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Over the past two decades, global surgery has evolved into
a well-recognized surgical discipline. This has come about
for several reasons beyond the moral imperative. With the
emphasis in global health shifting from communicable to
non-communicable diseases, global surgery is now
uniquely positioned to expand and take its rightful place
within global public health. Historically, the emphasis
among global surgery researchers, in order to gain a seat at
the public health table, was to capture and describe the
enormity of the global burden of surgical diseases as it
relates to mortality. This has led to the plethora of publi-
cations on surgical epidemiology, characteristics and out-
comes in differing geographic locations, particularly in
low- and middle-income countries, and all have a uniform
theme—poor access to surgical care, and high surgical
burden of diseases resulting in increased mortality and
disability. Unfortunately, countries with the highest surgi-
cal burden of disease are typically those with the lowest
gross domestic product, worst infrastructure, and areas in
active or recent conflict with associated poor health-care
systems and weak governance.

In this collection of articles, we highlight research
across the world that proffers innovative solutions to the
well-described issues in global surgery. The articles in this
collection cover a spectrum of topics ranging from specific
techniques in the operating room to national policy. These
include: details of operative care (fracture care in Cam-
bodia) [1], hospital-wide programs to improve trauma care
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in Malawi [2], quality improvement (safe surgery checklist
in Cambodia) [3], innovative measures to improve access
to surgery through use of patient navigators in Haiti [4] and
a nationwide surgical plan in Ethiopia [5].

A key modality reported on in several of these articles is
education and training. This includes continuing education
in distance learning format in Nepal [6] and credentialing
of surgeons in East Africa [7]. Closely related to training is
human resource development. Several of the articles report
positive experiences with task sharing, such as perfor-
mance of safe cesarean sections by clinical officers in
Sierra Leone [1, 6, 8, 9]. These articles give further support
for the viability of task sharing to increase access to sur-
gical care, especially in poorer and more remote areas.
While continuing to promote and understand better the role
of task sharing, we must also continue to find effective
ways to increase the workforce of fully trained surgeons.
The aforementioned article on credentialing of surgeons in
East Africa demonstrates high retention of well-trained
surgeons through the countries in that region through the
College of Surgeons of East, Central and Southern Africa
[7]. Moreover, these two modalities (task sharing and
increasing the output of fully trained surgeons) are not
mutually exclusive, but complimentary and in some loca-
tions best done together. The improvements in trauma care
in Malawi relied on creation of a new surgery residency, as
well as educational programs that increased training of
other cadres, including clinical officers and nurses [2].

An often-neglected component of global surgery is
improving anesthesia capabilities. Two of the articles in
this collection address this, including a study on safe use of
ketamine by non-anesthetists in Kenya [9], and the above-
noted study on distance learning for non-doctor anesthesia
providers in Nepal [6].
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To be included in this collection, articles had to have
solid outcomes data. This ranged from “structure” (such as
the creation of a national health policy in Ethiopia and the
training and wide distribution of surgeons in East Africa)
[5, 7]; to “process of care” (such as improving quality of
care in Cambodia) [3]; to hard “health outcomes”, (such as
the well-documented decreases in mortality in Malawi) [2].
The latter study demonstrates the feasibility of following
mortality data and using it to document the results of
hospital efforts to improve care. Local, non-funded efforts
created the needed database.

This collection of studies on identifying solutions is
representative of the growing maturation of the field of
global surgery. As such, it posits several challenges to the
field. First, there need to be many more of such studies
trying out a wide range of solutions. Research reports of
failed attempts are of equal value if they teach us important
lessons. Second, evaluations of potential solutions need to
have rigorous outcomes data. Many factors influence which
outcomes are best for any given assessment. However, in
general, documentation of improvements in structure of
care is adequate in some cases. Documentation of
improvements in process of care is even better. Docu-
mentation of lowering of mortality or complications or
other outcomes of direct relevance to patients is the best,
where appropriate and where sample size is adequate, and,
as the examples from Malawi emphasize, is often feasible
even in locations with very limited resources. Third,
institutions in high-income countries have dominated much
research in global surgery. In the current series, only two of
the nine articles have first authors from the low- or middle-
income country in which the study is set. We do not mean
to diminish the hard work of those from any country who
were involved in these important studies. However, going
forward, every attempt must be made to develop local
researchers in academic scholarship, as sustainable solu-
tions to local problems in surgical care delivery will more
likely to be achieved by indigenous talent.
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