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Abstract

Global surgery is increasingly gaining recog-
nition as an important and essential compo-
nent of the service mix needed to attain
Universal Health Coverage. Lack of access to
surgical care is not just tragic, it is also too
costly for any society, currently and when
costs are projected into the future. Research
has demonstrated that cost effectiveness of
surgical care is comparable to that one of
well-known (and well-funded) public health
interventions, raising the public pressure for
access expansion to affordable surgical care.
However, how to finance it remains a signif-
icant challenge. The prevailing paradigm that
governments could not offer everything to
everyone builds its foundation on the wrong
mindset; a mindset that invites delaying the
expansion of surgical care. It is true that
resources can appear finite at a given time, but
this equation does not include the potential for
innovation, cooperation and decision that can
stem from a serious challenge. The world is
today, richer, healthier, with greater human
capital, and for that, more capable technolog-
ically to finally bring surgery to those in need.
The response to this call is already coming

from multiple corners: groups of likeminded
surgeons and health professionals, govern-
ments (from high-income countries as well as
LMICs), international agencies, philan-
thropists, corporations and academic centers.
Lessons learned from LMICs and from previ-
ous experiences in development assistance,
realignment of countries priorities and private
financial assistance provide tangible examples
about how expanding surgical care to many in
low resource settings can be done.
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4.1 Health as a Right
and the Movement Towards
Universal Health Coverage

Surgery accounts for approximately 30% of the
burden of disease; concomitantly, surgical
expenses risk pushing approximately 44% of the
world’s population into catastrophic expenditures
[1]. Healthcare services financing is closely
related to the societal agreements reflected in
countries laws; these also indicate what societies
are willing to pay for and who should be covered.
Comprehensive social protection that includesJ. C. Negrette (&)
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surgical care results more from a rather lengthy
social and legal process than from a single act.

The World Health Organization (WHO) de-
fines universal health coverage (UHC) as “access
to key promotive, preventive, curative and reha-
bilitative health interventions for all at an
affordable cost” [2]; in other words it is a system
that delivers the care people need, when they
need it, without falling into financial destitution
[3]. UHC has acted as a common term that brings
together different concepts, from the Alma-Ata
declaration to Health for All. UHC is, according
to the 2010 World Health Report, an objective
and a strategy to guide health sector reforms for
its members [4]. Having this common denomi-
nator is important for understanding financing
needs, subjects, sources and resources’ channels.

We might believe that acknowledging health
as a right, or signing declarations about com-
mitments to universal care, would automatically
result in the increase in service delivery output
and in the concomitant improvement of the social
condition of millions, particularly those who lack
services they desperately need. In multiple con-
versations, participants in one way or another
conflate Universal Health Coverage with the
right to health. While the relationship between
acknowledging health as a right, and creating the
legal and regulatory framework that can result in
UHC exists; this relationship is by no means
linear and causality is in many instances hard to
define.

In some instances, the appearance of a proto-
UHC concept, like the memorable “Kaiserliche
Botschaft”, or the 1881 Imperial Message from
Whilehm I, which marked the origin of the
modern welfare state1—and the “Bismarck
Model”-, offered very basic coverage to a small
portion of the population. It took Germany
105 years to offer truly “Universal” healthcare
[5]. It is important to note that a specific right to
health is not in the German Federal Constitution
(although it is enshrined in the constitutions of

several Bundesländer2 [6]). In contrast, Chile the
first country to acknowledge health as a right in
its constitution in 1925 [7], presents a different—
almost opposite- case; as the first institutions
devised to provide care in the Latin-American
country were established in the 1940’s, reaching
universal coverage in the late 80’s after multiple
reforms [8]. In fact, less than 40% of national
constitutions addressed health rights before 1970;
the world would have to wait for almost 30 years
until the vast majority (over 90%) of the coun-
tries legally acknowledged—from partially to
comprehensive- health as a right [9]. Even when
countries did not consider health as right, public
institutions offered healthcare services; an
example is Colombia, a country that had social
contracts and institutions that offered a broad
array of healthcare services to selected popula-
tions (i.e. public sector workers) decades before
health became a right in the constitutional reform
of 1991 [10]. In this country the heated discus-
sion about the reach and scope of the new law, in
terms of coverage and access, ended up with a
form of social agreement summarized in the
slogan TOTOYA (Todo, para todos, ya! Or
Everything, for everyone, now!) [11]. This
acknowledgement empowered Colombians to
sue the Government when it did not meet their
economic or civil rights. A report by the Human
Rights Ombudsman’s Office, estimated that
674,612 legal actions of this kind took place
between 1999 and 2008 [12]. Litigations in this
country includes demands for a wide array of
procedures that go from drug therapies to surg-
eries, creating an important pressure on the
public finances.

Important as it is to establish the necessary
legal substrata for adequate healthcare financing;
examples show that, historically, countries that
have attained universal health coverage seem to
follow a pattern in which they initially have
pervasive internal pressures for the universal
provision of care; then, society demands deep
involvement from the government, although

1 Konrad Obermann, Peter Müller, Hans-Heiko Müller,
Burkhard Schmidt, Bernd Glazinski; Understanding the
German Health Care System; Mannheim Institute of
Public Health.

2 Germany is a federal republic consisting of sixteen
states, commonly known as bundesland (plural
Bundesländer).
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roles vary from country to country. Finally, the
road to UHC is never straight, shaped by multi-
ple negotiations instead of design, and achieving
universal coverage takes time.3 Understanding
this, the 58th World Health Assembly (WHA) in
2005 called to its members to plan for the tran-
sition to UHC, including financing and social
health insurance plans, aiming to attain universal
coverage. Ten years later, the 68th WHA set
2030 as a concrete deadline for its members to
achieve UHC, stressing on different elements
such as financial protection, access to affordable
quality services and medicines for all. In sum-
mary, UHC now embodies the right to health and
offers a roadmap for universal healthcare that, in
theory, includes surgical care in the template;4

but more work must be done to ensure affordable
surgery and anesthesia are considered as they are:
Essential for quality and equitable care.

4.2 Scarce Resources, Delivery
Failure and the Global Cost
of Lack of Access to Surgery

Over the last 50 years, important progress has
been made in advancing surgical care globally.
Development cooperation programs have helped
expand access to surgery in low resource set-
tings, contributing to the social and economic
progress of entire regions. In spite of the progress
made, important challenges remain. The Lancet
Commission on Global Surgery estimates that,
just because of OR existing infrastructure, more
than 2 billion people do not receive surgical care
[13], and approximately 5 billion people lack
access to timely safe and affordable surgery [14].
Large demand of services for a scanty supply is a
compounding negative factor that makes surgery
in poor areas, prohibitively expensive, inviting
heavy—but not always effective- regulation or
simply inaction from an overwhelmed society.

The cost of not having surgery: Societal and
opportunity costs and losses. The need is

particularly acute in the poorest regions. More
than nine persons out of ten in Sub-Saharan
Africa do not have access to timely and afford-
able surgical services when needed. The
immense cost inadequate surgical care places on,
particularly, poor societies is twofold: moral and
economic. The moral cost of early, avoidable
death or decreased quality of life is unfath-
omable; the economic cost of productivity loss
due to early death and disability can be calcu-
lated, but still does not capture other opportunity
costs such as increased investment due to
aggregated income. Even more, this approach
does not address the fact that poor surgical
infrastructure and lack of access to surgical care,
also pushes those with means to seek for
expensive care abroad [15]—which amounted to
more than $ 3 billion in revenues for US hospi-
tals in 2013 [16], further contributing with a
vicious circle of lack of investment and poverty.

Seeing surgical care (and healthcare in gen-
eral) just as a cost, creates a singularity that
diminishes its true economic contribution. On
one side, it is an economic activity that generates
revenues, salaries, investments in infrastructure
and technology, all of which have a compound-
ing factor in the rest of the economy (the enter-
tainment industry offers a contrasting vision: we
do not consider it as a societal cost). On the other
side, it helps individuals to continue with—and
prolong- their own contributions to the economy
through labor and knowledge. In essence, access
to surgical care is essential for poor regions of
the world to improve their human capital, and to
help to their economic development and poverty
reduction.

As an example, in 2015, WHO estimated that
in SSA, 47% of all productivity losses, approx-
imately $1.4 trillion, were due to Non-
Communicable Diseases (NCDs) and injuries,
which in many instances are treated with surgery
[17]. Contrast this figure with the $3,178 trillion
spent in healthcare in the US in that year [18], or
to the $1.7 trillion of the global cost of healthcare
in 1990 [19]. It means that productivity losses in
the African continent were equivalent to 44% of
all healthcare expenditures in the US—arguably
the “most expensive healthcare system”- and

3William D Savedoff; op. cit.
4 Lawrence O Gostin; op. cit.
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equivalent to almost 8% of the total American
economic output of that year.

Lack of action in developing strong surgical
infrastructure (human and material), has a com-
pounded cost effect. According to the Lancet
Commission on Global Surgery, by 2030 the
potential loss related to lack of surgery in
LMIC’s could ascend to $12.3 trillion or a full
2% of GDP growth.5 The World Bank estimated
the total size of the Chinese economy output in
2019 at $ 14.34 trillion [20].

Another perspective that also provides a sense
of economic magnitude of the problem is the
future cost of not providing surgery when nee-
ded. In 2010, road-traffic injuries generated 75�5
million disability adjusted life-years (DALYs),
approximately 20 million DALYs more than
1990. Investment in surgical care and infras-
tructure has probably been negatively impacted
by the perception of surgery as an expensive
intervention. In fact, surgery compares favorably
with well-known public health interventions in
terms of cost-effectiveness. For instance, male
circumcision in Africa at $ 13.78 per DALY is
lower than antiretroviral treatment with a range
from $453.74 to 648.20 per DALY. Other
examples are in the table below [21].

Procedure Cost per Daly
Adverted

Circumcision $13.87

HIV ART $453.74–$648.20

Cataract repair (Nepal) $7.29

Inguinal hernia repair (Ghana) $12.88

Expanded Program on
Immunization

$12.96–$25.93

General surgery $82.32

Ophthalmic surgery $136

BCG Vaccine $51.86–220.39

It could be argued that, amongst its many
contributions to the discussion around access to
affordable surgical care globally, the work that
the Lancet Commission has done to increase
awareness of the cost effectiveness of surgery,

and placing it in the realm of desirable public
health intervention, is simply remarkable.

Market failure in surgical services provision,
the role of the government and the need for
innovative financing. Competitive free markets
are considered an efficient vehicle to make
demand meet supply at an optimal price point.
However, markets might fail when there is no
balance between what suppliers might offer and
what informed consumers would demand. As
health services demand is mostly constructed
around needs, poverty is a factor that makes
difficult for that theoretical equilibrium to hap-
pen.6 Market failures can be addressed through
judicious and discipline government interven-
tions, and the specter of individuals’ catastrophic
expenditures associated to health services deliv-
ery, particularly surgical care, makes the possi-
bility and clamor for such an intervention
increasingly possible.

Around the world close to 33 million cases of
catastrophic surgical expenditures take place
every year, and approximately 3.8 million per-
sons are continuously in risk, should they need
sudden surgical care. They are close to 22% of
all individuals (approximately 150 million) who
face catastrophic expenditures every year.
Catastrophic expenses affect particularly the poor
of the world. While this is true in all levels of
economic development, it is more evident in
SSA, South and South East Asia. It is important
to note that almost all catastrophic health care
expenses in the upper and high middle-income
countries fall on the poor [22]. Findings show
that individuals in lower-middle income coun-
tries tend to face more catastrophic expenditures
than those in low-income countries as surgery,
because as a function of income, costs are up to
15% higher in the former than the later. In the
economic transition from low to lower-middle
income, surgery costs can grow faster than
household incomes, and for that reason, policy
makers in countries making this positive eco-
nomic transition, must anticipate this situation.

When considering third party financing for
surgery, it is important to note that in addition to

5 Desmond T. Jumbam, op. cit. 6 Musgrove, op. cit.
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surgical direct costs, non-medical costs such as
lodging, food and transportation, contribute
substantially to catastrophic expenditures. When
these are taken into consideration, models predict
that an additional 48.5 million cases of catas-
trophic expenditures occur, resulting in roughly
81 million annual cases globally [23].

Scarcity in Human Resources for Health
and infrastructure results in care rationing. For
the last twenty years, world health leaders have
paid special attention to the pressing issue of
human resources in health. In 2006, it was evi-
dent that in spite of the initial attention to the
subject, worrying trends about health profes-
sional workers density just continued. At that
time, reports showed that 57 countries had less
than 2.3 workers per 1,000 population, out of
which 36 were in SSA, 6 in South East Asia and
5 in the Americas; not a single country from
Europe fell under this critical threshold. In 2013,
the situation has not improved much; following
the same classification, 31 out of 54 countries
were in Africa, and 7 in South East Asia. The
health workers shortage in 2006 was estimated at
4.3 million; by 2013, the gap had grown to 7.2
million. If this trend continuous, by 2035 we will
need 12.9 million health workers more. The
shortage, if conditions do not change, will likely
be more acute in Africa [24].

This structural shortage is explained by the
lack of formal training, particularly in Sub-
Saharan Africa. In the region there are 11
countries with no medical school and 24 with just
one. The continent graduates roughly 10,000
doctors a year, joining a pool of 145,000; similar
in size to that one of UK; which has a population
that is just a fraction-equivalent to less than 7%.7

A compounding factor is the shortage of HRH in
high-income countries—particularly nurses and
physicians-, where a mix of misallocation or
resources [25], changes in labor laws for trainees
and stagnant number of training centers [26]
have stimulated the importation of foreign pro-
viders, mainly from Africa and South East Asia.
For East Africa to reach the same providers
density as Canada, would have to train 42,000

more doctors.8 Also, almost totally absent is the
training of healthcare administrators and hospital
managers, who can contribute to the overall
systemic improvement [27].

Service delivery infrastructure poses an addi-
tional challenge. Extremely low density of beds9;
need for reliable access to energy, water, and to
an adequate supply of oxygen, make providing
care difficult. For that reason, 24-hour provision
of services is limited to less than 50% of the
operational structure in some SSA countries and
basic infrastructure is lacking [28].

Elements described make for a perfect storm
in healthcare supply, particularly surgery as,
different from primary care, requires a dedicated
infrastructure and a team of professionals and
managers that are not always available. In classic
economy, demand for scarce goods results in
higher prices and in a supply at a much lower
level than society would be willing to get. While
prices of surgical services in low resource set-
tings might be lower than those in high-income
regions, the truth is that, even at that low level,
most people cannot afford them or simply there is
not enough for everybody. Clearly, thinking
creatively is of the essence to solve this tragic
conundrum.

4.3 How Is Health and Surgical Care
Paid?

Sources of healthcare payment can be divided
into private and public; and into individual,
pooling or government transfers. Government
transfers are usually resources financed through
taxation and other government revenues (i.e.
mining rights and royalties, public enterprises,
etc.). Pooling happens through social or volun-
tary health insurance. Private insurance plays an
important role in high-income countries to fund
services, including surgeries, not covered by
public plans or other private insurance. These
plans can be primary, which are the main source
of insurance in the US and Chile (and roughly

7 Ibid.

8 Ibid.
9 CIA Factbook, Jan 2014.
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10% of the German population), supplementary
(85% of the Dutch population) and complemen-
tary (95% of the French population) [29].

Individual direct payments to the care provi-
der are referred as out-of-pocket payments. They
can cover the price of services and products
received, or they can be part of the insurance
(pooling) arrangement. If the later, they can be
co-payment, or the amount paid for every service
received (a fix amount or a proportion of the
service cost); and/or a deductible, which is usu-
ally an amount the insurance holder must pay (in
one or multiple services) before reaching a cer-
tain threshold, in which the insurance starts
providing coverage.

A different, but important form of global
health financing is Development Cooperation
(also known as Official Development Assistance
or ODA), that involves foreign governments
(through multilateral or bilateral programs) and
private foundations. While not focused in sur-
gery, they have played an important role in
advancing the global fight against infectious
diseases.

In general when looking at a low-income
country national health accounts, it is quite dif-
ficult to establish with clarity the cost of specific
interventions, like surgery. In many instances,
these are aggregated to track a disease, like TB,
or a program, like maternal health (which also
includes surgery) [30]. This makes difficult to
understand contribution, impact and service
delivery capacity, and ultimately, how resources
are allocated. However, general trends in pay-
ment or service delivery can offer an idea about
how surgery is probably paid for in different
settings.

In low-income countries, funding pools
(government allocations and public and private
insurance) finance only 38% of healthcare; a
stark contrast with 60% in middle-income
countries and 80% in high-income countries. It
is also a core belief that the poorest of the poor
need total subsidization and that low-income
groups need, at least, some levels of subvention
[31]. As pooling is an important source for sur-
gical care (because of risk and cost), govern-
ments can either encourage citizens to enroll in

national health insurance schemes, pay for ser-
vices through direct budgetary allocations or
through private contributions to regulated private
insurance schemes. These solutions might work
relatively well in middle- and higher middle-
income countries, but due to a small taxation
base it is difficult to do it in low- and lower-
income countries. However, there is a funda-
mental problem with the contributive base of
low-income countries: governments do not have
a wide taxation base as vast proportions of the
population are poor, and many who work, do it in
the informal sector, which does not pay taxes10.

Private sector is a major provider of all types
of healthcare services in low- and middle-income
countries. In Africa, the private sector (from
traditional practitioners/healers, to private clinics,
to mission hospitals) roughly provides 50% of
health services. Healthcare expenditures follow a
similar proportion; 50% go to private providers
and 50% to the public sector. Surprisingly, this
proportion is very similar for all economic
quintiles [32]. These providers benefit (at least
until 2019) from generalized economic growth,
and from the perceived or real failures of the
public sector to meet needs and expectations. In
many instances, prices paid for surgical care in
public facilities (that add costs by managing long
waiting lists) are not substantially different from
those offered by private institutions, in some
instances located in the same area.11

Research shows that globally, medicines and
clinical services are responsible for the majority
of healthcare expenditures. Inpatient care (which
includes hospitalization, medicines and medical
diagnostic services) is a proxy for surgery
aggregate costs. It presents significant variations
from country to country and between income
groups inside a country; inpatient cost share
ranges from 15% in low-income countries to
33% in upper middle-income countries. Outpa-
tient care presents a stark contrast; it goes from
27% and 24% share in low-income and upper-

10 According to WHO’s Global spending on health 2020,
in 2018 tax revenues in low-income countries represented
less than 13% of GDP.
11 Ibid.
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middle income countries respectively; which
means that while outpatient and inpatient care
has a similar economic weight in upper-middle
income countries, in low-income countries, the
larger share of outpatient services could indicate
a significant unmet need of surgical care. It does
not come as a surprise that comparing the same
groups of countries, low-income countries spend
13% in non-communicable diseases, while
middle-income countries spend 29%, a propor-
tion that mirrors the outpatient and inpatient
“divide”. It seems that allocation of resources
reflect more systemic response capacities than
response to health needs of the population.

Sources of payment also differ significantly
between country groups. Low-income countries
use 22% of domestic public sources to finance
healthcare needs, while middle-income countries
domestic public sources funded 44% of their
healthcare expenditures. More significantly, in
low-income countries external aid contributes to
30% to the total health expenditures, while this
contribution drops to 11% in middle-income
countries. It is important to note that two thirds of
foreign aid goes to infectious diseases (with HIV
taking the lion share) in both country groups,
underscoring the interest of the donor community
in this needed, albeit particular area of interven-
tion. Out-of-pocket in low and lower middle-
income countries cover 41% of total healthcare
expenditures. In fact, in low-income countries,
private sources explain up to 57% of injuries
costs, another proxy for surgical costs.

In the 2005–2018 period, foreign aid more
than doubled. However, as external aid
increased, health priorities in domestic budgets
declined. In low-income countries, government
budgetary allocation to health has decreased from
7% in 2000 to 5.5% in 2018; in this group,
military expenditures are still larger than health
expenditures. Had domestic expenditures at least
remained at similar levels, governments would
have been presented an opportunity to expand
social protection in their respective countries,
with increased chances to expand access to sur-
gical care as well.

Private health insurance (PHI) seems inade-
quate for low-income countries; if disposable

income is low, opportunities for investing in risk
mitigation seem equally low. That said, PHI is an
alternative way to finance healthcare that has
been used in a variety of settings, from most
OECD countries today12 to lower-middle income
countries with large aggregate economies. In
1980, PHI companies started providing coverage
services in a country like Colombia, which at that
time had a GDP per capita of $1,240 ($4,150 in
2019 dollars), preceding by almost a decade
when the national health reform introduced the
concept of regulated competition. Healthcare
financing—and by extension surgical financing-
seems a fertile battleground for ideological war-
fare. It is clearly a complex problem. It requires a
multidimensional approach that goes beyond the
capacity of a single sector to respond to changing
needs. The public-private divide seems nonsen-
sical, at least from this perspective; it almost
seems a lost opportunity for harnessing societal
resources to create long lasting value.

4.4 The Spark: How Surgical
Programs Can Advance in Low
Resource Settings

To bring surgery to the regions and places in the
world where is not accessible or not affordable, is
inherently difficult. Experience shows that put-
ting will, minds and financial resources together,
has consistently helped us to surmount problems
that seemed intractable. The 20th century and the
beginning of the 21st brought new challenges,
opportunities and innovative responses to social
problems that we can use as tracers for inter-
ventions aiming to scale up access to surgical
care worldwide. In the past few decades corpo-
rate social responsibility (CSR), philanthropy
and development cooperation have emerged as
important vehicles and contributors to advance
complex programs and shape the global health
agenda. Advancing global surgery is a long-term
endeavor requiring the joint effort of host gov-
ernments, international agencies, philanthropists,
and civil society, not only as a way to procure

12 Sato; op. cit.
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necessary funds, but also knowledge and a
structure that defines rules of engagement and
identifies areas of responsibility.

CSR interventions. Corporate social respon-
sibility (CSR) refers to activities, programs and
strategies that businesses and corporations
advance in areas of social interest like human
rights, social welfare and environmental protec-
tion to name a few, intended to project a positive
image for the institution, brands or products that
the enterprise commercializes. Interventions
might have different communication objectives,
ranging from managing adverse public relations
caused by an accident or quality process over-
sight, to strengthening the corporate image when
entering discussions with regulatory authorities.
As a result, target audiences can vary signifi-
cantly, from authorities, to existing and potential
investors, to the general public.

Because of the prominence of some cases, and
because it is becoming a more ubiquitous com-
munication tool, CSR has increasingly attracted
the attention of development agencies and inter-
national organizations when seeking for potential
partners to advance development agenda ele-
ments that require additional funding, and see
positively the participation of civil society
(commercial) actors. CSR has also attracted the
attention of some governments; for instance, the
Indian Government has required all for-profit
companies contribute 2% of their profits to
charitable causes as a form of compulsory CSR
[33]. While this particular order distorts the
intention of CSR as a corporate PR tool associ-
ated to the company’s profit generation objec-
tives, also indicates that third parties see the
potential in involving corporations in social
causes different from its commercial intent.

Companies like medical equipment, devices
and supply manufacturers, and pharmaceutical
companies are in business that have a direct
effect on human health. Many of these companies
are highly visible, which can be an asset, but also
a potential source of reputational risk if things do
not go well, even when making corporate deci-
sions such as setting prices, discontinuing a
product line or delaying entering a market with-
out strong purchasing power. For these

companies, CSR has become increasingly
important; as such, there are important programs
—such as differential pricing- for pharmaceutical
products sold at significantly discounted prices in
low and middle-income countries, where the
need because of disease burden and economic
disparities is greater.

CSR is a tool that not only helps to repair
battered reputations, but also can help develop
stronger bonds with employees and stakeholders
and improve relationships with host govern-
ments. Establishing public and private partner-
ships will become a central part of business
strategy that uses CSR tools to benefit the orga-
nization’s image, achieve social impact through
philanthropic means and turn them into sources
of competitive advantage in new markets that
while not economically developed today, have a
positive economic and social outlook.13

Global surgery stakeholders and advocates
must change the traditional perspective of cor-
porations as external partners that provide fund-
ing and expertise to support the health
development agenda in LMICs, giving room for
establishing more productive and sustainable,
mutually beneficial engagements. Global surgery
stakeholders can help public health authorities
and planners in developing agencies and host
governments work closely with corporations
interested not just in procuring funding for
specific programs, but also engaging them in the
broader and longer-term objective of developing
sustainable markets [34].

Working in global surgery can help corpora-
tions in the domestic environment to improve its
relationship with their stakeholders by providing
a highly visible intervention, aligned with the
global health development agenda, while simul-
taneously serving to advance foreign markets
understanding, and creating conditions for long-
term development and returns. This could also
open the doors to financing mechanisms with
social purpose, giving these interventions a new
meaning, potentially improving overall standing
and value of the corporation [35].

13 Ibid.
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The role of philanthropy. At the beginning of
the 20th century, philanthropists like John D.
Rockefeller and Andrew Carnegie contributed
with their immense fortunes to advance the fight
against disease. Institutionalization of their sup-
port has made their impact as long lasting as
sustainable. While at that time, their interven-
tions filled a void of what today many could
consider as a government function, by mid-
century, the cost of care and the increasing role
of governments in healthcare services delivery
and research, made wane the initial importance
of private donors as charitable endeavors sup-
porting global health [36]. However, the incur-
sion in the global health scene of modern
philanthropists has significantly changed pro-
grams policy design and implementation. In the
US, there are more than 100,000 private foun-
dations with approximately $ 569 billion in
assets14, contributing to global health activities.
The Bill & Melinda Gates Foundation is the
largest with financing greater than the entire
WHO budget [37].

Private donors attract less scrutiny than CSR
programs, in spite that both, private foundations
and corporations largely funded efforts to achieve
the Millennium Development Goals.15 For
instance, an important entity such as the Global
Fund receive substantial funding from private
foundations for its operations. Different from
corporations that are subject to consumers boy-
cott, or government officials scrutiny, private
foundations have a greater independence in their
charitable efforts. While some may criticize this
lack of oversight, this concern might actually
reflect an important strength of private donors:
they are not subject to the political vagaries,
therefore can remain steady in pursuing long-
term global health objectives. That persistence
has paid off in policy areas, like helping to bring
greater transparency in the selection process of

WHO’s Director General, or in the protracted
research effort for a vaccine against HIV.16

Global surgery stakeholders can harness the
long-term endurance capacity that private foun-
dations can provide precisely because of its
particular independence. Defining what is
important in global health is a dialectic process
that requires looking at a myriad of possibilities,
almost all of them promising greater human
wellbeing. Working jointly with ascending or
established relevant foundations, can help to
develop the steady course needed to succeed in
interventions in which persevering is essential.
Global surgery offers that kind of field.

As an example, a team supported by the
Swanson Foundation introduced laparoscopic
surgery in Mongolia as part of a program to
improve surgical care in that country. This was not
the original intent, but is what resulted after dis-
cussions between the team and local practitioners.
After 20 years of sustained support, this service is
now offered in all Regional Diagnostic Treatment
Referral Centers in that country, as an example of
what can be achieved with targeted philanthropic
support [38]. It is important to note that private
companies CSR programs from Storz, Cardinal
Health, Johnson and Johnson, and several others,
have also provided resources for this program.17

Development cooperation assistance. Since
the institutionalization of development coopera-
tion after the success of the Marshal Plan, with
the creation of USAID, high-income countries
have developed increasingly sophisticated vehi-
cles to support health programs in low and
middle-income countries, initially as an instru-
ment of the nation’s public diplomacy. Per-capita
international aid of health programs more than
doubled between 2000 and 2018 in real terms.
International aid represented 25% of low-income
countries health expenditures, in 2000 the official
development assistance (ODA) accounted for
16% of the low-income country expenditures.
Trends show in 2010, 13% of ODA to low-
income countries went from 13% in 2010 to 20%
in 2018. Development cooperation programs

14 These accumulated holdings are larger than the 2019
economic output of countries like Sweden, Argentina or
Austria (“GDP (current US$)”. World Development
Indicators. World Bank. Accessed on 2/18/21).
15 Ibid.

16 Koop; op. cit.
17 Conversation with Dr. Ray Price (2-26-21).
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increased its focus in low-income countries and
in health.18 Africa receives 54% of aid resources
for health [39]. ODA adheres to the five princi-
ples of the Paris Declaration; harmonization and
alignment being the most important for this
analysis. It means that donor countries coordinate
between them, as much as they can, the alloca-
tion of resources to health programs in a host
country and, at the same time, align that invest-
ment with the country’s health plan. It has
resulted in more than 50% of aid resources going
to fight infectious diseases.19 In the case of the
US, only $ 100 million, out of almost $ 9 billion,
went to “non-traditional disease” which includes
surgical diseases. Some other programs have a
minor surgery component (circumcision for HIV
prevention, and obstetric and iatrogenic fistula,
as well as cesarean section for maternal health
programs). While ODA resources are vast, allo-
cations to surgery are not significant and they
focus in a narrow subset of surgical services.

In spite of their focus, some programs have
contributed to advance surgery in LMICs. In
1973, Profamilia Colombia introduced laparo-
scopy for tubal ligation with USAID technical
and financial support. The country’s GDP was
then $ 435 (Approx. $ 2,570 today). As the
organization increased its outcome, it also
improved its experience, so much so that by 1995
the organization provided close to 70 thousand
surgeries. The organization estimated that in
2010, the direct cost of a laparoscopy was $ 60
per surgery, half the cost of the traditional
laparotomy [40]. It is important to note that,
before the Colombian health reform, Profamilia
offered its surgical services at a very low nominal
fee to the poorest of the poor, and charged
patients based on their ability to pay. After the
reform took place, the government contracted out
with organizations like Profamilia to offer
healthcare services to the general population.

To make surgery an ODA priority, global sur-
gery advocates can work jointly with bilateral
organizations, looking for opportunities to submit
joint proposals with host governments in low-

income countries interested in improving its sur-
gical access and quality. This might offer the
opportunity to influence other governments as well
and nudge donors to support these programs in full
alignment with the host nation’s health priorities.

4.5 The Long Run: How to Sustain
Efforts in Surgical Services
Delivery

Complex problems rarely have a single solution.
Usually different elements (knowledge, resour-
ces, etc.) have to be brought together to effec-
tively address and solve it. Expanding access to
quality surgery in low resource settings is a
complex problem that requires multiple approa-
ches. In this section we will see different
approaches and how they can jointly work to
provide effective and sustainable financing.

The role of government. Governments have a
fundamental role as funders or direct providers of
surgical care [41]. A distinct feature is that
governments in high-income countries pay for a
larger proportion of healthcare services, than
governments in low- and lower-income coun-
tries.20 We have seen that health financing is
challenging for low-income country governments
and might need significant adjustment to their
national budgets to increase funding for health.
Additionally, a narrow taxation base, makes
funding difficult. As a result, it is essential to
develop vehicles that can help governments to
take advantage of initial support provided
through development cooperation or through
CSR and philanthropic efforts.

Governments give incentives to providers to
ensure output and quality to improve access to
health care services, including surgery. They also
provide subsidies to the demand to incentivize
the use of certain type of healthcare services, to
reduce its financial burden.

Governments have several mechanisms for
channeling financial incentives to both sides of the
economic equation; for providers: pay for per-
formance, prepayment, schemes and contracting;

18 Global spending on health 2020; op. cit.
19 Global spending on health 2020; op. cit. 20 Global spending on health 2020; op. cit.
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for service users: conditional cash transfers,
vouchers and community loan funds (to pay for
transportation or lodging) amongst others [42].

Demand side financing and incentives to
providers are usually implemented together (an
example is the Nepal Aama program—see box
below [43]) where cash payments to women,
incentives to providers and free delivery care are
all offered [44]. As incentives and subsidies (also
known as resource allocation and purchasing
arrangements, or RAPs) seek to modify the per-
ception of price for the consumer, while stimu-
lating quantity of services offered, the supply and
demand curves will meet at a different point (less
services at higher prices) than they would meet
without the intervention [45]. This approach
brings he advantages of fee for service for pro-
viders, while empowering consumers to look for
better quality care.

The Aama Surakshya Programme is a
Maternity Incentive Scheme (MIS) imple-
mented by the Government of Nepal, with
support from the UK’s Department for
International Development in 2009 and it is
still in operation. It aims to provide free
delivery care to all women at the point of
use by reducing financial barriers to
women seeking institutional care. It has the
following elements:
Incentives to women: Transport incentives
offered to all women delivering in an
institution, including additional cash pay-
ment on completing Four Antenatal Care
Visits (4ANC).
Unit cost to health facilities: Institutions
receive a reimbursement per delivery
provided.
Incentives to health worker: Providers
receive a stipend per delivery (includes
home deliveries as well) paid with the
reimbursement to health facilities.

Public-Private Partnerships/blended financ-
ing. Blended financing is a term that refers to

bringing together resources from philanthropists,
governments and international institutions to
strategically fund development programs. It
helps attract investors to countries that struggle to
find them, particularly in social sectors. In 2015,
this mechanism helped raise $27 billion of pri-
vate capital [46]. In 2018, The World Bank’s
IDA issued $1.5 billion bonds that generated an
ordering demand for $ 4.6 billion [47]. These
instruments can help attract philanthropists,
medical devices manufacturers, social insurers
and many other private actors, to fund targeted
health areas. Health has attracted close to 30% of
the capital mobilized [46].

There are different funding mechanisms to
place resources mobilized, ensuring that financial
allocation is related to program performance.
Some of these results driven funding mecha-
nisms include: Debt buy-downs, development
impact bonds, impact investment funds and loan
guarantees amongst others [48].

The role of NGOs. For decades, governments
and development cooperation agencies have
worked with NGOS to advance national social
agendas. The role of NGOs as institutions that
can effectively meet needs of underserved groups
is well known. USAID has worked with NGOS
all over the world to provide reproductive and
maternal health services, helping these organi-
zations to improve their technical and managerial
capacity, preparing them to function after donor
support ends. In countries like Bangladesh,
NGOs provide approximately 10% of primary
care services to the poor (including tubal ligation,
circumcision, cesarean section and fistula surgery
services).21 These organizations are not just
extensions of the public sector, but also an
important source of innovation. Institutions like
the Edna Adan Hospital in Somaliland helped to
train nurses to manage obstetric fistula; or Pro-
familia in Colombia, trained nurses in IUD
insertion, formerly consider a medical interven-
tion in that country. These examples serve to

21 Between 2008 and 2011, the author served as the Chief
of Party of Smiling Sun in Bangladesh. This network of
NGOs provided services to close to 15 million
Bangladeshis.
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visualize how innovation might just happen
when resources (human, financial or physical)
are rearranged to perform a function. In both
cases, the solution addressed an issue of scarcity
(not enough trained personnel) to provide quality
care and at a much lower cost, which helped to
expand access.

Private sector involvement. Private sector
providers, funders and suppliers are central to
achieve the objective of expanding access and
improving quality surgical care in low-resource
settings. In SSA 50% of healthcare services are
provided by private providers, so most likely any
solution must consider this formidable force.

Governments in Africa can work with devel-
opment cooperation agencies to establish impact
investment funds that provide financing to pri-
vate providers interested in developing surgical
facilities. Governments could also work simul-
taneously with local banks to create loan guar-
antees with multilateral agencies financing.
These activities could even help to develop new
financing mechanisms.

Private investors can join forces to set up
transnational insurance schemes in sub regions in
Africa (like in the East African Community) to
take advantage of the larger aggregate demand to
establish financially viable, cost-effective insur-
ance schemes. Using instruments like impact
bonds, local entrepreneurs can collaborate with
PHIs companies in high-income countries to
develop the technical capacity to provide inno-
vative insurance products that can complement
those of local governments.

More importantly, direct contributions to
surgical service delivery have appeared in private
institutions (for profit and non-profit alike) in low
middle-income countries in different moments
and in different surgical specialties. Profamilia in
Colombia created a singular surgical ecosystem
that helped scale up a surgical procedure that,
because of high volumes achieved, resulted in
better quality and lower costs. Aravind Eye Care
in India scaled up eye surgeries, improved sur-
gical procedures, reaching the poor in a low-
middle income country. They developed a busi-
ness model that invites emulation.

While obstacles are real, multiple individuals
have shown that what we deem impossible is
possible. The world has never been richer and
interconnected than today. Putting together a
clear vision. Leadership and decision, we can
take advantage of current technological and
financial innovations to pursue the objective to
provide quality surgery to all, everywhere, and
when needed.

4.6 The Ecosystem

The global surgery financial ecosystem Fig. 4.1
involves an array of players with coinciding and
diverging interests, which have a common
gravitating point around the patients they exist to
serve (even if it is a fraction of the organization
like ODA agencies and governments). The value
exchange takes its real dimension when institu-
tions involved deliver health, and in this partic-
ular case, health through surgery.

The graph below Fig. 4.1 depicts the trans-
actional elements described in the previous sec-
tions, giving a sense of the systemic complexity,
not just because of the variety of actors involved,
but also because of the foundational elements
that make service delivery an action that fulfills a
right, or complies with the law of the land, while
aiming to develop wellbeing and wealth. Solid
arrows represent the flow of financial resources
and their direction; dotted lines refer to the flow
of surgical services and supplies. It also provide a
sense of the role organizations play or can play in
sharing resources and sparking economic
exchanges that can result in viable, sustainable
systems.

4.7 Conclusion

Expanding access to affordable, quality surgical
care, to reach all in need is a complex, extremely
difficult enterprise; but is not impossible. Perhaps
for the first time in history, humanity has the
knowledge, technical means, organizational and
legal structures and financial resources that turn
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this idea into an attainable objective. Is not just
the progress reflected in wealth in high-income
countries that provides the example that it is
possible? It is the multiple experiences of a
myriad of interventions in low and middle-
income countries that signal that it can be done,
and should be done.

The increasingly pervasive inclusion of sur-
gery in the country’s definition of Universal
Health Coverage packages is also a testament
that the idea of globalized, universal access to
surgery has left the expert’s realm and is
becoming a general public concern.

The debate if the surgery should be expanded
through public or private means offers a false
dichotomy, as societies are constructed through a
myriad of pacts and societal contracts that
responds to immediate and distant realities, to
concrete axiologies and different belief struc-
tures. Low-income countries must harness
resources (knowledge, capital, labor, etc.) from
different sectors to be able to respond to the call
and challenge of offering surgical care to all; it is
also their responsibility. Governments, enter-
prises, foundations and individual philanthropists

from high- and high-middle income countries
can share their respective resources—including
experience- with institutions in low-income
countries, helping them find adequate responses
to their challenges and obstacles in meeting
people’s surgical needs.

Stakeholders thrusting the idea of global sur-
gery attainability are encouraged to find respon-
ses from the multiple lessons learned and the new
ideas they can extract from combining experi-
ences and having conversations that help create
not one, but multiple pertinent paradigms. We
must understand that solutions are general in
concept but specific in context; we must be ready
to get thousands of responses, all relevant in
addressing the universal challenge we face.
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