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Meeting the SDG challenge to end fistula and preventable 
childbirth-related morbidity and mortality

Lack of safe, affordable, medically indicated caesarean 
delivery is a primary contributor to global health 
inequity. In low-income and middle-income countries 
(LMICs), it perpetuates preventable morbidity and 
mortality caused by prolonged or obstructed labour 
(figure).1 In North America, morbidity and mortality 
related to prolonged or obstructed labour ended in 
the early 1900s. Yet both obstetric fistula, which can 
occur if timely caesarean delivery is not ensured, and 
the paradoxical occurrence of iatrogenic fistula, when 
caesarean deliveries are available but not subject to 
quality-of-care governance, continue to plague health-
care systems in LMICs.2 Adequate intervention alone 
would avert 1 million disability-adjusted life-years 
(DALYs), with a median benefit-to-cost ratio of 6·0 
at US$304 per DALY averted, reflecting an eradicable 
burden of disease that undermines sustainable 
development, economic growth, and human rights.3

Preventable maternal and neonatal deaths, obstetric 
fistula, and iatrogenic fistula are each sentinel indicators 
of surgery gaps within weak health systems.2 Unlike the 
unpredictable, rapid-onset obstetric complications (eg, 
eclampsia or stroke, haemorrhage, and sepsis) that are 
the top causes of maternal mortality across wealthy and 
poor countries alike, prolonged or obstructed labour 
is a slow-motion complication ameliorated by timely 
interventions, including pharmacological stimulation, 
vacuum extraction, and, when these fail, caesarean 
delivery.

Solutions to the global interventions gap for 
prolonged or obstructed labour call for profound 
reinterpretations of Thaddeus and Maine’s 1994 three-
delays framework.4 Published as a sequential pathway to 
safe maternity care, stakeholders conflated the priority 
on the so-called first delay (ie, delay in seeking care) 
with validation of, and evidence for, prioritisation of 
distal (socioeconomic and sociocultural) over proximal 
(accessibility and quality) determinants of health. For 
example, assumptions that antenatal care programmes 
that address delay in seeking care would increase 
facility-based birth reveal poor return on investment: 
high engagement in such programmes coexists with 
inversely low levels of facility-based childbirth.5

15 years after Thaddeus and Maine, Gabrysch and 
Campbell reflected that failure to implement the three-
delays framework included “confounding by service 
availability and other factors”.6 The key to a successful 
strategy for prolonged or obstructed labour lies within 
these confounding factors, starting with evidence-
based revisions to grass-roots empowerment policies 
for girls and women. This first delay challenge is 
poignantly illustrated in the story of a Yemeni midwife 
whose family refused to take her to hospital when 
she was in prolonged or obstructed labour, resulting 
in fistula, abandonment, and stigma.7 Although 
valued in the remote villages where she works, she 
had no decision-making power in her own home. 
Such first delay incongruities require far-reaching 
transformations in gender and sociocultural norms. 
Second delays (in identifying and reaching medical 
facilities) require cross-sector transportation, health, 
and finance collaborations, including universal health 
coverage.

The greatest barrier lies within the hospitals 
themselves, the third delay. A walk-through LMIC facility 
bears witness to too few beds; depleted supplies; broken 
equipment; unreliable power and water, sanitation, and 
hygiene; frustrated, anxious patients; and underpaid, 
overworked staff.2 Yet, high-quality health systems can 
save more than 8 million lives per year.8 By fixing third 
delays, particularly for medically indicated caesarean 
delivery, we might expect to both reduce first and 

Figure: The panorama of morbidity and mortality caused by prolonged or 
obstructed labour
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second delay challenges and improve cost-to-benefit 
ratios across the three-delays framework.

The 2018 UN resolution to end fistula by 2030 
requires investment in basic surgical care.9 Since 
the 1978 Alma-Ata Declaration, investment in silo-
funded programmes has prioritised one prolonged or 
obstructed labour morbidity—fistula—over all others, 
and focused on first delays in the absence of assured 
and adequate comprehensive emergency obstetric 
and newborn care (CEmONC).10 Nowadays, too many 
childbirth facilities are not only still too far to walk to, 
but not worth walking to at all.

2 years after the adoption of the Alma-Ata Declaration, 
UN Secretary-General Halfdan Mahler advocated for 
surgery within primary health-care models. Mahler’s 
1987 speech to the Safe Motherhood Initiative 
proposed surgical strengthening within CEmONC. 
Deemed a luxury, surgery was shelved as communicable 
disease took priority. Maternal and neonatal health 
programmes attempted to fill the caesarean delivery gap 
with variable success. Ending obstetric fistula requires 
country-owned strategies, accelerating stakeholder 
policies that rebalance historic prioritisation of distal 
over proximate determinants of health.11 Contemporary 
new aid approaches might increase domestic ownership 
and rectify historic depletion of CEmONC surgical 
services within the three-delays model.11,12 Ignoring 
Mahler’s vision has not only failed communities, but also 
resulted in maternal and neonatal health programmes 
that fail to deliver.

The best way forward could lie within CEmONC 
strengthening frameworks emerging from The Lancet 
Commission on global surgery.13 This Commission 
interprets the three-delays model within its “surgery-
obstetrics-anaesthesia” mandate that prioritises 
quality caesarean delivery. If we are to end preventable 
maternal and neonatal deaths, iatrogenic fistula, 
obstetric fistula, and the entire prolonged or obstructed 
labour burden of disease within the Sustainable 
Development Goal (SDG) era, we must redesign 
midwifery, CEmONC, and referral systems from the 
inside out, achieving a fistula-free generation through 

country-owned, sustainable, integrated maternal and 
neonatal health care that ensures universal access to 
safe caesarean section worldwide.
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