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Abstract

The COVID-19 pandemic has revealed cracks in the
United States (US) healthcare system, laying bare the
vulnerabilities of our most at-risk patients.1 Stories of
overwhelmed hospitals, critical resource limitations, and
disparate outcomes in African Americans affirm that the
US healthcare system is both fallible and frail. Surgeons
working in low- and middle-income countries (LMICs) are
no strangers to similar public health challenges. Our
colleagues in LMIC routinely confront complex medical
and surgical issues—perforated typhoid, traumatic
fractures and prolonged labor complications—with fewer
resources. The  burden of surgical  disease
disproportionately falls on the poorest countries where our
surgical colleagues must also navigate the milieu of ever-
present endemic diseases (i.e., malaria outbreaks, locust
infestation), poverty, and food insecurity. Fewer resources
available in the so-called “developing world”, however, do
not stop development. Rather, it stimulates innovation.
Case in point—in the midst of the COVID-19 pandemic,
Senegal, a west African country with nearly 16 million
people but just 56 resuscitation beds has developed a
COVID-19 test that costs approximately $1 and has a
turnaround time of 10 minutes.2 This illustration suggests
that it is not the resources you have but what you do with
them. Indeed, we likely have much to learn from a global
perspective.

The last ten years have seen the rise of global surgery as an
academic pursuit.3 Academic medical centers, private
citizens, and foundations have started to make financial
investments to establish sustainability in the mission of
academic global surgery, but the true inclusion of global
surgery into the academic surgical core remains in its
infancy.4,5 Still, this burgeoning investment is grounded
in a fundamental lesson of global surgery: Surgical disease
is a disease of poverty, and the most economically
depressed populations have the greatest need for surgical
care. Understanding the specific social determinants of
health that impact patients is fundamental to improving
access to safe and timely surgical care around the globe.
To be clear, vulnerable populations exist both globally and
locally. As the COVID-19 pandemic has shut borders and
economies around the globe, many will look internally to
protect our own, and the support of global surgery
programs that rely on international travel exchanges may
be in jeopardy. Yet, a pandemic also highlights the true
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interdependence of health around the world, and the
impediments to sustaining academic global surgery
programs are perhaps also opportunities to better develop
and maintain programs that incorporate the competencies of
global surgery into a future of collaborative surgical
education and innovation.

Poverty and access to surgical care are intrinsically linked
to one another. The country where you were born, the
financial situation you were born into, the rurality of your
town—all of these factors impact ability to access
healthcare and, by extension, essential surgical, obstetric,
and trauma services.6 As the pandemic and policies of strict
social distancing spread around the globe, the most
susceptible populations lay prey to diseases of poverty.
There will no doubt be increased morbidity and mortality
from non-COVID related conditions, further exacerbating
strain on global healthcare systems and economic
dependence of the poorest countries on the wealthiest.7 In
Rwanda, for example, necessary social distancing policies
have eliminated options for public transit, such as motos,
which are the primary transportation mode for individuals
of all socioeconomic statuses. Loss of transportation means
lack of access to healthcare facilities. We are not immune in
the United States as fewer elective surgeries and healthcare
visits has led to impending financial devastation for many
of our nations’ safety-net hospitals and Medicaid providers.
Not surprisingly, children, minorities, and other vulnerable
populations are disproportionately represented in our
Medicaid community.

Academic global surgical initiatives desire to engage
colleagues in exploration of meaningful solutions to issues
of access and quality. Resources allocated for research and
development of essential services for low-income settings
have always been limited. Certainly, funding for global
surgery was a challenge before the COVID-19 pandemic
began. In today’s new economic reality, academic
departments and hospitals face challenging financial
decisions to sustain themselves and their missions. As
travel is canceled, we fear that global surgery programs will
be first on the chopping block. We submit a call to action
for surgeons to build on existing relationships and resources
to engage global surgery in a more proactive- and perhaps
creative-way during these challenging times. We posit that
in the future, these efforts will be even more important,
particularly to trainees. Recent research has highlighted the
lack of alignment between the availability of experiences
and resources in global surgery and the high level of
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interest amongst students and trainees imbued with a
commitment to global health equity.9 Competencies
learned through global health engagement will inform how
the next generation of trainees practices medicine, which
will be of greater importance in the post-COVID era (if
such as era even exists). The current global public health
crisis illustrates resource constraints, health inequities and
structural disparities in healthcare systems worldwide—
leaders of tomorrow need a global view, and so it is
particularly important to incorporate an academic global
surgery curriculum that includes principles of ethics,
health economics, disparities, and varying clinical
pathologies. Moreover, building strong healthcare systems
relies on the development of surgical services. And strong
healthcare systems around the world are necessary to
prevent and treat the next pandemic.

Additionally, what can we do moving forward to enhance
access to resources for our colleagues around the globe?
Does our move to online teaching for students and trainees
create an opportunity for a more global classroom that can
include our colleagues in LMICs, truly challenging
academic departments to partner with an LMIC training
program through telehealth? Innovators around the globe
have worked to develop locally-sourced personal
protective equipment and ventilators, for example. This
highlights a renewed opportunity for global partnerships to
address  surgical  problems through collaborative
innovation. Innovation to produce technology that can help
fight the spread of COVID-19, including low cost
ventilators and locally-produced particulate-filtering
masks, can be shared with colleagues in any country and
can be adjusted to fit available resources. Similarly,
curriculums and inexpensive simulation that are developed
for medical students and trainees in the US can be shared
and adapted for trainees globally.

The looming financial impact of the COVID-19 pandemic
on academic surgical departments and hospitals is
profound and has significant long-term implications for
many research and programmatic endeavors. Let this be a
call to action for the development of robust and sustainable
academic global surgery initiatives rather than sweeping
these fledgling programs under the table. A foundation in
global health teaches perseverance, innovative thinking,
and hope, which we could all use right now. Let the
unprecedented changes we are seeing be an opportunity to
better integrate into the global and public health dialogue
as surgeons, to drive collaborative innovation and teach
our medical students and residents the fundamental
interconnectedness of health around the planet.
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