[t AAS

Association for
Academic Surgery

Resources & Opportunities for
Global Surgery Research

Tamara Fitzgerald MD PhD

Assistant Professor of Surgery, Duke University

S. Nabeel Zafar MD MPH

Clinical Fellow, MD Anderson Cancer Center




Disclosures ]ffe AAS

Academic Surgery

e No disclosures




Finding Opportunities  MlitAAS
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Step 1:

Soul Search

Step 2:

Find a mentor

Step 3:

Show up and do
the work

e |dentify broad area of specialty
(Peds, Gyne, Onc, Trauma, H&N, Gen Surg etc)
e Isthere atype of research you are most interested in?
(Quality, safety, outcomes, access, policy, epi etc)

e Isthere a geographical area you want to work in?
(West Africa, Haiti, South Asia, etc)




I | Association for

Academic Surgery

What are Your Assets?
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Step 1: Soul search Step 2: Find a mentor Step 3: Show up and do the work

uuuuuuuuuuu or

' Academic Surgery

Is there someone in your department doing something similar?

! !

Is there a Global Surgery or Global Health
Institute at your University/Institution?

Reach out l

and connect “—’ Look for a mentor at a different institution

Someone

- You read about

- Whose work you read

- Suggested by a colleague/faculty

- You heard speaking at a conference

Consider a global surgery research fellowship




What is the Style of the Mentor?  MIlAAS




s the work motivated by Local Priorities? M]f{r AAS
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Step 1:

Soul Search

Step 2:

Find a mentor

Step 3:

Show up and do
the work

Identify broad area of specialty
Is there a type of research you are most interested in?
Is there a geographical area you want to work in?

Explore your department

Explore your institution/university
Reach outside your institution
Consider a research fellowship

Continue training yourself
Be creative, responsible, and persistent
Stick to the excellent research and ethical standards
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Data for global surgery research
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IRB Process '“"'AAS

« Local Hospital / University IRB - $300
 National IRB - $300
« US Institutional IRB -
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Paper Charts
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SAVVY Data Collection: Verbal Autopsy Interview
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World J Surg (2013) 37:1562-1570
DOI 10.1007/500268-012-1876-6

Getting the Job Done: Analysis of the Impact and Effectiveness
of the SmileTrain Program in Alleviating the Global Burden
of Cleft Disease

D. Poenaru

WORLDWIDE
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Abstract
Purpose: Quality of care is an emerging area of focus in the surgical disciplines. However, much Keywords
of the emphasis on quality is limited to high-income countries. To address this gap, we conducted Trauma

a systematic review of the literature on the quality of essential surgical care in low- and middle- Injury surveillance

e Y .
Data sources: We searched PubMed, Cinahl, Embase and CAB Abstracts using three domains: I Trauma registry

" ——e - Quality improvement
Study selection: We limited our review to studies of essential surgeries that pertained to all three
search domains.

Data extraction: We extracted data on study characteristics, type of surgery and the way in which
quality was studied.

Results of data synthesis: 354 studies were included. 281 (79.4%) were single-center studies and nearly
half (n = 169, 46.9%) did ot specify the level of facility. 207 studies reported on mortality (58.47%) and
325 reported on a morbidity (91.81%), most commonly surgical site infection (n = 190, 53.67%). Of
the Institute of Medicine domains of quality, studies were most commonly of safety (n=310, 87.57%)
and effectiveness (n=180, 50.85%) and least commonly of equity (n =21, 5.93%).

Conclusion: We find that while there are numerous studies that report on some aspects of quality
of care, much of the data is single center and observational. Additionally, there is variability on
which outcomes are reported both within and across specialties. Finally, we find under-reporting
of parameters of equity and timeliness, which may be critical areas for research moving forward.
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1d meta-analysis
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ABSTRACT

Introduction The Lancet Commission on Global Surgery
proposed the perioperative mortality rate (POMR) as one of
the six key indicators of the strength of a country's surgical

Key questions

What is already known?
>

system. Despite its use in high-

settings, few studies have described procedure-specific
POMR across low-income and middie-income countries
(LMICs). We aimed to estimate POMR across a wide
range of surgical procedures in LMICs. We also describe
how POMR is defined and reported in the LMIC literature
to provide recommendations for future monitoring in
resource-constrained settings.

Methods We did a systematic review of studies from
LMICs published from 2009 to 2014 reporting POMR for
any surgical procedure. We extracted select variables in
duplicate from each included study and pooled estimates
of POMR by type of procedure using random-effects meta-
analysis of proportions and the Freeman-Tukey double
arcsine transformation to stabilise variances.

Results We included 985 studies conducted across

83 LMICs, covering 191 types of surgical procedures
performed on 1 020 869 patients. Pooled POMR ranged
from less than 0.1% for appendectomy, cholecystectomy
and caesarean delivery to 20%—27% for typhoid
intestinal perforation, intracranial haemorrhage

and operative head injury. We found no consistent
associations between procedure-specific POMR and
Human Development Index (HDI) or income-group apart
from emergency peripartum hysterectomy POMR, which
appeared higher in low-income countries. Inpatient
mortality was the most commonly used definition,
though only 46.2% of studies explicitly defined the time
frame during which deaths accrued.

and mortality in specific surgical populations have
shown decreasing mortality trends over time and
differences by world region.

e repart
ed in cohort studies such as the GlobalSurg | study,
the European Surgical Outcomes Study and the
African Surgical Outcomes Study.

What are the new

» This is the first systematic review to attempt broad
baseline estimation of perioperative mortality rate

[
‘come and middle-income countries (LMICs) authors.
define POMR.

> ¥ p
or diagnosis; further, we show significant variation in
how POMR is reported, limiting comparisons across
contexts.

‘What do the new findings imply?
» POMR is widely used and reported in all contexts; to

dures assessed and the way in which data are col-
lected, risk adjusted and reported is required.

INTRODUCTION
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chang
middle-income countries, especially in the Middle Fast
and Asia. With the so<alled epidemiological transition
that has accompanied industrialisation,’ disorders afflict-
ing populations are shifting from diseases of pestilence
and infection that are an indicator of pre-industrial
societies to those that are identified in industrialised and
rising economies™ Ischaemic heart disease, cerebro-
vascular disease, cancers, and mental illness have all risen
uk dally in low-i , middle-i . and high-
income countries* Injuries also account for a large and
growing amount of the disease burden as vehicular traffic

GLOBOCAN 2012

w hospital operating theatre involving the incision, excision,
w. regional or general anaesthesia or sedation. We created a mc

World Health™
/Y Organization

Because of this epidemiological transition, surgery will
assume an increasing role in public health. In view of its
complexity and risks, an understanding of the quantity
and distribution of surgical interventions is therefore
essential to guide efforts te improve its safety and redress
shortages of such services. As part of WHO's patient
safety programme,” we aimed to estimate the number of
major operations undertaken worldwide, to describe
their distribution, and to assess the importance of
surgical care in global public-health policy.

Aasbende

rg (2015) 39:1-9
T/s00268

Abstract

Background  Inj OF COLLABORATION AND INNOVATION :

burden of discase
burden of injury
(LMICs) that cov
were made av:

population.

Methods We examined all causes of injury from the
Global Burden of Disease 2010 Study. We split the dis-
ability-adjusted life years (DALYs) for these conditions
between surgically “avertable™ and “nonavertable™ bur-

dens. For estimating the avertable fatal burden, we applied
the lowest fatal*- -——o o0og —etd
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potentially avertable by basic surgical care (5 million
DALYs). The avertable proportion was greater for deaths
than for nonfatal burden (23 vs. 20 %), suggesting that
surgical services for injuries more effectively save lives
than ameliorate disability. Sub-Saharan Africa had the
N - -wertable burden (25 %),
avertable DALYs (174
1e largest total avertable
ALYs).
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Secondary analysis of collected data

Global operating theatre distribution and pulse oximetry @
supply: an estimation from reported data

Surgical care needs of low-resource populations: an estimate
of the prevalence of surgically treatable conditions and
avoidable deaths in 48 countries

Luke M Funk, Thomas G Weiser, William R Berry, Stuart R Lipsitz, Alan F Merry, Angela C Enright, fain H Wilson, Gerald Dziekan, Atul A Gawande

Summary

Eackground Snrgeq' is an essential part of health care, but resources to ensure the availability of surgical services are often  tanzer 2010, 376: 105561 Published Gnline
We d the global distribution of operating theatres and quantified the availability of pulse oximetry, psisbedonine . y g 27,2015

which is an essential monitoring device during surgery and a potential measure of operating theatre resources. Judy 1, 2010 [A—

DOE0.1016/50140.

Methods We calculated ratios of the number of operating theatres to hospital beds in seven geographical regions ufzfxwm.ws;z ¢ Qbitrau o Surgical care needs in | ies are | . ised as an i aspect of global Univeriy of st
worldwide on the basis of profiles from 769 hospitals in 92 countries that participated in WHO's safe surgery - o™/»® 0% ackground surg . Lo - . . OverSeas, Gakland, (4, USA
saves lives initiative. We used hospital bed figures from 190 WHO member states to estimate the number of = ©7™"#% %% health, yet data for the size of the problem are in The OverSeas | of Surgical Need ¢ i jh Hopkins Schact
operating theatres per 100000 people in 21 subregions throughout the world. To estimate availability of pulse =" P10 (SOSAS) is a population-based cluster survey previously used in Nepal, Rwanda, and Sierra Leone. 6Nl Depveroemt of
Department o Health Pulicy Obstetric and Gynecslagy,

oximelry, we senl surveys to anaesthesia providers in 72 countries selected to ensure a geographically and

demographically diverse sample. A predictive regression model was used to estimate the pulse oximetry need for

and Maragement, Harvard
School of Public Health,

Methods Using previously published SOSAS data from three TERDICEPOOK countries (Nepal, Rwanda, and Sierra

Surgeons OverSeas, Baltimore, MD,
WUSA (RS Groen MO); College of

countries that did not provide data. Boston, MA, USA (L i Funk MD, Leone), a weighted average of overall prevalence of surgically ble ¢ was d and the number of gl 2 Sclences,
TG Weiser MAD, W Berry MD, deaths that could have been avoided by providing access to surgical care was calculated for the broader community of  Univenity of Rwands, Kigak,
Findings The estimated number of operating theatres ranged from 1.0 {95% CI 0.9-1.2) per 100000 people in west ::::;":::I“:::::' low- ies. Such conditions included, but were nolhmlled to, injuries (road lraﬂ'u:lmd.enls falls, hums Rowanda (P Kamarywal;
sub-Saharan Africa to 25-1 (20-9-30-1) per 100000 in eastern Europe. H_igh-immpr: subregions all averaged more  grigham andWomens and gunshot or stab wounds), masses (solid or soft, reducibl ital or ), abd 1 e AN a
than 14 per 100000 people, w‘},:ls all low-income: snhrcg_mns, representing 2 -2 billion people, had fewer than two T:ﬁ?:: m.wx.?: ion, and ob d delivery. P lation and health expendi per capila data were obtained from the World :‘“‘U‘:"JM;MD“ igeria ot
“‘“"“i per 100800. Palse ximenry dema ﬁ‘?m 54 countries “!23‘5“"‘ that arsand 77700 (63195-5551%) theatres c;“,,lﬂ,g(n .TZ;WJ,"' Bank. Low-resource countries were defined as Ilmse with a per capita health expenditure of US$100 or less annually.  Surgery, University of Namibia,
worldwide (19- 2% [15-2-23.9]) were not equipped with pulse oximeters. Department af The overall prevalence esti from the previ blished SOSAS data was lated 1o each | :;...».. ML R
Anassthesialogy, P ‘Surgery, Nebion B Mandela
Interpretation Improvements in publichealth strategies and monitoring are needed to reduce disparities for more University country. U‘f"gm"dtde'f’“‘ rates for cach mun_lr)' and the calculated proportion of avoidable deaths, a total number of (i
than 2 billion people without adequate access te surgical care. Department of Anacsthesia, deaths possibly averted in the previous year with access to appropriate surgical care was calculated. K Zuiks Natal, Durban, South
Auckland Gity Hospital, ‘Affica (DL Clarke MO Depanment
Funding WHO. e e Findings The overall prevalence of surgicall ble conditions was 11-16% (95% CI 11-15-11-17) and 25.6% (95% S Keame Minarch
University of British Columbia, CI 25-4-25-7) of deaths were potentially aveidable by providing access to surgical care. U;mg these percentages for z:::cm
Introduction Asia suggest sub ial shortages in b and Reyalsi Victoria, the 48 low-resource countries, an estimated 288 -2 million people are living with a bl dition and g porer Medicine.
Ilnesses that meed surgical treatment accounmt for a  surgical resources.™™ However, we know litde about c’;:;?::;:'r;r 5-6 million deaths could be averted annually by the provision of surgical care. In the Nepal SOSAS study, the observed of Health Sciences, Addis
substantial amount of the global burden of disease. these shortages, especially with respect to availability of  soyalbevan and Exeter s between self ted verbal and visual physical examination findings was 94.6%. Such high Albsaba University, Addis Ababa
Conservative estimates suggest that 11% of the world's functioning surgical facilities or staff and equipment Foundation Trust, Exeter, U correlation helps to validate the SOSAS tool. (M Dertxrws MD): Department of
" X - - . . . i ) General and Digestive Surgery,
disability-adjusted life years are attributable to diseases levels. Therefore, we aimed to estimate and compare wx:;“ﬁ::"’m Mt p—

N . . N anization Patient Haspital ]
that are often . tregted with gurgery’ Heart and  the regional dE_"S‘"“ and distributions of 0PEratng o pe proprme, Genea, Interpretation Hundreds of millions of people with surgically treatable conditions live in low-resource countries, and  Namey, Niges (i Sani M0}
cerebrovascular diseases are the top two causes of death  theatres worldwide. Switzertand (G Drickan MD) . . " . N . Connaught
worldwide, cancer is one of the five principal causes of ~ We also sought a simple indicator of availability of about 25% of the morality aunually could be avoided with beter access w surgical care. Strengy g surgical care Hazpital, College of MecScine and

’ prcpe g B 7 Carespandence must be considered when strengthening health systems and in setting future ble devel goals. Uabvaniny s

mortality, and injuries from road traffic accidents are
among the wp ten causes of death? Other surgically
treatable disorders such as obstructed labour,’ obstetric

anaesthesia and surgical equipment within surgical

Dr Luske M Furik, Department of

Facilities. We identified pulse oximetry as a of
safe anaesthesia and surgery that is internationally

Health Policy
Haruard School of Public Healih,

Funding None.

Sierra Leane, Frestown, Siema
Leane (T & Kamara MO

" Boston, MA 02135, UISA of
fistulas,* and congenital birth defects’ are major causes of  recognised to be essential ** yet is often unavailable in  omkgpartnersorg Contributors mm':ig‘"”?
morbidity and mortality in the developing world. As health-  low-income settings.** Therefore, availability of pulse SC. ALK, RSG, and BEN conceived and designed the study. SG, RSG, 55, TBK, PK, and ALK collected the data. $G, RSG, and ALK & 1 the =
care systems in developing regions confront an ageing  oximetry was used as a proxy for adequacy of operating data_ SG and ALK wrate the Astract. All authors approve the nal version of the Abstract for publieation verSeas, Natioemwide Chidren's

population with an increased frequency of mnon-
communicable diseases,* the extent of surgical need will

ineranca exhetntially Afries and conthasct Acia ara alraads

theatre equipment supply because of this scarcity in
low-income settings,” and because international organi-

catiame ereh ae tha Werld Fadaeation of Saciatioe nf
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Disparities in Access to Surgical Care within a Lower Income

Country: An Alarming Inequity

Syed Nabeel Zafar - Zafar Fatmi - Aftab Igbal -
Roomasa Channa - Adil H. Haider

Published online: 1 August 2012
® Socicté Internationale de Chirurgie 2012

Abstract

Background Surgical care is not uniformly available
worldwide. Inequities in surgical care and access may also
vary within countries. and the present study aimed to
explore these disparities in Pakistan.

Methods The National Health Survey of Pakistan was
analyzed. The proportion of people with a history of

100,000 population. Wide disparities were noted, with
annual rates of AS varying from 37.8 to 215.6 per 100,000
population. Urban residents were independently twice as
likely as rural populations to have had AS (95 % CI = 1.3,
2.8). Higher age (OR = 2.6: 95 % CI = 1.7, 4.0), female
gender (OR = 1.5;: 95 % CI = L.1. 2.1), and higher ES
(OR = 1.9; 95 % CI = 1.2, 2.9) were also independently

abdominal surgery (AS) was and

with AS. In rural populations ES was the only

factors were determined by weighted multivariate logistic
regression. Factors tested were age. gender, urban/rural
residence, province, literacy.

factor associated with surgery, whereas in urban popula-
tions gender and CDI had important roles to play.
Conc Access to surgical care is disparate and

index (CDI), and economic status (ES). The CDI was
developed for each sampling unit from select

grossly inadequate in Pakistan. This likely contributes to

and individual data. The ES was constructed from owner-
ship of assets.
Results A total of 59 million adults were

p morbidity and death. Physical
access to surgical facilities, especially in rural areas and for
those with a low CDL is an important concern and should

Abdominal surgery had been performed in 3.2 % adults
(95 % confidence interval [CT] = 2.67, 3.84), which cor-
responded to an annual rate of 85.9 abdominal surgeries per

S. N. Zafar (52)
Department of Surgery. Aga Khan University, Karachi, Pakistan
c-mail: zafar.nabeel @gmail.com

Z. Fami
Department of Community Health Sciences, Aga Khan
University. Karachi, Pakistan

A. Igbal

be prioritized in any national policies.

Introduction

Surgery is an essential component of healthcare. Provision
of acute surgical care, including trauma and obstetrics, and
even elective procedures focused on correcting cataracts or
club foot prevent significant disability and premature death
[1]. Surgical disease accounts for at least 11 % of the
world’s disability adjusted life years (DALYS) [1] and is
no longer considered a luxury. Multiple studies have shown
the provision of essential sureerv to be a hichlv cost-

BIRTH 44:1 March 2017

L ] L]
in Asia
Ardeshir Sepehri, PhD, and Harminder Guliani, PhD

ABSTRACT: Background: Although the influence of the type of institutional setting on the
risk of cesarean birth is well documented, less is known about the regional variations in
institution-specific cesarean rates within countries. Our purpose was to examine regional
variations in cesarean rates across public and private facilities in five Asian countries with a
sizeable private sector: Bangladesh, India, Indonesia, Pakistan, and the Philippines.
Methods: Demographic Health Survey data and a hierarchical model were used fo assess

regional variations in the mode of delivery while controlling for a wide range of

socipeconomic, demographic, and maternal risk factors. Results: The risk of cesarean birth
was greater in a private facility than in a government hospital by 36—48 percent in India and
Indonesia and by 130 percent in Bangladesh. Regional gradients in cesarean birth were
found to be steeper for deliveries in private facilities than in government hospitals in India,
Indonesia. and the Philippines. The residents of India’s high-use states were 55 percent more
likely to undergo a cesarean delivery in a government hospital and 83 percent more likely in
a private facility than their counterparts in the medium-use states. Similarly, compared to the
residents of the Philippines’s medium-use provinces, giving birth in a government facility
increased the likelihood of a cesarean delivery by 84 percent and by 173 percent in a private
Sacility. Conclusions: Large regional variations in cesarean rates suggest the need for more
informed clinical decision making with respect to the selection of cases for cesarean delivery
and the establishment of well-developed guidelines and standards at the provincial or state
levels. (BIRTH 44:1 March 2017)

Key words: cesarean section, institutional setting, regional variations

Regional Gradients in Institutional Cesarean
Delivery Rates: Evidence from Five Countries
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SUECUILS I LTIy, 1 I US U1 L 11 E5ECnE I,
in these short-term stints [8]. This article deals with practical and ethical
considerations for pediaric surgeans participating in short-term global
health volunteer activities. The authors have participated in volunteer
activities in Africa, South America, Eastern Europe, India, the Middle
East, and the Far East. Two of the authors (DM, JA) have lived
and worked for extended periods in African LMIC hospitals where
they have also been hosts for HIC volunteers. The recommendations
are therefore written from the standpoint of both pediatric surgical
volunteers and the hosts of these volunteers

* Commesponding author. Tel: 1915215 5323; fax: + 1 915 545 6864

M T I e s g
appropriate procedures so that children can be sucressfully treated logally
by the national doctors after the volunteer has returned home (10,11}

13 Other volunteers are motivated by the desire o create or sirengthen a

global pediatric surgical partmership where both the host and volun-
teer visitor lear from each other and where the partnership leads to
improvement in pediatric surgical care for children globally [12].
1.4 Still other volunteers want to create parinerships to enhance
meaningiul translational research projects to imprave pediatric
surgical care globally [13]
1.5 With the decreased surgical exposure to “index cases” for HIC
general surgery residents and pediatric surgery fellows, some
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« Paul Farmer Global Surgery Research Fellowship
« Paul Farmer Global Surgery Clinical Fellowship
* Rutgers New Jersey Medical School Global Surgery Fellowship

« International Surgical Oncology Global Cancer Disparities Fellowship —
MSKCC

 Northwestern Trauma & Surgical Initiative

« VECD Global health Fellowship - Fogarty

* Global Surgery Research Fellowship- University of Utah

« UCSF center for global surgical studies

« Global surgery research program — Brigham and Women’s Hospital

« Many more research and fellowships opportunities........
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