Health priorities post 2015:
Surgery must feature on the priority health agenda for the 15 years after 2015
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It has been six years since Paul Farmer described surgery as “the neglected stepchild of
global health” (1) and, sadly, not much has changed in that time. Millions of lives are still laid
to waste and lost each year because they lack access to surgical care (2).

When the Millennium Development Goals (MDGs) were set in 2000, surgery was bundled
with the “other diseases” of MDG 6, despite evidence confirming that it is a major public
health issue (3). Since then we have seen significant gains in the three health‐related
targets: reducing child mortality, improving maternal health, and combating HIV/AIDS,
malaria and other diseases (4), while the neglect of surgery has led to the epidemic that we
see today. Up to 56 million people are in need of surgery in Africa alone (5).

Traditionally surgery has been overlooked as a health priority due to the inaccurate
perception as of it being a high cost intervention benefitting only a limited proportion of the
population. However, recent years have challenged this concept prompted by the
publication of a number of studies emphasizing the opposite.

We know that approximately 234 million surgeries are performed annually (6). At one
operation for every 25 people this figure is more than twice the number of yearly births and
seven times the 33 million people infected with HIV (7). Surgical conditions are thought to
account for 11% of the total global burden of disease and 25 million disability‐adjusted life
years (DALYs) in Africa (8). Yet only 3.5% of operations occur in the poorest third of the
world’s population (6), signifying a large unaddressed surgical disease burden in these
settings.

In addition to addressing this unmet need, improved access to surgery is also essential to
meet the global health targets that are already stated. Improving maternal health is an
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MDG priority, and surgery is an essential component of safe delivery. However, comparing
Caesarean section rates in different settings again demonstrates serious lack of surgical
capacity. The recommended C‐section rate is 5‐15% (9) of deliveries but rates from
developing countries are orders of magnitude lower than this (0.6% in Ethiopia, for example)
(10). This correlation between limited surgical capacity and the high levels of maternal and
neonatal mortality seen in these countries cannot be ignored.

Trauma is another area where vast need and limited surgical capacity result in devastating
consequences, overwhelmingly in low and middle‐income settings. Over 90% of deaths from
injuries occur in these settings (11), with one third of injury‐related mortalities affecting
those aged 15–44 years (12). This age group is the most economically productive segment of
the population and without access to essential surgery, they are confined to a life of poverty
and disability. This is also true of many conditions of childhood that require surgery. It has
been estimated that 85% of children in low‐income countries are likely to require treatment
for a surgical condition by the age of 15 years (13). Many of these conditions are amenable
to simple surgical intervention ‐ but if left untreated, may result in complications, lifelong
disability or death.

Surgical care is in crisis and must be afforded priority in the post 2015 health agenda.

Challenges to providing safe surgical care in low‐income countries are complex and often
systemic. Addressing them is essential for improving surgical outcomes, but will also have a
positive impact on social mobility and global development. Broadly speaking, the challenges
include inadequate infrastructure (leading to shortages of even the most basic drugs and
equipment necessary for safe surgery), restricted education (resulting in low‐numbers of
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under‐skilled staff) and social and economic barriers (preventing patient populations from
accessing care).

Human resources are a particularly critical issue. It has been estimated that there is a
shortage of 1 million health care workers in sub‐Saharan Africa alone, and in rural Africa
there can be as few as one fully trained surgeon per 2.5 million people (14) – compared with
55 surgeons per million people in the USA (15). Complicating this global imbalance is a local
one too: the role and responsibilities of the surgical provider differs dramatically according
to location. Specialist surgeons are common in urban referral centres, but the surgeon in a
rural hospital (where most populations reside) must be a generalist attending to all minor,
major and obstetric cases. It is not uncommon for qualified surgeons to sub‐specialise in
urban areas, be enticed there by the higher salaries, or even seek improved working
conditions overseas, contributing to the “brain drain” phenomenon that has exacerbated
the crisis these countries face today.

The situation in a rural hospital is further complicated by the significant lack of essential
items for safe surgery. The WHO proposed standardized metrics for global surgical
surveillance (16) but a number of surveys confirm that essential resources are not in place in
rural hospitals in low‐income countries (17). This is symptomatic of years of financial
underinvestment, disorganized procurement systems and poor allocation of resources.

A number of initiatives have been commenced in the last few years in an attempt to halt the
surgical crisis.

The emergence of surgery and anaesthesia as medical specialties, and the formation of
surgical training colleges e.g. COSECSA (College of Surgeons of East, Central and Southern
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Africa) have helped to train skilled surgeons in their country of origin and goes some way to
addressing the long‐term human resource problems (18).

Alongside this, a more immediate solution to the human resource crisis has been the
evolution of task shifting, a delegation process whereby procedures are moved, where
appropriate, to less specialized health workers (e.g. clinical officers and general
practitioners) (19). This is now practiced widely throughout Africa and other low‐income
countries. In Tanzania and Mozambique, 84% and 92% (respectively) of Caesarean sections,
obstetric hysterectomies, and laparotomies for ectopic pregnancy are performed by non‐
physician ‘medical officers’ trained in surgery (20,21) and in Malawi, 90% of Caesarean
sections at district hospital level are performed by non‐physician ‘surgical officers’, with
reported acceptable morbidity and mortality (22). Task shifting seems to work well when
the trainer is appropriately skilled and practice is supervised. However, this does not always
occur, leading to dangers when inexperienced and inadequately trained healthcare workers
are expected to deal with emergency patients.

Some external agencies have focused on delivering surgical care through specially organized
camps (23), enabling sophisticated surgery to be carried out by expert surgeons in a high‐
volume and cost‐effective manner, even in temporary settings. Due to the neglect of surgery
for so many years, there will inevitably be a backlog of patients who are in need of some sort
of surgical service. These people may represent a social and economic burden on their
families and should be offered treatment. Service trips may play an important role by
addressing the backlog of cases that exists but, if not combined with coaching and training,
do little to build local capacity.

Global partnerships between high and low income countries have also led to the significant
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improvement in health services and play a part in strengthening health systems (24). In
addition, donor funding has seen increasing commitment from bilateral funders to support
anaesthetic and surgical capacity building programmes in Africa and elsewhere (25).

Recent cost‐effectiveness studies show that basic surgical care at the district hospital
compares favourably (US$11‐33/DALY averted) with other public health interventions such
as measles immunization ($US30/DALY averted) and antiretroviral therapy (US$300‐
500/DALY averted) (26). Since many of the populations requiring surgery live in rural pockets
of developing countries and will seek surgical care in the districts, these findings
demonstrate exceptionally good value for money and support the argument that investment
should be considered at this level.

To build capacity at the district hospital, the World Health Organization (WHO) launched the
Emergency and Essential Surgical Care (EESC) Project in 2004 (27). This consists of the
Integrated Management of Emergency and Essential Surgical (IMEESC) toolkit and the
textbook “Surgical Care at the District Hospital”. The aim was to strengthen the delivery of
surgical and anaesthetic services at the primary health level and define the types of essential
and emergency surgery that should be undertaken including required surgical staff,
infrastructure and supplies. This initiative has involved delivery of a training package to
district hospitals based on WHO’s minimum standards and technologies for emergency and
essential surgical care. As of June 2009, GIEESC workshops have been held in 32 countries,
including 9 sub‐Saharan African countries (28).

Although these activities are impressive, they need to be aligned and in concert with the
local partner’s needs to encourage sustainability. Surveys continue to be conducted
highlighting gaps in equipment and resources. Significant investment now needs to be made
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in hospital facilities, supplies of drugs and disposable items, focusing initially on the district
hospitals where these gaps are palpable and the burden of surgical disease is likely to be
greatest. There also needs to be an up scaling of postgraduate training opportunities to
reverse the after effects of the brain drain that we have witnessed to date and to retain the
current and future workforce. Lessons could be learned from other global health campaigns
(e.g. HIV, TB) to improve access to surgical care with the focus being on strengthening
horizontal programmes rather than vertical. Increased collaboration between surgical
organisations and training colleges is a powerful advocacy tool and should be encouraged, as
should the continued commitment from international donors.

In the last five years alone there have been over 200 papers published that recognize
surgery as an urgent public health issue that needs investment and scale up, both in policy
and financing. The problems have been identified, and while initiating solutions can be
complex, the path is well signposted. Sidelining surgery in the post 2015 health agenda will
have significant repercussions for millions of patients and they cannot afford to wait another
15 years.
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