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WORLD HEALTH DECLARATION
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Alma-Ata Declaration

The Conference strongly reaffirms that
health, which is a state of complete physical,
mental, and social well-being, and not
merely the absence of disease or infirmity, is
a fundamental human right and that the
attainment of the highest possible level of
health is a most important world-wide social
goal whose realization requires the action of
many other social and economic sectors in
addition to the health sector.




SELECTIVE PRIMARY HEALTH CARE: AN
INTERIM STRATEGY FOR DISEASE CONTROL IN
DEVELOPING COUNTRIES*
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amang the infectious diseases affecting the three billion peaple in the less developed
eed on prevalence, morbidity, martality and feasibility of control. With these priori
ties in mind & program of selective primary health care is compared

flective form of medical intervention in the least deve
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Tacanation. trestment for febrile malaria and oral rehydration for diarrhea in children. and ietanus
10n0#d ke #pcouragEmANY of breast feeding in mathers. Other inserventions might be added on the basis
of regional needs and new developments. For major diseases for which control measures are inadequate
Tesearch is an inexpensive appICAch on the basis of cout per infected parson per year.
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The Return
to Primary Health Care

World Health Report 2008




Alma Ata and primary healthcare: back to the future

After 40 years, global health is returning to the vision of the Alma Ata declaration

Zulfigar A Bhutta professor' ?, Rifat Atun professor of global health systems®, Navjoyt Ladher head
of scholarly comment*, Kamran Abbasi executive editor*

'Centre of Excellence in Women and Child Health, Aga Khan University, Karachi, Pakistan ; Dalla Lana School of Public Health, University of
Toronto, Toronto, Canada; "Harvard University, Boston, MA, USA; “The BMJ, London, UK

In 1978, when the world looked different geopolitically, the
Soviet Union hosted a landmark international conference on
primary healthcare. Organised by the World Health Organization
and Unicef, the conference took place at Alma Ata (now Almaty)
and considered the role of primary healthcare in population
health. It finished with a declaration that promised “health for
all by the year 2000.™’

The Alma Ata declaration was signed by 134 countries and 67
international organisations and was groundbreaking in several
ways. The declaration promoted a holistic definition of health

“as a state of comnlete nhvsical. mental and social wellheine.

health.”' The outcome was a package for reducing child
mortality based on growth monitoring, oral rehydration,
breastfeeding, and immunisations (GOBI). Once expanded to
include food supplementation, female literacy, and family
planning, GOBI-FFF became a rallying cry for Unicef and other
agencies for more than a decade.

Hence, although some countries in Latin America—notably
Brazil, Cuba, and Nicaragua—introduced a new model of
comprehensive primary healthcare inspired by the Alma Ata
declaration,' the vision lost momentum in most countries.
Instead. a more selective version of nrimarv healtheare eained
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The Global Burden of Disease Study 2015
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A New
Priority
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Global, regional, and national disability-adjusted life-years % (8
(DALYs) for 359 diseases and injuries and healthy life

expectancy (HALE) for 195 countries and territaries,

1990-2017: a systematic analysis for the Global Burden of

Disease Study 2017

The Global Burden of
Disease Study

- started in 1990

- uses a metric called the Disability-
Adjusted Life Year (DALY)

« most comprehensive study we have
for global patterns of disease

- used to set health priorities, policies,
research agendas

14.



The Burden of
Surgical Disease

Surgical Condition:

any condition that requires suture,
incision, excision, manipulation, or
other invasive procedure that
usually, but not always, requires
local, regional, or general
anaesthesia

19.



"‘Surgery may be thought of as the neglected
stepchild of global public health’

- Paul Farmer and Jim Kim



Viewpoint

Global surgery: defining an emerging global health field

Anna| Dare, Caris E Grimes, Rowan Gillies, Sarah LM Greenberg, Lars Hogander, john G Meara, Andrew | M Leather

Global health is one of the defining issues of the
21st century, attracting unprecedented levels of interest
and propelling health and disease from a biomedical
process to a social, economic, palitical, and environmental
concern. Surgery, however, has not been considered an
integral component of global health and has remained
largely absent from the discipline's discourse.’ After
much inattention, surgery is now gaining recognition as
a legitimate component of global health. In January, 2014,
Jim Kim, President of the World Bank, urged the global
health community to challenge the injustice of global
inequity in surgical care, stating that “surgery is an
indivisible, indispensable part of health care and of
progress towards universal health coverage™.’ However,
defining a place for surgery within the current global
health paradigm of disease-based care and issue-specific
advocacy remains a challenge—surgery is not a distinct
disease entity such as HIV/AIDS, nor does it target a
specific demographic such as reproductive, maternal,
neonatal, and child health. Rather, surgery plays a part in
ddressing a diverse set of @ health challenges
within a health system' and is crucial to the full attainment
of global health goals.
dividuals and group itted to add global
inequity in access to surgery and improving the status of
surgical care within global health have started to come
together under the umbrella of global surgery. Although
the term global surgery has rapidly entered the vernacular,
a definition has not been provided. Here, we discuss the
importance of defining global surgery to advance its role
as an indivisible component of global health and propose
a warking de finition that can serve as a focal paint around
which both the surgical and wider global health
community can unite. Increased awareness of the place
for surgery within gobal health will benefit not only the
surgical community, but all those working to improve
health outcomes, strengthen health systems, and reduce
health inequities at a local and global scale.
Common de ns in global health are central to the
setting of objectives, priorities, and strategies,

care, surgical conditions, and surgical providers have

@ ®

Lancel 2014 384: 224547

been proposed (appendix). These d take a broad,
inclusive approach to the definition of surgery,
recognising that surgical care is usually delivered within
multidisciplinary teams. Such care does not always
involve an operation or procedure and can be delivered at
primary care level and in the hospital setting.
Underpinning the emergence of the term global surgery
has been a desire to link surgical need with the overall
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global health agenda. To define global surgery 1y
the central tenets of global health therefore need o be
incorporated. These tenets have themselves been the
subject of much analysis and debate,"” but are broadly
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considered to include the global concep ion of
h based

health, the synthesis of pop ches with
individual level clinical care, the central concept of equity
in health, and the cross-sectoral, interdisciplinary approach
to the understanding of ill health and its solutions.**

The term global in global health refers to health issues
that are worldwide or universally present, that transcend
national boundaries, and are supraterritorial—such as,
for example, climate change” The key commanality is
that global i used o refer to the scope of the problems
not their physical location.* So too for global surgery. In
the absence of a clear definition, global surgery has been
increasingly used to refer to surgery within geographical
boundaries, and particularly within low-income and
middle-income countries. A focus on these countries is
appropriate because inequity is greatest in these regions.
However, definition of the specialty as referring only to
the problems of specific countries or regions would be
incorrect. Concentration on the scope of the problems
and the processes driving them rather than the
geographical boundaries in which they are contained
allows for greater insight into determinants and solutions,

A global a pproach to surgery will mean a change in the
way responsibility and accountability for surgical care are
approached. Because the causes of inadequate or
inequitable surgical care and the solutions are often
interconnected or interdependent, the burden and

communication of goals and vision, and ch lling of
resources.’ They can also act as a rallying point, to unify
different actors and create strong community cohesion,
which is key to generation of political priority’ The
nascent global surgery movement would do well to learn
from global health's mistakes. Failure to define global
health early in its own development allowed and even
aged several, an i contra-
dictory frames of reference to emerge.* The confusion
was damaging and created silos and factions among
groups instead of cohesion and coperation.*
Although global surgery has not been defined formally,
definitions for various relited terms inchading surgical

www thelarcet com Vol 384 December 20/27, 2014

. ibility for improving care is collective and needs
to extend beyond sovereign borders. Identification of
successful  strategies  for  increasing  collective
responsibility, action, and accountability at 2 global level,
which are also locally grounded, will be crucial to
meaningful progress in global surgery. The emergence of
several transnational initiatives that address globally
relevant issues in surgery such as patient safety,” hospital-
acquired infection,” and international organ trafficking”
are examples of strategies that have been conceived at a
global level, developed on the basis of collective
responsibility, and adopted within countries and local
institutions.
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surgical inequity in the world’s poorest regions.

Global surgical inequity is not only present in low-
income and middle-income countries. In many countries
with advanced economies, individuals who are
indigenous, poor, uninsured, from an ethnic minority, or
live in a remote area, are also substantially less likely to
receive adequate, timely surgical care.”" Conflict,
displacement, and natural disaster can also result in the
sudden absence of surgical care irrespective of a country”.

Global
Surgery
Initiatives

24.
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Emergency and essential surgical care

About us

The WHO Programme for Emergency and Essential Surgical Care (EESC) is dedicated to strengthening health systems by
improving access to safe, timely and affordable surgical, obstetric and anaesthesia care, to optimize health outcomes.

The programme was established to take the lead in efforts to reduce the global burden of surgery-related diseases resulting from
injuries, pregnancy-related complications, communicable and noncommunicable diseases, disasters and humanitarian crises, but
which still too often lead to premature death and disability.



The Lancet Commission on Global Surgery

Universal access to safe, affordable surgical The Lancet: Global Surgery
and anesthesia care when needed saves
lives, prevents disability, and promotes
economic growth.

Read our policy briefs to learn more:

more surgeons, anaesthetists,
and obstetricians are needed

Dr Jim Kim: Address to The Lancet

Global Surgery 2030 The economics of surgery Commission on Global Surgery
Report Overview A powerful argument for
investment

Assessing access National governments
Indicators for a healthy surgical Actions and opportunities for
system governments

International community Measure and plan
Financing and supporting a A quick reference
global scale-up

28.



3 Disease
Control
Priorities

economic evaluation for health

Home » Volumes

Essential Surgery

SEEALL
Full provision of essential surgical procedures would avert about 1.5 million deaths a year or about 6-7% of all avertable deaths in >
low- and middle-income countries.

Foreword by Dr. Paul Farmer

“The Essential Surgery volume of DCP3 helps definitively dispel many of the

myths about surgery’s role in global health, in part by showing the very large

Front Matter health burden from conditions that are primarily or extensively treated by
0 surgery. It dispels the myth that surgery is too expensive by showing that

. rview Chaptor many essential surgical services rank amongst the most cost-effective of all

» Part 1: The Global Burden heath intorventions.

» Part 2: Surgical Interventions Read complete for o L| PDF

» Part 2: Suregiral Platfarmes and

29.



OPEN a ACCESS Freely available online PLOS MEDICINE

Policy Forum

Increasing Access to Surgical Services in Sub-Saharan
Africa: Priorities for National and International Agencies
Recommended by the|Bellagio Essential Surgery Grou

Sam Luboga‘. Sarah B. Macfarlane?®*, Johan von Schreeb?, Margaret E. Kruk®, Meena N. Cherian®, Staffan
Bergstrom?, Paul B. M. Bossyns®, Ernest Denerville’, Delanyo Dovlo®, Moses Galukande', Renee Y. Hsia?,
Sudha P. Jayaraman?, Lindsey A. Lubbock?, Charles Mock®, Doruk Ozgediz®, Patrick Sekimpi', Andreas
Wiladis®, Ahmed Zakariah®, Naméoua Babadi Dade'®, Peter Donkor'’, Jane Kabutu Gatumbu'?, Patrick
Hoekman'?, Carel B. IJsselmuiden'®, Dean T. Jamison'®, Nasreen Jessani'®, Peter Jiskoot'’, Ignatius
Kakande'®, Jacqueline R. Mabweijano'®, Naboth Mbembati??, Colin McCord?', Cephas Mijumbi’, Helder de
Miranda®?, Charles A. Mkony?°, Pascoal Mocumbi®3, Jean Bosco Ndihokubwayo??, Pierre Ngueumachi®*,
Gebreamlak Ogbaselassie?*, Evariste Lodi Okitombahe?®, Cheikh Tidiane Toure?’, Fernando Vaz?%,
Charlotte M. Zikusooka?®, Haile T. Debas?, for the Bellagio Essential Surgery Group (BESG)

1 Makerere University, Kampala, Uganda, 2 University of California, San Francisco, San Francisco, California, United States of America, 3 Karolinska Institutet, Stockholm,
Sweden, 4 University of Michigan, Ann Arbor, Michigan, United States of America, 5 World Health Organization, Geneva, Switzerland, 6 Belgian Technical Cooperation,
Brussels, Belgium, 7 Institute of Tropical Medicine of Antwerp, Antwerp, Belgium, 8 University of Toronto, Toronto, Canada, 9 National Ambulance Services, Accra, Ghana,
10 Centre Hospitalier Régional, Dosso, Niger, 11 Kwame Nkrumah University of Science and Technology, Kumasi, Ghana, 12 Kenyan Society of Anesthesia, Nairobi, Kenya,
13 Belgian Technical Cooperation, Niamey, Niger, 14 Council on Health Research for Development (COHRED), Geneva, Switzerland, 15 University of Washington, Seattle,
Washington, United States of America, 16 International Development Research Centre, Nairobi, Kenya, 17 Clinical Officer Training, Limbe, Malawi, 18 National University
of Rwanda, Butare, Rwanda, 19 Mulago National Referral Hospital, Kampala, Uganda, 20 Muhimbili University of Health and Allied Sciences, Dar es Salaam, Tanzania,
21 Columbia University, New York, New York, United States of America, 22 Catholic University, School of Medicine, Beira, Mozambique, 23 World Health Organization,
Brazzaville, Republic of Congo, 24 Medical School of Universite des Montagnes, Douala, Cameroon, 25 Ministry of Health and United Nations Population Fund, Asmara,
Eritrea, 26 Belgium Technical Cooperation, Dakar, Senegal, 27 Université Cheickh Anta Diop, Dakar, Senegal, 28 Higher Institute of Health Sciences, Maputo, Mozambique,
29 HealthNet, Kampala, Uganda
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DISEASE CONTROL PRIORITIES =

Essential Surgery
Where
does it fit
in?

The First-
Level
Hospital

ot E Kruk
N. Mock Paul Farmer
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Essential Surgery

Surgical conditions which:

- are primary or extensively treated by
surgery

+ have a large health burden

- can be successfully treated by cost-
effective surgical procedures

!
-

Could [the international surgical community] arrive at a

two? The first list would include first aid that every health
worker, no matter how elementary her or his training,
should be able to provide. The second list would comprise
essential surgical procedures for first line hospitals that
every young doctor should be able to carry out with a
minimum of post-graduate training.

- Halfdan Mahler (1980)

Pltfaem fordelhery of precedure

‘Commenunity acity and pebmary sy Eest el besphsls
s
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Integration of surgery acts as an enabler, raising the

ability to deliver other health-care services.
- Meara et al, LCoGS

These rural surgery programs are the cornerstone of

rural hospital-based care.
- Jude Kornelsen, Stuart Iglesias, et al.

Surgery is an indivisible, indispensible part of health-

care,
- Jim Kim, World Bank



MUMJ Clinical Review

Essential Surgical Services:
An Emerging Primary Health Care Priority

Julio Pemberton, BSc (Hons), MSc (c)
Brian Cameron, MD, FRCS

ABSTRACT

Essential surgical services have been a neglected part of global primary health care priorities. This neglect
has not been intentional; rather it is a consequence of the logistical, practical and social challenges unique
to surgery. Recent literature demonstrates the vast unmet global surgical need and deconstructs the issves
underlying the provision of this essential health service. Surgical conditions such as injury, obstetrical com-
plications, and congenital anomalies contribute to 15% of death and disability worldwide, largely in the most
resource-poor countries Yet new evidence confirms that surgical care is more cost-effective than antiretrovi-
ral treatment for HIV in preventing death and disability. There has simply been a lack of oftention and
resources directed at improving the necessary components of surgical care: training of health workers to
deliver emergency and essential surgical services, and provision of the necessary ancillary staff, equipment
and supplies to provide basic surgical care. Reviewing the current best evidence, this paper reflects on the
historical roots of primary health care, and argues that surgical services are an essential component of pri-
mary health care that should be universally accessible and offordable.
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International Journal of Surgery 8 (2010) 581-585

Contents lists available at ScienceDirect

International Journal of Surgery

EI. SEVIER journal homepage: www.theijs.com o

Review

Provision of essential surgery in remote and rural areas of developed as well as
low and middle income countries

Bishara S. Atiyeh **, S. William A. Gunn®, Shady N. Hayek?

4 Division Plastic and Reconstructive Surgery, American University of Beirut Medical Center, Beirut, Lebanon
b Secretary-General, International Federation of Surgical Colleges, La Panetiere, 1279 Bogis-Bossey, Switzerland

ARTICLE INFO ABSTRACT
Arﬁd_e history: Background: Surgery is increasingly becoming an integral part of public health and health systems
Received 25 October 2009 development worldwide. Such surgical care should be provided at the same type and level in both

Received in revised form
21 June 2010
Accepted 21 July 2010

urban and rural settings. However, provision of essential surgery in remote and rural areas of devel-
oped as well as low and middle income countries remains totally inadequate and poses great

Available online 24 July 2010 challenges. _ o , ,
d Methods: Though not intended to be a systematic review, several aspects of primary health care and its
- surgical aspects in remote and rural areas were reviewed. Search tools included Medline, PubMed and
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SIXTY-EIGHTH WORLD HEALTH ASSEMBLY WHAG68.15

Agenda item 17.1 26 May 2015

Strengthening emergency and essential surgical care
and anaesthesia as a component of universal
health coverage

The Sixty-eighth World Health Assembly,

Having considered the report on strengthening emergency and essential surgical care and
anaesthesia as a component of universal health coverage;

Recognizing that each year more than 234 million surgical procedures are performed globally
for a wide range of common conditions requiring surgical care, affecting all age groups — including
obstructed labour, birth defects, cataracts, cancer, diabetes, acute abdominal conditions, burns and

-—
’

N

&

46.



OPEN 8 ACCESS Freely available onlin

Policy Forum

Increasing Acce
Africa: Priorities
Recommended

Sam Luboga’, Sarah B. Macf:
Bergstrom?, Paul B. M. Bossy
Sudha P. Jayaraman?, Lindse
Wiladis®, Ahmed Zakariah®, N
Hoekman'?, Carel B. IJsselmt
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Miranda??, Charles A. Mkony
Gebreamlak Ogbaselassie?®,

Charlotte M. Zikusooka??, Ha
1 Makerere University, Kampala, Uganda, 2 Un

Recommendation 1: Strengthen
Surgical Services at District
Hospitals

Surgical care is usually concentrated in
overloaded specialist referral hospitals that
are inaccessible to patients who are unable
or unwilling to travel. Those patients who
do reach a health facility often arrive at a
relatively advanced state of disease when
the curative window may have passed. For
example, 77% of patients with breast
cancer evaluated in a tertiary Ugandan
health facility presented in advanced stage
compared with a much smaller fraction in
high-income countries [8].
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-Saharan
al Agencies [
jlery Group
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} Karolinska Institutet, Stockholm,

Sweden, 4 University of Michigan, Ann Arbor, Michigan, United States of America, 5 World Health Organization, Geneva, Switzerland, 6 Belgian Technical Cooperation,
Brussels, Belgium, 7 Institute of Tropical Medicine of Antwerp, Antwerp, Belgium, 8 University of Toronto, Toronto, Canada, 9 National Ambulance Services, Accra, Ghana,
10 Centre Hospitalier Régional, Dosso, Niger, 11 Kwame Nkrumah University of Science and Technology, Kumasi, Ghana, 12 Kenyan Society of Anesthesia, Nairobi, Kenya,
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Referral system First level Higher-level
(District) hospital (eg, secondary and tertiary) hospital
Community Primary health centre

-l N PR <

" > g
Informal healthcare providers Well connected to the The core site for surgical and Hub for system-wide clinical,
and community health worker first-level hospital through anesthesia care delivery education, and research support
network, connected to broader efficient communications Centres for care specialisation

health system and reliable referral
4 Indicates flow of patients and information

Figure 5: The surgical system
The surgical system is an interdependent network of individuals and institutions that reside within the health system.
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Alternative terms commonly found in the literature

Primary-level hospital
District hospital
Rural hospital

Community hospital
General hospital Organization of Essential Services and the

Role of First-Level Hospitals

Colin McCord, Margaret E. Kruk, Charles N. Mock, Meena Cherian,
Johan von Schreeb, Sarah Russell, and Mike English

- in developing countries, 60 to 80% of the population
may be served by First-Level Hospitals

- in a high-income country like Canada, perhaps 20%

- priority level of health system strengthening (WHO);
Essential and Emergency Surgery should be available

51.
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Surgical Services
in

Rural Canada
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Surgery in Rural Canada: Challenges
and Possible Solutions

Nadine R. Caron and Stephen J. Pinney

Matthias W. Wichmann
David C. Borgstrom
Nadine R. Caron

Guy Maddern Editors

Surgery

Challenges and Selutions for
the Rural Surgeon

@ Springer

3.3.6 Summary of Challenges

A variety of forces are thus combining to undermine
Canada’s ability to provide high-quality surgical care
in rural areas. Fewer general surgeons are being trained
and those who do graduate often are not prepared to
provide the breadth of surgical procedures required in
a rural community. In addition, trainees have limited
exposure to rural surgery and few role models to
encourage them to choose a rural surgery practice. The
prospect of a demanding on-call schedule and profes-
sional isolation with the lack of colleagues may also
act as additional deterrents. Combined with limited
funding for infrastructure and the lack of an integrated
system for providing surgical care, these factors have
lessened the ability of rural communities to recruit and
retain surgeons.
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JoINT PosITiON PAPER
DECLARATION DE PRINCIPE
COMMUNE

Joint position paper on rural surgery
and operative delivery

A proposal for the curriculum and evaluation for
training rural family physicians in enhanced
surgical skills

Nadion Coron, MD, 1P

oo —

A Competency-Based Curriculum for Training
Rural Family Physicians in Operative Delivery
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The past and future of the generalist
general surgeon
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Low & Middle
Income Countries

Task-sharing as a Solution

The rational redistribution of tasks among heatth
workforce teams..from highly qualified workers to
health workers with shorter training and fewer
ficati
- LCoGS (2015}

The use of these practitioners .. is the only feasible
route to deal with the huge lack of primary surgical
care in LMICs, as well as elsewhere.

= Henry et al (2015

66.
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Surgical Task-Shifting in a Low-Resource Setting: Outcomes
After Major Surgery Performed by Nonphysician Clinicians
in Tanzanka
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team-based models of care and thereby worsen inequities in healthcare for rural
communities.
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MSF - UBC
Essential Surgical Skills Curriculum

A partnership to build capacity in surgical care in the lowest
resource settings

Dr. Emilie Joos
Trauma and Acute Care Surgeon
Vancouver General Hospital
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The need: South Sudan

Surgical provider density in South Sudan: 0.15/100,000 [1;
SAO target: 20/100,000 2
>80% of the population is rural

Volatile security context makes reliance on international care providers risky

[1] Achiek M, Lado D. Mapping the specialist medical workforce for Southern Sudan: Devising ways for capacity building. South Sudan Med J.
2010;3(2):6-92

[2] Global Surgery 2030: Evidenceind Solutions for Achieving Health, Welfare, and Economic. Development. Lancet Commission on Global
Surgery. 2015
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2 If we define this as the need, is the project the solution? Is the true need not the operational nececcity for MSF to have local staff able
to deliver surgical care in a sustained way in its project? Be independend from expat surgical workforce and build project resiliance in
case of degrading security. | understand that we should keep the big picture in mind but if we want to sell the approach we need to

convince OPS of its benefits
Christian Heck, 11/15/2019

3 Specify reference
Christian Heck, 11/15/2019

1 Inserted a alternative slide, did not want to meess with your slides :) fee fre to copy or discard
Christian Heck, 11/19/2019
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The actors:
MSF

One surgical project in South
Sudan:

Awelil State Hospital

e 150-beds

e 250-300 surgical
procedures/month

Rotating expat surgeons

White Nile State Q
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The actors: UBC

Branch for International Surgical Care: pool of experienced surgical faculty from
different specialties and disciplines

Launched Masters in Global Surgical Caﬁ

Introducing the first ever

. . . A . Master of Global Surgical Care
Experience in capacity-building projects (MGSC)

- Offered online - accessible worldwide
Experience in multi-sectoral partnerships P e R . |
- Flexible delivery format for clinicians, allied health professionals, and trainees
« Includes a field practicum in a low-resource setting
« Optional specialized Canadian Low Resource Settings stream

Links to Enhanced Surgical Skills Progra

f, r

[3] https://internationalsurgery.med.ubc.ca/masters-program/
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Essential Surgical Care training in MSF projects
a MSF-UBC partnership




The concept

Task-sharing program
e (Cost-effective

® Improves retention [4]

Proposed duration 12-24months

Modular e-learning curriculum with online evaluations
Technical skills taught in the field following CBD principles

Field visits by specialist MSF and UBC surgeons

[4] Pereira C, Cumbi A, Malalane R, Vaz F, McCord C, Bacci A, Bergstro'm S. Meeting the need for emergency obstetric care in Mozambique:
work performance and histories of medical doctors and assistant medical officers trained for surgery. BJOG 2007;114:1530—-1533.
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1 should we expand more of the scope of surgical skills that is tought ? Where is our focus? relibale "surgcial foundations", trauma care, C
sections?

how did we select trainees? Any preexisting surgical skills nessessary?
christian heck, 11/12/2019



® @ = Course Modules: DEVELOPM

<« C 0 @ https://canvas.ubc.ca
% Bookmarks ICU stuff n Video Archive | Ar... n LSHTM Moodle vec SURG%!S . Healthy Banana Br... ACS Online Video... National Review o a College of Physici.
UBC
3
i v Module One: Safe Surgery and Safe Surgical Practices Q@
A 1.1. Introduction
Account
@ 1.2. Essential requirements
Dashboard
@ i M 1.3.Informed consent
Courses
1.4. OT teams
(_Snl("’\(i.‘lr

1.5. Team communication

1.6. Counting

?

Commons i [M 1.7.Progressive sterility and hygiene

®

Help

1.8. Workplace safety

1.9. Sterile fields and sterile instrumentation

O 0 0 0 0 0 0 0 o0 o

|- 1.10. Sterilization processes




Competence by design

*Breaks up medical education into
Entrustable Professional Activities

(EPA) 5]

Reproducible
Transparent

Promotes accountability

[5] http://www.royalcollege.ca/rcsite/cbd/rationale-why-cbd-e

Module 3: Resuscitation

ENTRUSTABLE PROFESSIONAL ACTIVITY (EPA)

3.2. Chest tube placement

Description of activity: Trainee able to successfully define indications, landmarks
and type of chest tube and technically able to complete the procedure.

Additional context information:

Based on this observation, overall:

I had to do I had to talk I needed to I needed to | didn’t need
them through prompt be there just  to be there
in case

The following milestones were observed:

Not observed In progress Achieved

Indication for chest tube
placement

Landmarks

Proper technique

Chest tube size

Securing chest tube

Connection to water seal

system
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2 expand on the concept of EPAs as a proven (?) way to evaluate surgical trainees.

it is currently implemented in Canada and Switzerland, the US? Anywhere else ?
christian heck, 11/12/2019



The application

Launched in Aweil July 2019

3 trainees enrolled (Medical Officers)

First 4 months: completed 2/8 modules

MSF surgeon-trainer deployed for 12 months to maintain continuity
Visits: 1 UBC anesthetist x 6weeks; 1 MSF plastic surgeon x 1week

Upcoming: visit by UBC faculty, review of EPAs




The pitfalls

Local buy-in/network creation:

Stakeholder engagement: Ministry of Health and Ministry of Education
Trainee retention

Partners buy-in:

UBC faculty (motivation, sustainability, availability)

Quality of training:
Selection of trainers
Mid to long-term program evaluation
Maintenance of competency
Scope of practice




Outlook

Technical oversight (MSF Working Groups, BISC, UBC Division of General
Surgery, ESS group)

Links with other training initiatives (MSF and non-MSF related)

Can be / needs to be up-scaled !

6 other MSF surgical projects in SSA
Parallel between this project and ESS curriculum in Canada?

o
= . P ~
Enha@kllls (ESS) and ppe
Obstetrical Surgical Skills (0SS) in Canada —







