamed for revealing my disease of leaking urine. 2 3 4 5 

9 I depend on money from family members to pay for the cure. 2 3 4 5 

10 Hiding my disease from other people is acceptable in my area. 2 3 4 5 

11 I am wo1Tied that staff would reveal my disease to other people. 2 3 4 5 

Part VII: The following statements describe government intervention programs on 
VVF. Please tick the boxes between I -Strongly Disagree, 2- Disagree, 3-Neutra1, 4-
Agree, and 5-Strongly Agree that match your views or level of agreement in each 
question. 

----
SN Statement 1 2 3 4 5 
1. I hear about the VVF campaign to create awareness through the 2 3 4 5 

radio. 

2. I read about the war against VVF from newspapers. 2 3 4 5 

3. I learn about the VVF campaign through watching television. 2 3 4 5 
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4. 

5. 

6. 

7. 

I have received a very good advice from these campaigns. 

I believe VVF disease is caused by harmful traditional practices. 

The information I hear from the campaign take away fear I have 
about VVF disease. 

I get more knowledge of how to take ca.re of WF problems from 
the campaign. 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

8. From the WF campaign, I believe WF repairs will improve my 1 2 3 4 5 
life. 

9. I believe that VVF repairs will make me live a normal life as 1 2 3 4 5 
before. 

10. 
11. 

Free cure encourages me to take pa.rt in VVF campaign. 1 
Health workers involve me in decisions to help me return to normal 1 
life. 

12. I believe my full participation in WF cure is because of WF 
campaign. 

13. I am convinced that VVF campaign assisted me. 

14. I believe the advice I received about my VVF disease has been 
helpful. 

15. I believe that my family supported me as a result of VVF 
campaign. 

16. I still believe VVF disease can be cured by traditional medicine. 

17. I am confident about my VVF disease as a result of health 
awareness campaign. 

2 3 4 5 
2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

18. I still believe the knowledge I got is enough to take care of 1 2 3 4 5 
problems from my disease. 

19. I believe that teaching I received from staff take away fear I have 2 3 4 5 
about VVF disease. 

20.. I am confident that VVF repairs made me live a normal life as 2 3 4 5 
before. 

21. I believe allowing me to take part in decisions about my care by 2 3 4 5 
health workers helped me return to nonnal life 

Part VIII: The foilowing statements are to assess your quality of health. Indicate how 
tme or false is the following statements: 1- Definitely False 2- Mostly False, 3-Do 
not know, 4- Mostly True 5. Definitely True. 

SN Statement 1 2 3 4 5 
l. I still believe I become sick more easily than other people. 2 3 4 5 
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2. 

3. 

4. 

I am confident I am healthy as any other person. 

Due to VVF disease, I am expecting my health to worsen. 

In general, r am confident my health status is excellent. 

33 1 
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Appendix A2 

UUM 
Universiti Utara Malaysia 

In-depth interview Schedule 

Objective: To investigate the moderating effects of intervention programs 
(rehabilitation, campaign) on the relationship between psychosocial factors and 
intention to seek for treatment among vesicovaginal fistula women in north-west 
Nigeria 

1. How do you think decision-making available to women affect their chances of 

treatment seeking? 

2. How do you think the attitude of health personnel affects VVF women's intention 

to seek treatment? 

3. How does low stigma affect VVF woman's intention to seek treatment? 

4. How do you think social support affect VVF women's intention to seek 

treatment? 

5. In what ways do you think transportation affects VVF women's behavior to seek 

treatment? 

6. How do you think the quality of health affects VVF women's behavior to seek 

treatment? 

7. In what ways do you think intervention programs affect VVF women's behavior to 

seek treatment? 

8. What are the perceived intervention programs that encourage treatment seeking 

among VVF women? 

9. Please, suggest ways to improve intervention programs. 

Appendix A3 



~~ uuM ~- , . ~ Universiti Utara Malaysia 
1'(1)\ ,._ 

T AMBA YOYI DON BTNCIKE 

Yake mai amsa tambayoyi, 

Ni dalibi ne <lake karatun digiri na ukku (watau PhD) a fannin rayuwar dan adam da 
ya shafi kiwon lafia. Ina bincike ne akan "Yadda bada tallafi na gaggawa ga masu 
ciwon yoyon-fitsari (VVF) yake kawo kwarin gwuiwa ko rashinsa tsakanin wadansu 
abubuwa da marassa lafia ke fuskanta <lake iya kawo maslaha ko rashinta da kuma 
halayya mata masu ciwon a wajen neman magani na yankin Arewa-maso-yamma 
dake Najeriya. Tambayoyin da ake bukata ka amsa baza su dauk:i lokaci mai tsawo 
ba domin masu saukin amsawa ne. Zanyi matukar farin ciki da godiya da hadinkai da 
kika bani a wajen wannan binciken, saboda yin haka zai taimakawa matuka wajen 
cimma burina na samun bayani mai alfanu daga gareki. Kuma ina shaida mak:i duk 
bayanai da nasamu a wajenki ba zan gayawa wani ba domin wannan aik:i baya 
bukatar a rubuta suna. 

Kuma idan har akwai bukatar wani karin bayani da kikeso ayi miki da ya shafi 
wannan aik:i to sai a sami wannan mai binciken. 

Nagode 

Muhammad Anka Nasirn 
(900041) 

Mobile: +60143574382 
+2348060085344 

E-mail: naslive2@yahoo.com 
900041Muhammadanka@gsgs.uum.edu.my 
naslive4@gmail. com 
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Sashe na A: 
Don Allah inason bayani game da ke 

1. Shekarun ki na haiuhuwa 
12-20 years 121-27 year 

2. Minene iliminki mafi zurfi 

129-40 years 

Babu ilimin Boko Firamare Sakandare Diftloma Bankare karatun da nafara 

3. Minene addininki? 
Musulunci Kiristanci Addinin ar a 1 a Wani. addini idao akwai 

Ban i aure ba Mun rabu ta saki Mi'ina a rasu Mun rabu bada saki ba 

5. Jihar ki ta haihuwa: 
Sakwkwato Zamfara Wata jiha daban idan akwai 

6. Aikin da ki.ke i: 
Ina aiki Na i rita a Ina daukar ma 'aikata Banida aiki Ni matar aure ce mai kulle 

7. Kudi nawa kike samu a wata: 
Kasa da 6000 7000-10000 naira l 1000-14000 naira 15000-1 8000 naira Fi eda naira 18000 

8. Yawan iyali: 
2-4 15-7 18-10 l 1-13 I Fiye da 14 

9. Aina kika · haihuwar ki ta karshe? 
A · da A asibitin amnati A asibitin kudi 

10. Minene sakamakon haihuwar da kikayi ta karshe? 
Jariri rayayye I Jariri baizo da rai ba 

11 . Ko kinada ciwon yoyon-fitsari? 
[h I A'a 

12 . Tun aushe kike dauke da ciwon o on -fitsari? 
0-5 shekaru 6-10 shekaru 11-15 shekaru 16-20 shekaru Fi e da shekaru 20 
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13. Wa kike tunani yayi sanadiyyar aukuwar ciwon yoyon-fitsari da kik.e fama 
dashi? 

Unguwar 
Babu wanda ya 

Ma'aikatan lafia zoma ta Mai maganin gargajiya Wanzami Aure da wuri 
haddasa 

gargaiiva 

14. Ko kin fara neman mao-ani a wa·en mai ma a kafin k.izo asibiti? 
Eh ~a 

ameda nernan ma ani? 
Ni Yan'uwana Yan'uwan mi"ina 

Ni kadai 

17. Tun a aushe kike zaune a asibiti? 
0-2 shekaru 3-5 shekaru 6-8 shekaru 9-11 shekaru Fi e da shekaru 12 

18. Wurin zama: 
Zaune a asiiti Ni kadai A ida Tare a i a e na 

Marastsananikadan Mai tsanani tsaka-tsaka Mai tsanani sosai 

---------~--- ----- - ~ -------- --··---
20. Ko anyi miki aikin-fidar yoyon-fitsari? 

Eh I A'a 

21. Idan an taba ·, sau nawa aka imaki aikin-fidar? 
1-2 sau 3-4 sau 5-6 sau 7-8 sau Fi e da sau 9) 

22. Ko kin taba halartar ekuwar wa ar da kai akan c iwon o on-fitsari? 
Eh A'a 

23. K0 kin tRba halartar taim~.ko r..'.! koyon sanao'i da ake baiwa masu yoyon
fitsari don su taimakawa rayuwarsu kamar yadda suka saba? 

Eh I A'a 

24. Ko kin taba halartar karantarwa game da yadda zaki shawo kan matsalar 
ciwon yoyon fitsari? 
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Eh A'a 

25. Ko kin taba halartar shawarwari da ake baiwa masu ciwon yoyoo-fitsari 
domin su amfanawa ra warsu kamar adda suka saba? 

Eh A'a 

Sashe na B 
Kashi na Daya (I): Wa yake yanke shawara ta karshe agame da wayannan al'amurran 
yau da kullun na rayu.wa. Kiyi maki na shaida a cikin wadannan akwatuna tsakanin 
1-Ban amince ba sosai, 2-Ban amince ba, 3-Babu ruwana, 4-Na amince, 5-Na amince 
sosai, da ya dace da ra'ayin ki ko zabi a ko wace tambaya. 

SN Bayani 1 2 3 4 5 
1. Ni ke yanke shawara ta karshe akan zuwa asibiti. 1 2 3 4 5 

2. Ni ke yan.ke shawara ta karshe akan wajen da iyalinmu zasu je su 2 3 4 5 
nemi magani. 

3. Nike yanke shawara ta karshe akan yadda iyalinmu zasuyi amfani 2 3 4 5 
da kudi domin neman lafiya. 

4. Kafin inje in nemi magani, ina dogara ne akan shawarar mijina ko 2 3 4 5 
ta yan uwansa. 

Kashi na Biyu (II): Wannan zance da suka biyo baya suna bayani ne akan halayyar 
likotoci/masu jinya/unguwar Zoma. Kiyi maki na sbaida a cikin wadannan akwatuna 
tsakanin 1-Ban amince ba sosai, 2-Ban am.ince ba, 3-Babu ruwana, 4-Na amince, 5-
Na amince sosni, da ya dace da ra'ayin ki ko zabi a ko wace tambaya. 

SN Bayani 1 2 3 4 5 
I. Ma'aikatan lafiya suna kula dani ta hanyar bani girma. 1 2 3 4 5 

2 Ma'aikata suna kula dani da kyakywar zuciya. 1 2 3 4 5 

3. Maaikatan lafiya suna kula dani kamar abokinsu. 2 3 4 5 

4. Ma'akatan lafiya suna cin zarafi na ta hanyar zagi na. 2 3 4 5 

5. Ma'aikata suna cin zarafina saboda suna zargin nice sanadiyar 2 3 4 5 
aukuwar ciwona na yoyon-fitsari. 

6. Ma'aikata suna baiwa ciwona muhimiyar kulawa. 2 3 4 5 

7. Ma'aikatan lafiya suna mu'amala kyakyawa dani game da ciwona 2 3 4 5 
na yoyon-fitsari. 

8. Ma'aikata suna fallasa matsalar ciwona ga sauran mutane. 2 3 4 5 

336 



Kashi na Ukku (III): Wayannan bayanai suna nuna ta dalilin jin kunya ne ya hana ki 
neman magani domin kawar da ciwon yoyon-fitsari. Kiyi mak.i na shaida a cik.in 
wadannan akwatuna tsakanin 1-Ban amince ba sosai, 2-Ban amince ba, 3-Babu 
ruwana, 4-Na amince, 5-Na amince sosai, da ya dace da ra'ayin ki ko zabi a ko wace 
tambaya. 

SN Balani 1 2 3 4 5 

1 Inajin kunya matuka saboda mutane basu son yin hulda dani. I 2 3 4 5 

2 Shekara daya da ta gabata mutane suna kuntata mani. 2 3 4 5 

3 Inajin tsoro matuka saboda mutane suna zagina a gabana. 2 3 4 5 

4 Ina cikin damuwa matuka saboda mutane suna tsangwama ta. 2 3 4 5 

5 Ina cike da tsoro saboda wani lokacin makwabta na suna duka na. 2 3 4 5 

6 Naga laifin kaina a game da aukuwar wnnnan ciwon yoyon-fitsari. 2 3 4 5 

7 Naga laifin al'umma akan aukuwar wannan ciwon yoyon-fitsari. 2 3 4 5 

8 Ina jin kamar in kashe kaina saboda ina dauke da ciwon yoyon- 2 3 4 5 
fitsari. 

Kashi na Hudu (JV): Wayannan bayanaii suna nuna taimako dasu ciwon yoyon
fitsari zasu samu daga iyali, miji, abokai da makwabta yana kawo masu sauki da 
kwarin gwuiwa don su nemi magani. Kiyi mak.i na shaida a cikin wadannan 
akwatuna tsakanin I-Ban amince ba sosai, 2-Ban amince ba, 3-Babu ruwana, 4-Na 
amince, 5-Na amince sosai, da ya dace da ra'ayin ki ko zabi a ko wace tambaya. 

SN Bayani 
1 Nayi imani cewa iyali na, abokannai, ma'aikatan lafiya ko makwabta 

na basu damu da matsanaicin halin da nake ciki baa sanadiyar ciwon 
yoyon-fitsari. 

2 Ina da hakikanin cewa iyali na, abokannai ko makwabta na zasu iya 
taimakona ta hanyar kamamin da ayukk:an da nakeyi idar har ciwo na 
ya tsanaita. 

3 Nayi imani da akwai wanda zan tunkara domin bani shawara idan ina 
da matsalar ciwo. 

4 Ina da hakikanin cewa idan ina bukatar taimako game da ciwon 
yoyon fitsari akwai wanda zan tarar ya taimaka min. 

5 Saboda matsalar ciwon da nake fama da ita mutane basu gayyata ta 
wajen lalurorinsu. 

6 Nayi imani da cewa ako yaushe nake bukatar cm abinci akwai 
wanda zan gayyata don muci tare dashi. 

7. Ina da hakikanin cewa idan na kamu da ciwon yoyon-fitsari akwai 
wani da zai taimaka min da shawara don shawo kan matsalar. 
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1 2 3 4 5 
2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 



kashi na biyar (V): Wayannan bayanaii suna nuna rashin sufuri mai kyau yana hana 
masu ciwon yoyon-fitsari samu da kuma amfani da abubuwan kiwon lafiya. Kiyi 
maki na shaida a cikin wadannan akwatuna tsakanin 1-Ban amince ba sosai, 2-Ban 
amince ba, 3-Babu ruwana, 4-Na amince, 5-Na arnince sosai, da ya dace da ra'ayin 
ki ko zabi a ko wace tambaya. 

SN Bayani 
1 .. Ina dogara ne kan abun hawa na iyali ko abokanai don zuwa asibiti 

neman magani. 

2. Ba a koyaushe ne nake samun karamar mota, bas ko mashin ba don 
zuwa asibiti saboda ina da nisa da wajen shan magani. 

3 .. Bani samun ganin likita saboda matsalar abun hawa. 

4. Ina samun magani a kurarren lokaci saboda rashin isassun abin hawa. 

5 . . Ina dogara akan abun hawa na kashin ka1na domin neman magani. 

6. Ina samun saukin zuwa asibiti saboda a ko yaushe nake bukatar mota 
ko rnashin zuwa asibiti ina samu. 

7. . A na samun bas, karamar mota ko mashin na haya a anguwannin mu 
da kauyuka a ko yaushe. 

8. Daga inda nake zama zuwa asibiti bas ko karamar mota sukan share 
awa ukku kafin su isa asibiti. 

9. Ina samun matsala kafin in isa zuwa asibiti saboda karancin abin 
hawa na bas ko karamar mota. 

1 

1 

2 3 4 5 
2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

Kashi na Shida (VI): Wayannan bayanaii suna nuna halinki nason neman maganin 
kawar da ciwon yoyon-fitsari. Kiyi maki na shaida a cikin wadannan akwatuna 
tsakanin I-Ban amince ba sosai, 2-Ban amince ba, 3-Babu ruwana, 4-Na amince, 5-
Na amince sosai, da ya dace da ra'ayin ki ko zabi a ko wace tambaya. 

SN Bayani 
l Na baiwa lafiyar jikina muhimmanci, saboda haka ina zuwa neman 

taimako daga likita, malaminjinya komalama unguwar zoma. 

2 Ina samun magani a cikin lokuttan da suka dace ko yaushe naje 
asibiti. 

3 Ina samun kwarin gwuiwa na neman magani a asibiti saboda 
maaikatan lafiya suna nuna kyakyawan dabiu. 

4 Ina samun kwarin gwuiwa na neman magani saboda yanayin zama a 
asibiti yana da dadin zama a gareni. 

5 Watanni ukku da suka wuce bana iya neman magani saboda daga 
wasjen zamana zuwa asibiti yaoa da nisa. 
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2 3 4 5 

2 3 4 5 

2 3 4 5 
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6 Watanni ukku da suka wuce bana iya neman magani saboda yayi 
tsada. 

2 3 4 5 

7 Inajin tsoron in mutu ko wani aibi dake iya faruwa sanadiyar neman 1 2 3 4 5 
magam. 

8 Inajin kunya matuka in bayyana cewa ina dauke da ciwon yoyon 
fitsari. 

9 Ina dogara ne akan kudaden da nake samu ga iyal!ai na don in biya 
magani. 

10 A wajenmu an yarda ka boye ciwo ba tare da ka bayyana wa kowa ba 
idan kana dauke dashi. 

11 Na damu matuka don ina tsoron ma'aikatan lafia zasu bayyana ciwon 
da nake dauke dashi zuwa ga sauran mutane. 

2 3 4 5 

2 3 4 5 

2 3 4 5 

2 3 4 5 

Kashi na bakwai (VII): Wayannan kalamai suna bayani ne akan yaki gameda ciwon yoyon
fitsari. K.iyi maki na shaida a cikin wadannan akwatuna tsakanin I-Ban amince ba sosai, 2-
Ban amince ba, 3-Babu ruwana, 4-Na amince, 5-Na arnince sosai, da ya dace da ra'ayin ki 
ko zabi a ko wace tambaya. 

SN Barani 1 2 3 4 5 
I. Na samu labari game da yaki da ciwon yoyon-fitsari don wayar wa I 2 3 4 5 

mutane da kai ta hanyar rediyo. 

2. Na karanta bayanan yaki da ciwon yoyon-fitsari ta hanyar jarida. 2 3 4 5 

3. Na samu bayannai akan yak.i da ciwon yoyon-fitsari ta hanyar gani 2 3 4 5 
ta akwatin talabij in. 

4. Ina samun shawarwari masu muhinunanci daga wannan gangami na 2 3 4 5 
yaki <la ciwon yoyon-fitsari. 

5. Nayi imani cewa ciwon yoyon-fitsari abune dake aukuwa saboda 2 3 4 5 
miyagun akidu na al'ada. 

6. Bayannai da na saurara wajen yaki da ciwon yoyon-fitsari ya cire 2 3 4 5 
min duk wani tsoro da nake dashi game da ciwon. 

7. Na samu ilimi sosai game da yadda zan shawo kan matsalolin da ke 2 3 4 5 
aukuwa saboda ciwon yoyon-fitsari. 

8. Daga yekuwar yaki da ciwon yoyon-fitsari da na halarta ina mai 2 3 4 5 
imani cewa aikin fida da ake yiwa masu ciwon zai ceto rayuwarsu. 

9. Nayi imani cewa aik.in fida da ake yiwa masu ciwon yoyon-fitsari 2 3 4 5 
zai inganta rayuwa1a kamar yadda nake kafin in kamu da ciwon. 

10. Yekuwar bada magani kyauta ya kara min kwarin gwuiwa na 1 2 3 4 5 
halartar yaki da ciwon yoyon-fitsari. 

11 Ma'aikatan lafiya suna sanarda ni game da duk wata shawara da 2 3 4 5 
zasu dauka don taimakona in koma samun gudanar da rayuwa ta 
kamar yadda nake kafin in kamu da ciwon yoyon-fitsari. 
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12. Nayi imani cewa samun halartar samun magani kawar da ciwon 2 3 4 5 
yoyon-fitsari da nayi ya faru ne saboda yaki da cutar da akeyi. 

13. Nayi imani cewa yaki da ciwon yoyon-fitsari ya taimaka min sosai. 2 3 4 5 
14. Nayi imani cewa shawarwari da na samu gameda ciwon yoyon- 2 3 4 5 

fitsari ya taimaka min sosai. 

15. Nayi imani samun goyon-baya da nayi a wajen iyalai na ya faru ne 2 3 4 5 
saboda yekuwar yaki da ciwon yoyon-fitsari. 

16. Har yanzu nayi imani cewa ana rnagance ciwon yoyon-fitsari ta 2 3 4 5 
hanyar amfani da rnaganin gargajiya. 

17. Nayi amanna samun sauki game da ciwon yoyon-fitsari ya auku ne 2 3 4 5 
saboda fadakarwa ta gefen lafiya. 

18. Nayi imani cewa ilimin sana'a da na samu zai taimakamin shawo 2 3 4 5 
kan matsalolin da nake fama dasu game da ciwon yoyon-fitsari. 

19. Nayi imani karantarwa da na samu daga ma'aikatan lafiya ya 2 3 4 5 
taimaka min wajen gushewar duk wanii tsoro da nake da akan 
ciwon yoyon-fitsari. 

20 .. Nayi amanna aikin fidar ciwon yoyo-fitsari ya taimakamin inyi 2 3 4 5 
rayuwa kamar yadda na saba. 

21. Nayi imani bani damar halartar shawarwari game da neman magani 2 3 4 5 
da ma'aikatan lafiya sukeyi ya taimakamin yin rayuwa kamar da. 

Wayannan bayanai anyisune domin a binciki ingancin lafiyar ki. Ki bayyana ko wayannan 
bayanai gaskiyane ko karya ne. 1- Tabbas ba gaskiyane ba 2- Wasu lokutan ba gaskiya ne 
ba, 3-Ban saniba, 4. Wasu lokuttan gask::iya ne, 5- Tabbas gaskiya ne. 

SN Ba;rani 1 2 3 4 5 
l. Har yanzu ina ganin nafi saurin kamuwa da rashin lafiya fiye da 1 2 3 4 5 

sauran mutane. 

2. Nayi amanna ina cikin koshin lafiya karna,: kowane mutun mai 2 3 4 5 
lafiya. 

3. Saboda ciwon yoyo-fitsati da nake fama dashi, ina tsammanin in 1 2 3 4 5 
samu tabarba,ewar lafiya ta. 

4. Na}'.i amanna lafi;ta ta ingantaci:ta ce sosa. 2 3 4 5 

340 



Appendix B 

CONSENT FORM FOR RESPONDENTS 

Dear Participant 

I wish to invite you to participate in an interview aimed at discussing the moderating 
effects of intervention programs (rehabilitation, campaign) on the relationship 
between psychosocial factors and intention to seek for treatment among VVF women 
in north-west Nigeria. This interview session would seek to gain your perceptions of 
the influence of psychosocial factors on treatment seeking, intervention programs 
that encourage treatment seeking, and ways to improve intervention programs in 
Nigeria. The outcome of this study will be valuable to health decision makers and 
health practitioners to understand in details influence of intervention programs on 
intention to seek treatment. The knowledge derived from this research '1/0uld help in 
improving services aimed at eradication of VVF in Nigeria, in general, north-west 
Nigeria in particular. Please note that your response(s) would be audio/visually 
recorded and be treated with utmost confidentiality provided you consented to the 
request to participate in the inten,iew. Please also note that the privacy of the session 
is guaranteed. 

Certification by participant 
I, _________ _ _____________ _ _________ of ______ _ __ _ 

declare that I 
am willingly giving my consent to take part in the study 'moderating effects of 
inten,ention programs on the relationship between psychosocial factors and 
treatment-seeking intention among VVF women. I declare that the researcher bas 
explained the goals of the study to me and that I agree to take part bearing in mind 
the following: 
□ DI am participating willingly. 
D □The inten,iew will be audio/visually taped, notes were taken as well. 
D □The interview will take place at ___ _ ____ _ ___ ___ ____ _ 
D □The information collected from me and my identity will be kept confidential. 
I declare that I had the chance to have all the questions answered and that I 
apprec iate that I could withdraw from this research at any point and that such action 
will not endanger me in any way. 

Signed ....... ....... ...... ................... .. : 

Date: .................. ... .................... . 
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Appendix C 

LETTERS OF PER.t\1.ISSION FOR FIELDWORK 

GHAZALI SHAFIE GRA0UATc SCHOOL CF GOVERNMENT 
ULM K cl~J t.Jnaang•t.:·,cr1ng t<&titJ['lan Ci,., :;,£"110:'IJldn ,,C.nu,r (U.or(]sa 

Un,ve"sq, Utar.=1 Ma!ays,a 
C60t0 !.!UM Sl\iTC -< 
KEUAH DAR UL A\ J;..N 
MAL..AYSI~ 

l "l'' ,s:.c.-'ue 7-:,_· -~1;.; 
~ <1~5 ~lhJ 6-,-...g;,:e 7"fJ? 
.. ~v 1<\'lf::, ,:'\,".',i;/ ~ P1"9•1l .iv,n .._,.,_, rn, 

XED.IIH AMAN MAXMUR•8ERSAMA MEMACU T RANS FOAMASI 

TO WHOM IT MAY CONCERN 

0ATA COLLECTION FOR PHO TliE51S 

Reieience No UIJM/COLGIS/GSGSG/ 900(.W! 
Oa:e, 1onuary 'J l , 7.016 

lh1s IS t o CC!rt1fy fh ;:1;t Muharnm.-d Ank,>. Nasi,u (MJtric Numb~r: 900041} is a Full time PhO 
n udent a t Un111~,.s ti1 Ur M a M ala..,sia, Sintolt. kedJh. 

He needs ?0 collect d~Ha for hi!> rei.tMch pave r m c rdt-r to fulfil the~ r~quirement of Mi. Ph D 
progfamme. 

We dulv hooe tha t yo ur o rgonization will be ;at,1,. te illSjiH him in tet.:ir,g the ' nece~sary 
inform.:i<lon for h is re~.-:.rch 1Mper 

T hank yoc. 

• KNOWLEDGE, VIRTUE, SERVICE" 

Yours: f "dir'hfully, 

Ghat;:aU Sh,1fie Graduate Schoof of Gov~rnmput 
[ -mail; sJam1f~h@uum .ed u.illJ 
Tel: 0 4-92877$2/ fox:0<1-9].87799 

342 



SMH/1671NOL.1/ 

The Chief Medical Director, 
Maryam Aba::ha Women and Children Hospital. 
Sokoto State. 

RESEARCH ON MODER-A.TING EFFECTS·OF INTERVENTION 
PROGRAMS ON THE RELATIONSHIP BETWEEN PSYCHOSOCJAL 
BARRIERS AND TREATMENT SEEKING BEHAVIOUR OF VESICO 

VAGINAL FISTULA WOMEN IN NORTH WESTERN NIGERIA 

I am directed to inform you that, the Ministry has received a research 
proposal to conduct the above research in your Hospital. 

In view of the above. I am further directed to introduce the Muhammad 
Nasiru Anka who is a PHd student from Malaysia. Kindly accord him with 
all the necessary support and cooperation to enable him interview some 
\/VF patients, access rehabilitation centre etc. 

Thank you. 

MU~ADLADAN 
Deputy Director: HPRS 
For: Honorable Commissioner 
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AppendixD 

SmartPLS Output 
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Figure 4.3 Repeated Indicator Approach 
Note: I VP indicates that the same items loaded on two dimensions (i.e., LOCs) of rehabilitation and 
campaign were repeated on intervention programs (HOC:,) 
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Figure 4. 4 Two-stage Approach 
Note: The formative factors on intervention programs (!VP) are the latent variable scores of 
reltabiliratio11 (REH) and campaign (CAA-I). 
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