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Abstract

Background The need for surgical care far exceeds

available facilities, especially in low income and poor

countries. Limited data are available to help us understand

the extent and nature of barriers that limit access to surgical

care, particularly in the Asian subcontinent. The aim of this

study was to understand factors that influence access to

surgical care in a low-income urban population.

Methods An observational cross-sectional study was

conducted on 199 consecutive patients admitted for elec-

tive surgery from February to April 2010 to identify the

presence and causes of delay in accessing surgical care.

Results The median duration of symptoms were 7 and

4 months in women and men, respectively. The odds of

delay between the onset of symptoms and seeking initial

health care (first interval) is twice as likely for women than

for men [52.7 vs. 37.5 %, odds ratio (OR) 1.9]. Lack of

knowledge regarding treatment options [OR 3.8; 95 %

confidence interval (CI) 1.4–10.3] and about disease

implications (OR 2.4; 95 % CI 1.2–4.8) were cited most

often. A second interval of delay (time from when surgery

was first advised to the surgery) was reported by 123

(61.8 %) patients. Financial constraints (29.6 %) and

environment-related delays (10.6 %) were cited most often.

More women than men thought there was a second delay

interval (73 vs. 58 %). The odds of women having more

co-morbid conditions were nearly 4.7 times that of men

(95 % CI 1.5–15.1).

Conclusions A complex interaction of factors limits

access to surgical care in developing countries. Women

appear to face greater hurdles to accessing health care.

Understanding local factors is essential to make care

accessible.

Introduction

Deficiencies in access to surgical care have been high-

lighted in recent years as a contributing factor to increased

morbidity and mortality, particularly in low- to middle-

income countries (LMICs). The Global Burden of Disease

study estimated that 11 % of disease conditions are ame-

nable to surgery [1]. This estimate is expected to rise

steadily in view of the epidemiologic transition exemplified

by the increasing incidence of ischemic heart disease,

cerebrovascular disease, cancer, and injuries due to road

traffic accidents [2].

Surgery has long had an important role in traditional

‘‘strongholds’’ of public health. For instance, obstetric

emergencies often require urgent surgical intervention for

successful outcome. In fact, access to timely and adequate

surgical care is likely to have a greater impact on

decreasing maternal mortality than routine antenatal

screening and care [2]. Other conditions equally amenable

to surgical intervention have not received the same

attention.

A major concern is the disparity of access to surgical

care, which is underscored by far lower volumes of surgical

procedures performed in poor versus rich countries [3]—

specifically the LMICs where most of the global population

live. In some settings, the barriers to accessing surgical

care have been well documented. Poor infrastructure, lack
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of physical resources and severe shortage of trained health

care professionals are widely reported factors [3, 4].

Recognizing the huge unmet burden of surgical disease

and the growing evidence for the need of improved surgical

care, the Global Initiative for Emergency and Essential

Surgical Care (GIEESC) was established at the World

Health Organization with the objective of improving

emergency and essential surgical care at resource-limited

health care facilities. Establishment of the GIEESC is an

important milestone in addressing the health system and

provider level barriers to surgical care (i.e., by working at

the health system and provider level to improve the quality

and safety of essential surgical and anesthesia care). It has

provided a platform for a globally agreed-upon infra-

structure for surgical care that can be adapted and imple-

mented in LMICs.

Patient-level barriers, however, still dictate whether the

local population utilizes an existing facility. Along with

health system and provider level reforms, it is important to

understand the real and perceived barriers to accessing care

in local settings from the patient’s perspective before

establishing or reorganizing a surgical health delivery

system. Recent data from the Pakistan Demographic and

Health Survey indicate that the foremost reasons for not

accessing skilled health care are cost, distance/lack of

transport, and not thinking it was necessary [5]. In a rural

setting of Pakistan, a population-based survey indicated

that lack of education and awareness, cultural factors,

poverty, and inadequate health sector capacity contribute to

limiting the individual accessing surgical care [6].

Few studies estimating the unmet need for surgical care

in developing countries have been published. A population-

based survey done in catchment areas of district hospitals

across Pakistan, published in 1987 [7], found that the rate

of operations was 124/100,000 population. This translates

into 1.5–9.0 % of the rate of operations in Western coun-

tries during the same time period. The available number of

surgeons in Pakistan was also found to be much lower, at a

ratio of 0.36/100,000 (compared to 1/80 in the United

States). A recently published overview of the challenges

faced when providing surgical care in Pakistan highlights

the critical shortage of health care workers as only one of

the many factors that have led to the current dismal state of

affairs [8]. Workforce limitations are expected to increas-

ingly influence clinical care in developed countries during

the coming years [9]. To a large extent, an attempt to

mitigate this situation by allowing preferential immigration

for health care professionals is underway. However, it is

compounding an already critical shortage of health care

workers in many developing countries, including Pakistan.

Pakistan is the sixth most populous country in the world,

with an estimated population of 187 million in 2011. The

rapidly increasing urbanization has led to more than a third

of the population living in cities, making Pakistan one of

the most urbanized countries in South Asia [10]. Karachi is

the largest city of Pakistan and ranks among the 20 largest

metropolitan areas in the world [11]. Population estimates

vary from 13 million to 20 million for this developing

megacity, and the larger metropolitan area has an estimated

population of 25 million [12]. This multi-ethnic city is

growing rapidly because of a combination of internal rural–

urban migration, refugee populations, and indigenous

growth [12].

The Indus Hospital is located in Korangi, a low-income

area with a population of *2.5 million people living

within a 1 km radius. The majority of the population is

comprised of migrant workers and their families, including

practically every ethnic group in the country. This cultural

diversity translates into differences in social structure and

norms and hence in health-seeking behavior. Several public

and private clinics and hospitals provide health facilities,

but the Indus Hospital is the only tertiary care center in that

area, providing a wide range of medical and surgical care

completely free of cost. This includes medicines, diag-

nostic tests, supplies, and food for admitted patients. The

quality of care provided is comparable to some of the best

private-sector hospitals in the city. The facility is funded by

private philanthropists, mainly based in the country.

Even in the presence of a free-of-cost, high-quality

facility, there are many barriers and delays to seeking

care. Health-seeking behavior is complex and often

influenced by traditional beliefs. The quality of, and

accessibility to, a facility are factors that influence but do

not wholly determine how patients use a facility. Under-

standing these patient level barriers in the presence of a

quality health care infrastructure can facilitate developing

local health care delivery models that are directed by the

needs of the population and are relevant not only to a

cosmopolitan city but across the country and region. The

aim of this study was to understand the specific chal-

lenges that determine health care access in the urban

setting of Karachi.

Materials and methods

Study design

A cross-sectional survey was conducted from February to

April 2010 at Indus Hospital in Karachi, Pakistan. Con-

secutive patients admitted to all surgical services for

elective procedures under general anesthesia were recrui-

ted. The study team approached eligible patients. Once

informed consent was obtained, a standardized question-

naire in Urdu (Pakistan’s national language) was admin-

istered. Patients with acute surgical conditions or trauma
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were excluded from this study. Where the patient was a

child, information was obtained from the parents.

Sample size

Because of the paucity of information from Pakistan or

regional countries regarding delay in seeking health care

for surgical conditions, the sample size was calculated

using Slovin’s formula. The formula is based on the

number of surgeries performed at the hospital during the

3 months prior to our data collection with a 7 % error

tolerance and 10 % refusal to participate. Hence, a sample

size of *202 patients was required.

Data collection

Information on the sociodemographic profile of enrolled

patients was collected. Questions were asked that pertained

to symptoms and their severity as perceived by the patients.

Interviewers administered the questionnaire verbally

because literacy levels are low in our population. Expla-

nations were provided when necessary. Symptom severity

was documented as perceived by the patient. They were

subjectively classified as symptoms that did not interfere

with daily activities (mild), those that limited daily activ-

ities to some extent (moderate), and those that did not

allow daily tasks to be performed (severe). The question-

naire asked for details about the health care sought from the

time of onset of the symptoms. The time period from the

initial onset of symptoms to the initial presentation to any

type of health provider was defined as the ‘‘first interval.’’

The time from being first advised to have surgery to per-

formance of the operation was defined as the ‘‘second

interval.’’ Delays in receiving care during these two periods

were recorded as they were perceived by the patient. Open-

ended questions were asked to understand patients’ per-

ceptions and reasons for delays, if any.

Data analysis and quality control measures

Open-ended questions and questions generating additional

information were given codes by the study team. The

complete data were single-entered using MS Excel. Data

were imported into SPSS software (version 16; SPSS,

Chicago, IL, USA) where analysis was performed. The v2

test and analysis of variance were used to assess for pos-

sible associations. Odds ratios for associations between sex

and variables of interest were also computed.

Ethical considerations

The study protocol, questionnaire, and consent form were

submitted to the institutional review board, and the study

was started after approval was obtained. Respondents were

ensured confidentiality and were briefed that their partici-

pation was voluntary with full rights to refuse enrollment

or withdraw from the study with no impact on the care

being provided to them.

Results

A total of 202 interviews were conducted during the study

period. Three interviews were not included in the analysis

because of incomplete information. The median ages as

reported by the patient or their family members were

30 years for men and 34 years for women (Table 1).Three-

fourths of the patients were men (72.4 %). The duration of

reported symptoms ranged from 1 day to 30 years (median

5 months). The majority of the women were admitted for

orthopedic surgery (60 %) whereas the distribution for men

ranged from orthopedics (38 %) to urology (19 %), pediatric

surgery (16.1 %), and general surgery (12.6 %) (Table 1).

Nearly 25 % of the patients reported either mild or

moderate symptoms. Another 31 % reported severe

symptoms from the onset. Almost 13 % of the patients

reported ever having mild symptoms that progressed to

moderate symptoms, 5 % reported progression from mod-

erate to severe symptoms, and 2 % reported progression

from mild to moderate to severe symptoms. The median

duration of any symptoms was 7 months for women and

4 months for men (Table 1).

Nearly 78 % of the men stated that a hospital was their

first point of care for treatment of their condition, whereas

only 58 % of the women did so. Almost 33 % of the

women and 18 % of the men sought their first treatment

advice from a general physician (GP). More than 92 % of

the study participants were first advised to have surgery in

a hospital setting (Table 2).

The odds of delay between onset of symptoms and

seeking initial health care was twice as likely for women

than for men [52.7 vs. 37.5 %, odds ratio (OR) 1.9]. Sta-

tistically significant reasons for the first-interval delay were

lack of knowledge regarding treatment options [OR 3.8;

95 % confidence interval (CI) 1.4–10.3] and lack of

knowledge about disease implications (OR 2.4; 95 % CI

1.2–4.8) (Table 3).

Overall, a second-interval delay was reported by 123

(61.8 %) patients. No association was observed between

reported delays and the severity of the presenting symptoms

for this interval. Reasons for the second-interval delay are

detailed in Table 3, with financial difficulty being the most

commonly cited overall reason (29.6 %) followed by envi-

ronment-related delays (10.6 %), which included access

issues, geographic limitations, and city disturbances. Almost

73 % of the women (vs. 58 % of the men) perceived that
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there was a delay between the times they were first advised

surgery to the surgery itself. The odds of women having more

co-morbid conditions were nearly 4.7 times that of men

(95 % CI 1.5–15.1). Reasons for delay given by the patients

were recorded verbatim; English translations of some

responses are shown in Table 4 to give an insight into the

complex nature of problems faced by patients.

A larger percentage of delays for both intervals were

reported by women than by men. No association was seen

between patient age (pediatric vs. adult age groups) and the

first- or second-interval delays. Similarly, no association

was found between surgical specialties and the first- or

second-interval delays (data not shown).

Discussion

This study clearly demonstrated that financial challenges

are only one of the many barriers to accessing health care.

Lack of access to health care is generally equated with an

inability to pay for services. It is clear, though, that patterns

of seeking medical care are guided by a complex interac-

tion of multiple factors. Our study showed that financial

barriers contribute less to the reasons for delay during the

first interval, when advice is often sought from locally

accessible doctors or facilities as the first port of call. Once

it has been determined that there is a need for surgical

intervention that is usually available at a greater distance

from home, financial limitations seem to play a larger role.

Environment-related issues—geographic location, access

issues, city disturbances (viewed separately from purely

financial concerns)—accounted for only a small percentage

(5.6 %) of the reasons for delay during the first interval but

to nearly 14.5 % of the delays for women during the sec-

ond interval (vs. 9.1 % among men).

Barriers to accessing health facilities have been well

studied for rural communities [6, 13–15], but low-income

urban slum populations face equally prohibitive, if

Table 1 Baseline demographics and presenting complaints of 199 patients admitted for surgery at Indus Hospital

Baseline characteristics All patients

(n = 199)

Male

(n = 144, 72.4 %)

Female

(n = 55, 27.6 %)

Age (years)

Mean ± SD 33.3 ± 22.0 32.0 ± 21.7 36.8 ± 22.5

Median (range) 30 (1–102) 30 (1–102) 34 (0–80)

Surgical specialty for admission

Orthopedics 87 (43.7 %) 54 (37.8 %) 33 (60.0 %)

General surgery 23 (11.6 %) 18 (12.6 %) 5 (9.1 %)

Urology 31 (15.6 %) 27 (18.9 %) 4 (7.3 %)

Pediatric surgery 28 (14.1 %) 23 (16.1 %) 5 (9.1 %)

Otolaryngology 4 (2.0 %) 3 (2.1 %) 1 (1.8 %)

Ophthalmology 2 (1.0 %) 2 (1.4 %) –

Plastic surgery 1 (0.5 %) – 1 (1.8 %)

Cardiothoracic surgery 6 (3.0 %) 5 (3.5 %) 1 (1.8 %)

Unspecified 16 (8 %) 11 (7.7 %) 5 (9.1 %)

Symptomatic days (ever)

Mild only 51 (25.6 %) 40 (27.8 %) 11 (20.0 %)

Moderate only 50 (25.1 %) 36 (25.0 %) 14 (25.5 %)

Severe only 61 (30.7 %) 44 (30.6 %) 17 (30.9 %)

Mild ? moderate 25 (12.6 %) 18 (12.5 %) 7 (12.7 %)

Moderate ? severe 9 (4.5 %) 6 (4.2 %) 3 (5.5 %)

Mild ? moderate ?severe 3 (1.5 %) – 3 (5.5 %)

No. of days with last symptom (mean ± SD)

Mild 1,468 ± 2,425 1,368 ± 2,290 1,868 ± 3,012

Moderate 568 ± 1,021 557 ± 1,087 595 ± 854

Severe 421 ± 1,218 231 ± 680 832 ± 1,890

Overall 742 ± 1,609 670 ± 1,497 931 ± 1,874

Duration of symptoms

Mean ± SD 2.9 ± 5.6 years 2.5 ± 5.1 years 4.2 ± 6.7 years

Median (range) 5 months (1 day–30 years) 4 months (1 day–30 years) 7 months (4 days–28 years)
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different, challenges that are poorly documented. Data

from Kenya has shown worse health indicators for the

urban poor than for their rural counterparts [14]. It is

obvious that low-income and poor urban populations face

unique challenges to accessing health care that are more

pronounced in acute or emergency settings but also play a

significant role when seeking care for nonurgent medical

conditions. Interestingly, access issues were less of a

contributing factor for women during the first-interval

delay—when they mainly saw general physicians and local

healers as their first treatment advice point—than when

they were required to be admitted for surgery at a tertiary

hospital. Mobility and access to health care at some dis-

tance from their home can influence the decision of a

family to seek care outside their neighborhood, particular

during the night.

Barriers vary from one population to another. Even

within a given community, the challenges and constraints

that the members of one household face in accessing care

may vary from those in a neighboring household. Factors

that have been found to influence outcomes in surgical

patients in the developed world include socioeconomics,

access to insurance, sex, race and ethnicity, language, and

education [9, 15–17]. These factors influence patient–pro-

vider communication, which is a key determinant in how

patients use existing facilities. In our study population,

these aspects are clearly highlighted in the patients’ com-

ments cited in Table 4.

Women tend to delay seeking health care more than

men. This sex difference was noted during both the first

and second intervals in our study. Women, especially those

belonging to a low socioeconomic status with low literacy

are often not allowed to leave home or travel a distance to

seek care without being accompanied by a male member of

the family [18, 19]. Men of the families are usually at work

during the daytime, which often leads to nonacute health

Table 2 Actual and perceived delay in seeking treatment (n = 199)

Parameter Total Male Female

First delay interval: duration between onset of symptoms and seeking treatment advice

Mean ± SD 1.2 ± 3.7 years 1.1y ± 3.4 1.6 ± 4.5 years

Median (range) 0 day (0 day–25.7 years) 0 day (0 day–25.7 years) 10 day (0 day–5.6 years)

Hospital delay (days), mean ± SD

Indus Hospital 512 ± 1,505 610 ± 1,688 178 ± 437

Other in Karachi 258 ± 656 185 ± 584 519 ± 838

Other outside Karachi 772 ± 2,028 921 ± 2,304 285 ± 540

General physician delay 632 ± 1,857 316 ± 867 1,089 ± 2,692

Other (traditional healers) delay 108 ± 186 45 ± 77 184 ± 257

First treatment advice point

Hospital 143 (72.7 %) 111 (77.6 %) 32 (58.2 %)

Indus Hospital 53 (37.1 %) 41 (36.9 %) 12 (37.5 %)

Other in Karachi 73 (51.0 %) 57 (51.4 %) 16 (50.0 %)

Other outside Karachi 17 (11.9 %) 13 (11.7 %) 4 (12.5 %)

General physician 44 (22.2 %) 26 (18.2 %) 18 (32.7 %)

Others 11 (5.60 %) 6 (4.2 %) 5 (9.10 %)

First venue where surgery advised

Hospital 182 (91.5 %) 137 (95.1 %) 45 (81.8 %)

Indus Hospital 105 (57.7 %) 78 (56.9 %) 27 (60.0 %)

Other in Karachi 61 (33.5 %) 45 (32.8 %) 16 (35.6 %)

Other outside Karachi 16 (8.8 %) 14 (10.2 %) 2 (4.4 %)

General physician 15 (7.50 %) 7 (4.9 %) 8 (14.5 %)

Others 2 (1.0 %) 0 2 (3.6 %)

Patient perceived delay during first interval (days), mean ± SD

Yes 952 ± 1960 903 ± 1,864 1042 ± 2,159

No 78 ± 404 80 ± 444 73 ± 225

Patient perceived delay during second interval (days), mean ± SD

Yes 414 ± 938 421 ± 944 401 ± 936

No 98 ± 255 114 ± 282 35 ± 52
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issues being neglected. In some communities, the restric-

tion of the purdah, or veil, has been shown to prevent

mothers from accessing treatment for themselves or their

children [19, 20]. Access issues studied in women seeking

emergency obstetric care in rural Haiti show that lack of

transportation was a deciding factor in seeking health care

in a small number of cases [13]. Potential interventions to

lessen these barriers may include education of the com-

munity and other opinion leaders on the need for women to

use health services under certain circumstances. Programs

to empower women through education and health aware-

ness may also be helpful in breaking down these barriers to

seeking care [18].

Recognizing the challenges highlighted by this study,

our institution is looking to expand in the catchment pop-

ulation with a network of outreach clinics and teams,

providing an easier point of initial contact between patient

and provider. As the significant hurdle of distances and

need to travel out of the community will be addressed

through this strategy, it is hoped that especially women will

benefit from this network. Moreover, our institution is

committed to increasing the number and retention of

female specialists at the tertiary care facility, which is

likely to encourage female patients in our conservative

society to seek specialist care.

A major reason for delay reported by patients in our

series, especially for the first interval, was the lack of

awareness of disease implications and available treatment

options. This is a reflection of the lower levels of education

in our catchment population but, more importantly, the

influence of age-old remedies and perceptions that still

shape the approach to seeking health care. During this

survey, we did not ask the respondents for their educational

qualifications or duration of schooling. However, a detailed

Table 3 Perceptions and reasons for delay and their association with sex (n = 199)

Perception/reason Total (%) Male (%) Female (%) OR (95 % CI)a

Patient perception

Perceived delay during first interval 83 (41.7 %) 54 (37.5 %) 29 (52.7 %) 1.9 (1.0–3.5)

Perceived delay during second interval 123 (61.8 %) 83 (57.6 %) 40 (72.7 %) 2.0 (1.0–3.9)

Reasons for first interval delay

Self-related delay

Family issues 2.5 % 2.1 % 3.7 % 1.8 (0.3–11.0)

Lack of knowledge about treatment options 9.0 % 5.6 % 18.5 % 3.8 (1.4–10.3)

Lack of knowledge about disease implications 21.6 % 17.5 % 33.3 % 2.4 (1.2–4.8)

Thought it would self-resolve 4 % 4.2 % 3.7 % 0.9 (0.2–4.5)

Co-morbid conditions 1 % 1.4 % 0 % –

Financial problems 19.1 % 19.6 % 18.5 % 0.9 (0.4–2.1)

Environment-related delay

Geographic/access issues/city disturbances 5.6 % 6.3 % 3.7 % 0.6 (0.1–2.7)

Reasons for second interval delay

Self-related delay

Family Issues 2.5 % 2.1 % 3.8 % 1.8 (0.3–11.3)

Lack of knowledge about treatment options 3.5 % 3.5 % 3.7 % 1.1 (0.2–5.6)

Lack of knowledge about disease implication 9.5 % 8.4 % 13.0 % 1.6 (0.6–4.4)

Thought it would self-resolve 1.0 % 0.7 % 1.9 % 2.7 (0.2–43.6)

Co-morbid conditions 6.5 % 3.6 % 14.8 % 4.7 (1.5–15.1)

Religious beliefs 1.0 % 1.4 % 0 % –

Financial 29.6 % 27.7 % 37.0 % 1.5 (0.8–3.0)

Got apprehensive/did not follow advice 1.5 % 0.7 % 3.7 % 5.5 (0.5–1.5)

Environment-related delay

Geographic/access issues/city disturbances 10.6 % 9.1 % 14.5 % 1.7 (0.7–4.4)

Hospital/medical-related delay

Nonavailability of beds/space 7.5 % 8.4 % 5.6 % 0.6 (0.2–2.4)

Other hospital/doctor-related delays 3 % 1.4 % 7.3 % 5.5 (1.0–31.1)

Misdiagnosis/incorrect treatment 1.5 % 2.1 % 0.0 % 1.4 (1.3–1.5)

a OR: odds ratio (the reference category is ‘‘male’’)
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baseline survey done in the catchment population of our

institution indicates that 67 % of respondents are illiterate

and 58 % have not received any formal schooling [21].

Given this scenario, we need to initiate focused campaigns

in simple, local language that address common health

issues and educate the general population. Such a campaign

would have a positive impact on seeking early treatment at

an appropriate facility. A population more aware of the

disease and its complications would be more willing to

present to a health care facility and seek help sooner.

General practitioners comprise an important front line of

health care. As many as 80 % of our population go to GPs

for their initial evaluation and treatment, especially for

minor ailments [22]. GPs, who are doctors with minimal or

no formal training following graduation from medical

college, constitute *85 % of the registered doctors in

Pakistan. Continuing medical education and integration of

GPs into a better referral network would improve their

ability to diagnose and refer patients appropriately for

surgical care.

Karachi has a large, mostly uncontrolled private health

sector. Prices vary, but even more variable is the quality of

care that is offered at these facilities. Public sector hospi-

tals are meant to be free of cost, but even at these facilities

patients are required to pay for consumables, medicines,

and most diagnostic tests. These expenses are beyond the

ability of a majority of the population, leading them to

sideline nonemergent conditions. Anecdotally, surgeons at

our facility have seen many patients with long-standing

surgical problems seek care when the hospital opened for

the first time and once the financial barrier was removed.

The quality of the hospital plays a critical role in deter-

mining access. Facilities that are below par with respect to

quality, capacity, and sensitivity are themselves ‘‘the

problem’’ [23]. It is clear that even if a facility is free of

cost, its utilization by the community will be suboptimal if

it is perceived to be providing poor quality or substandard

care.

The challenge of providing surgical care in developing

countries involves not only providing safe surgical services

at all levels of health care but also ensuring that accessi-

bility to these services is maximized. The district general

hospital model recommended as the cornerstone of surgical

care in the Bellagio report [24] is an excellent way to focus

resources in centers throughout the catchment population.

It allows commonly seen elective operations and most

emergency surgery to be performed safely and effectively

at the district level. Building on this, GIIESC emphasizes

that training the trainers and setting minimum standards for

surgical care are essential for a successful surgical care

Table 4 Reasons for delay cited by some patients

‘‘I was not feeling pain and therefore did not think it would be a serious issue’’

‘‘My husband is the sole bread earner in the family. We have five kids, and we can either eat or pay our medical bills’’

‘‘My husband is a doctor, and he kept prescribing pain killers, which would make the pain go away for a short while and I would not feel the

need to go to a hospital’’

‘‘We live in Swat, which is practically in a state of war. We are normally locked in our houses and only step out for emergencies’’

‘‘My father passed away when I was young and soon after my marriage my husband passed away. I work in a mill to pay for my daughter’s

medical bills, but I could not afford to pay for her surgery. Indus Hospital is paying for the surgery now, but I have lost my job because of

the time I spend here’’

‘‘I am a diabetic patient and have been advised to get my diabetic foot amputated. I am not prepared to live a life of dependency’’

‘‘I was mistreated by XXX Hospitala who kept delaying my surgery even after I had paid for it’’

‘‘I was treated like an animal at XXX Hospitala. They would cut into me whenever they felt like it and would not talk to me or tell me what

was wrong’’

‘‘I was going to a hakeem who kept giving me medication that I thought would heal my broken arm’’

‘‘I live in Hyderabadb, but I was not satisfied with the medical services in the area. I travel all the way to Karachi to come to Indus’’

‘‘I went to a bonesetter with my fractured arm, and after he treated me the pain went away. I could not carry as much weight with that hand,

but I thought that was normal’’

‘‘I live in Sherpao Colonyc, and it costs me Rs. 2,000d to get to the hospital. I am already Rs 6,000 in debt, and that’s not counting all the pay

that I have lost’’

‘‘My husband is apprehensive about me going to surgery because I look after the house’’

‘‘I have hypospadias, and I was too shy to share this problem with my family because of cultural taboos. Because I was getting married I

decided to get appropriate treatment’’

a A public sector hospital was named
b Hyderabad is Pakistan’s third largest city with a population of 2 million. It is about 150 km from Karachi
c Sherpao Colony is a slum settlement in Karachi
d Rs. 1,000 = USD 10.27 as of January 2013
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delivery program [25]. This concept is classically appli-

cable to a rural community, but the model can be adapted

to large urban populations with high-quality secondary-

level care being provided completely free of cost in each

major locality. It would allow the tertiary care centers to be

reserved for handing those complex diseases that cannot be

treated at the secondary-level hospitals. It is important to

connect the secondary-level facilities to a strong commu-

nity-based network that allows maximum utilization of

these facilities by even the most marginalized sections of

the catchment area. This has clearly been demonstrated in

the Zamne Lasante model in Haiti [15]. Making sure that a

facility is either free of cost or affordable to the local

community is an essential first step. Ensuring that a mini-

mum standard of quality is maintained is equally impor-

tant. Even the poorest of the poor are quick to recognize

substandard care and that it plays a major role in the uti-

lization of a facility. Moreover, ensuring that these facili-

ties are ‘‘user-friendly’’ and therefore as accessible as

possible remains the main, and most difficult, challenge to

address.

Limitations

Convenience sampling was used. Therefore, the patients

interviewed may not reflect the barriers encountered by the

population of the whole region. Also, because of a small

sample size, we may have missed some variable at play,

particularly in the stratified analyses. We recommend that

the methods and results from our study be used in a larger,

countrywide survey to assess this pressing issue in its

entirety.

Conclusions

A number of factors are at play in delaying patients from

seeking surgical care and having necessary procedures

done. In this study, the factors included unawareness about

the disease implications and treatment options, financial

limitations, location of the health care facility, transport

unavailability, travel costs, and cultural and religious bar-

riers. Because of these hindrances patients usually wait

until their symptoms are severe enough to seek help. For

many surgical conditions this could mean increased rates of

intraoperative and postoperative complications.

The barriers can be reduced by two main groups of

interventions. First, providing education and information to

individuals, households, and communities in a way of deal-

ing with the information gaps may lead to better health-

seeking behavior. Second, developing infrastructures to

provide more accessible and affordable health care facilities

can encourage patients to get essential care in a timely

manner closer to their homes.
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