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Executive summary 

Provision of safe and affordable surgical care is essential to achieving universal health coverage and the 

health-related Sustainable Development Goals. Universal provision of an essential surgical services package 

could prevent around 6–7% of all avertable deaths in low- and middle-income countries. Globally and 

regionally, however, surgical care has often been considered the “last frontier” of primary health care. An 

additional 143 million surgical procedures are needed each year to save lives and prevent disability.  

In the Western Pacific Region, challenges vary widely between and within countries. Less than 80% of the 

population in many countries can reach facilities performing so-called Bellwether procedures (caesarean 

delivery, laparotomy and treatment of open fracture) within two hours, and as many as 1 in 100 patients will 

die after a surgical procedure. Surgical care has received less attention compared to other health interventions 

despite its cost–benefit potential and contribution to increased gross domestic product. Lack of multisectoral 

engagement and consensus has often resulted in implementation of siloed and unsustainable approaches. 

Consequently, skilled workforce densities remain low, lapses in patient safety and timely care are prevalent, 

and financial protection is not yet available for all population groups. These gaps have been exacerbated by 

the coronavirus disease 2019 (COVID-19) pandemic, which has further stressed existing systems.  

Recognizing this vast unmet need, the World Health Assembly in 2015 adopted resolution WHA68.15 on 

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

coverage. The Health Assembly called on Member States to identify and prioritize a core set of emergency 

and essential surgery and anaesthesia services at the primary health care and first-referral hospital level for 

making quality, safe, effective and affordable emergency and essential surgical care and anaesthesia services 

accessible to all as part of an integrated surgical care network. In May 2019, the World Health Assembly 

again stressed the need for universal access to safe and quality emergency, trauma care, as well as surgical 

care, for all without financial hardship in the report Emergency care systems for universal health coverage: 

ensuring timely care for the acutely ill and injured. 

Improving and sustaining quality requires developing surgical care ecosystems that move away from 

addressing single system elements in siloed approaches. Rather, broader systems approaches are adopted to 

address inputs such as staff, medicines, equipment, infrastructure and data management, as well as essential 

support areas including supply chains, sterilization, maintenance, waste disposal and utilities. Sustainability 

and reach are enhanced by strengthening processes such as quality and safety mechanisms in care settings, 

facility accreditation, and licensing of surgical providers. Areas such as pathology and laboratory services 

and patient pathways for early diagnosis and clinical decision-making may need special attention, with 

consideration given to innovations such as mobile care and telemedicine for high-risk communities. 

This Framework was developed to guide Member States through a process towards solving service delivery 

problems and achieving universal access to safe and affordable surgery in the Western Pacific Region. It 

comprises four operational shifts, adapted from For the Future: Towards the Healthiest and Safest Region, 

which culminate in the identification of actions to deliver safe and affordable surgical services that can be 

incorporated into long-term national health and development plans: 

• Operational shift 1. Championing health beyond the health sector: convening multisectoral 

stakeholders for collaboration around a shared and evidence-based vision  

• Operational shift 2. Future oriented: working backwards from a shared vision for access to safe 

and affordable surgical care 
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• Operational shift 3. Grounds up and systems solutions: strengthening and redesigning existing 

systems to deliver high-quality surgical care 

• Operational shift 4. Driving country impact: developing and strengthening information systems 

to measure progress and inform action. 

The process outlined in this Framework begins with engagement of both traditional and non-traditional 

partners that are important for the effective delivery of surgical care within and outside the health sector 

(Operational shift 1). Multisectoral stakeholder consultation and consensus is then used to forge a shared 

national vision. Working backwards from this vision, stakeholders identify gaps between the vision and 

the present situation and determine how to strengthen and redesign current systems to address the gaps 

(Operational shift 2). Key actions to strengthen or modify systems are identified and included in short-, 

medium- and long-term plans (Operational shift 3). Plans are regularly monitored to evaluate progress 

and inform recalibration of the vision where necessary (Operational shift 4). Where plans such as the 

National Surgical, Obstetric and Anaesthesia Plans are already available or being developed, it is 

recommended that these be reviewed alongside this Framework to ensure alignment with the principles 

required to strengthen and develop sustainable local systems for delivery of safe and affordable surgical 

services. 

The COVID-19 pandemic has emphasized the need to strengthen and redesign health systems towards 

making them more responsive and resilient. Investments in quality and safety of surgical care will have 

long-lasting impacts on essential services beyond surgery, including infection prevention and control 

practices, availability of hygiene resources and critical care, while facilitating the adoption of 

innovations, such as telemedicine and minimally invasive procedures, which can make care safe and 

timely. Improving safe and affordable surgery is therefore central to health systems strengthening and 

an important indicator of progress towards universal health coverage and the Sustainable Development 

Goals. 
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1. Background  

1.1 Rationale for this Framework 

Provision of safe and affordable surgical care1 is essential to achieving universal health coverage (UHC) 

and the health-related Sustainable Development Goals (SDGs). Globally and regionally, however, 

surgical care has often been considered the “last frontier” of primary health care. In the Western Pacific 

Region, challenges vary widely between and within countries. In many countries, national strategies and 

plans have admirable goals but remain unrealistic and have limited local ownership. This results in 

impractical, ineffective and unsustainable approaches, which do not produce the long-term systems 

changes needed to address the problems. The coronavirus disease 2019 (COVID-19) pandemic has 

revealed the glaring cracks in these systems that demonstrate the need for strengthening existing health 

systems so that they are responsive and resilient.  

Achieving universal access to safe and affordable surgery in the Western Pacific Region will therefore 

require new approaches to solving service delivery problems. This Action Framework for Safe and 

Affordable Surgery in the Western Pacific Region was developed to guide Member States through a 

process comprising four operational shifts (Fig. 1). These shifts, adapted from For the Future: Towards 

the Healthiest and Safest Region (WHO, 2020), culminate in the identification of actions to deliver safe 

and affordable surgical services that can be incorporated into long-term national health and development 

plans with short- and medium-term benchmarks:  

• Operational shift 1. Championing health beyond the health sector: convening multisectoral 

stakeholders for collaboration around a shared and evidence-based vision  

• Operational shift 2. Future oriented: working backwards from a shared vision for access to safe 

and affordable surgical care 

• Operational shift 3. Grounds up and systems solutions: strengthening and redesigning existing 

systems to deliver high-quality surgical care 

• Operational shift 4. Driving country impact: developing and strengthening information systems 

to measure progress and inform action. 

The process begins with engagement of both traditional and non-traditional partners that are important 

for effective delivery of surgical care within and outside the health sector (operational shift 1). 

Multisectoral stakeholder consultation and consensus is then used to forge a shared national vision 

(operational shift 2). Working backwards from this vision, stakeholders identify gaps between the vision 

and the present situation and determine how to strengthen and redesign current systems to address the 

gaps (operational shift 3). Key actions to strengthen or modify systems are identified and included in 

short-, medium- and long-term plans, which are regularly monitored to evaluate progress and inform 

recalibration of the vision where necessary (operational shift 4). 

                                                      
1 Surgical care includes all surgical specialties, obstetrics and gynaecology, anaesthesia and perioperative care, emergency 

and trauma care, rehabilitation, palliative care, nursing, and all allied health professions involved in the care of the surgical 

patient (Dare et al., 2014).  
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Fig. 1. Overview of the approach to achieve safe and affordable surgery: four operational shifts 

 

1.2 Introduction: a global unmet need for surgical care 

Every year, more than 313 million surgical procedures are performed globally for common conditions 

including obstructed labour, birth defects, cataracts, cancer, cardiovascular diseases, diabetes, acute 

abdominal conditions, burns, and injuries from domestic, industrial and road accidents (Weiser et al., 

2016). However, only 6% of these procedures occur in the poorest countries, where over a third of the 

world’s population lives. An estimated 143 million additional surgical procedures are needed in low- 

and middle-income countries (LMICs) each year to save lives and prevent disability, with surgically 

treatable diseases being among the top 15 causes of disability worldwide (Meara et al., 2015). Moreover, 

approximately 30% of the world’s burden of disease could be treated successfully through surgery, with 

higher proportions in LMICs (Shrime et al., 2015). Demand for surgery is high, with around 30% of all 

admissions to hospitals requiring surgical/anaesthesia care (Fehlberg et al., 2019; Hider et al., 2015). At 

the same time, surgical care procedures lead to substantial perioperative mortality, and globally at least 

4.2 million people die every year within 30 days of surgery (Nepogodiev et al., 2019). Even countries 

with advanced health systems are afflicted by costly lapses in provision of safe surgical care. All surgery 

carries risk, but some risk can be averted. 

Recognizing a global unmet need for surgical and anaesthetic services, Member States adopted World 

Health Assembly resolution WHA68.15 on Strengthening emergency and essential surgical care and 

anaesthesia as a component of universal health coverage in 2015. The resolution called for universal 

access to an integrated network of quality, safe, effective and affordable surgery and anaesthesia services 

to be accessible at the primary health care and first-referral hospital levels. 
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2. Contextualizing safe and affordable surgery to the Western Pacific 

Region 

In the Western Pacific Region, countries face widely varying geographical challenges, infrastructure, 

workforce capability, established networks, accurate health data, funding and financial barriers.  

2.1 Access to and availability of surgical services 

Of 12 Member States including 11 Pacific island countries and areas (PICs) with data, only five provide 

at least 80% of their population with access to facilities that are two hours away and can perform so-

called Bellwether procedures (caesarean section, laparotomy and management of open fractures). Data 

on the number of surgical procedures performed are available for 14 Member States. Although any 

proposed surgical rate is arbitrary, a rate of 5000 procedures per 100 000 population has been suggested 

as a minimum threshold target to maximize outcomes (Meara et al., 2015). In the Western Pacific 

Region, rates fall well below this threshold in most countries, ranging from 868 and 1264 per 100 000 

in Solomon Islands and Papua New Guinea, respectively, to 7912 per 100 000 in Mongolia (Table 1). 

Access varies greatly by geographic area and place of residence (urban or rural), availability of 

transportation and infrastructure, and socioeconomic and cultural characteristics. 

Improving access to and availability of high-quality surgical care requires several support systems, 

including evidence-based policies, regulations and protocols, adequate numbers of surgical facilities, a 

skilled workforce, sufficient supply of medicines, surgical commodities and equipment, quality 

improvement mechanisms and use of data for action. The COVID-19 outbreak has exacerbated the pre-

existing limits to access and availability to surgical care, estimated to have caused more than 6.8 million 

operations to be cancelled or postponed during the peak 12 weeks of the pandemic in 13 Regional 

Member States (excluding PICs). A median of 45 weeks would be needed to clear the backlog of 

operations even if countries increased their normal surgical volumes by 20% for post-pandemic surgical 

recovery (CovidSurg Collaborative 2020). New approaches are therefore needed to make surgical care 

accessible, available and robust during unexpected events and post-recovery periods. These may include 

increased use of telemedicine for outpatient consultations and follow-up and of new technologies for 

remote surgery. For example, in the most remote provinces of Mongolia, using telemedicine equipment 

and a teleconsultation platform, emergency care units of general hospitals were upgraded to make 

emergency obstetric care accessible (Baatar et al., 2012). Robotic surgery can be used to allow surgeons 

to operate on patients remotely and provide operations to rural communities (Anvari et al. 2005). The 

cancellations and postponements of surgical procedures during the COVID-19 pandemic can also be 

seen as an opportunity to determine the extent of unnecessary elective procedures or overuse of surgical 

care and therefore improve cost-effectiveness and safety.  
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Table 1. Key surgical care indicators of access to essential surgery and surgical volume for 

selected Member States of the Western Pacific Region 

Country or area 

Population with access to 

Bellwether procedures 

< 2 hours1  

(2017 data) 

Number of surgical 

procedures per 100 000 

population2  

(year of data) 

Australia 98% 10 156 (2016) 

China   4400 (2018)3 

Cook Islands 88%   

Fiji 67% 1490 (2016) 

Kiribati 65% 1718 (2016) 

Japan   1231 (2018)4 

Mongolia   7912 (2018)5 

Nauru 100% 7130 (2016) 

New Zealand 90% 5308 (2016) 

Papua New Guinea 20% 1264 (2016) 

Samoa 68% 1552 (2016) 

Tonga 85% 5061 (2016) 

Vanuatu 44% 1277 (2016) 

Tuvalu 56% 3417 (2016) 

Solomon Islands 20% 868 (2016) 

1. Guest et al. (2017) for all countries and areas. 

2. World Bank (https://databank.worldbank.org/reports.aspx?source=2&series=SH.MED.SAOP.P5&country=#, accessed 

26 July 2020). 

3. Inpatient surgical care 

4. Calculated from 1 529 324 procedures (National Clinical Database) and 124 218 000 population (Statistics Bureau of 

Japan) in 2018. The number of procedures does not include procedures in orthopaedics or obstetrics and gynaecology. 

5. Health Development Center of Mongolia, 2018 statistics. 

2.2 Safe and timely surgical care 

In every country, surgery carries the risk of complications, as illustrated by perioperative mortality rates 

for selected Member States in Table 2. Perioperative mortality is a useful general indicator of the quality 

of surgical services (Guest et al. 2017). Estimates show that in high-income countries, as many as one 

in 10 patients is harmed while receiving hospital care (WHO, 2019a). An estimated 50% of surgical 

morbidity is preventable. Assuming a 3% perioperative adverse event rate and a 0.5% mortality rate 

globally, nearly 7 million surgical patients suffer significant complications each year, and 1 million of 

them die during or immediately after surgery. Patient safety is determined by the availability of early 

diagnosis and screening, care-seeking practices of communities, the ability of primary health care 

workers to identify cases needing referral, functional referral pathways and the quality of surgical care. 

Improved application of clinical practice standards is also expected to reduce unnecessary procedures, 

which may decrease overall public and private expenditures and reduce overall service costs. 

https://databank.worldbank.org/reports.aspx?source=2&series=SH.MED.SAOP.P5&country=
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Table 2. Perioperative mortality rates for selected Member States of the Western Pacific Region 

Country or area 

Perioperative 

mortality (%)  

(2017 data) 

Australia 0.2 

Cook Islands 0.1 

Fiji 0.8 

Kiribati 0.1 

Nauru 0.2 

New Zealand 0.4 

Papua New Guinea 0.5 

Samoa 0.8 

Tonga 0.2 

Vanuatu 0.3 

Tuvalu 1 

Solomon Islands 0.5 

Note: Perioperative mortality refers to deaths occurring after any surgical procedure and before discharge from hospital. 

Source: Guest et al. (2017) for all countries and areas. 

2.2.1 Early diagnosis and screening 

Surgical care cannot be considered in isolation from the broader health system, particularly primary 

health care. In several settings, especially those with geographical dispersion and small populations, 

access to tertiary care may be challenging. Access to surgical services can be improved by expanding 

basic services at the primary care level to limit the need to travel to higher-level facilities. Strengthened 

referral pathways between primary care and hospitals for early diagnosis and timely surgical care are 

also needed. Delays in provision of care can be reduced by ensuring that patients are referred to hospitals 

with the capacity to provide timely surgical care (Meara et al., 2015). There is currently limited 

information on referral pathways for surgical care and initiatives undertaken to strengthen these in the 

Region. 

Early diagnosis can also be facilitated through mass screening for diseases requiring surgical care, based 

on the local burden of disease. For example, in the Federated States of Micronesia, a rheumatic heart 

disease mass screening project was implemented in the state of Pohnpei in 2018. Among children aged 

5–16 years, the screening identified that prevalence of rheumatic heart disease was around 5% – a rate 

comparable to that found in countries with high disease prevalence (Health Resource Service 

Administration, 2020). Colorectal cancer screening is being increasingly introduced in several countries, 

including Japan, China and Thailand using the faecal occult blood test, with variable rates of uptake 

(Sano et al., 2016). 

Pathology and specialist laboratory services are required both to provide early diagnosis and to support 

general surgical care. Many countries in the Region have inadequate numbers of trained pathologists 

and laboratory scientists (Table 3). In addition, laboratory infrastructure, quality assurance and testing 

standards vary widely and are weak in some settings.  

Digital pathology allows classical histopathological diagnosis using microscopes and glass slides to be 

replaced by remote virtual microscopy using computers (Pallua et al., 2020). Tissue samples are scanned 
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digitally and made immediately available to pathologists within a network. This innovation allows 

remote diagnosis by more experienced and/or specialized pathologists no matter where they work 

(Digital Pathology Association). 

Table 3. Number of pathologists and laboratory scientists in selected Member States of the 

Western Pacific Region 

Country or area Pathologists Laboratory staff 

Fiji 9 173 

Samoa 1 34 

Vanuatu 1 44 

Solomon 1 30 

Kiribati 1 in training 28, with 15 in training 

Papua New Guinea 14 75 

Tonga 2 33 

Tuvalu1 1 2 

1. Tuvalu Ministry of Health, 2020.  

Source: Pacific Islands Society for Pathology. Report for the Inaugural Meeting Pacific Islands Society for Pathology. 2018. 

2.2.2 Improving care practices 

Worldwide, surgical site infections alone occur in 2–20% of patients after operations, with rates differing 

according to the environment in which operations are performed, local resources, capacity of 

surveillance and reporting systems, and patient- and surgery-related factors. Surgical site infections are 

the most common infectious complication among hospitalized patients in developing countries, with a 

pooled cumulative incidence of 5.6 infections per 100 surgical procedures (Allegranzi et al., 2011). The 

incidence differs depending on the degree of incision contamination. The largest prospective evaluation 

of surgical site infections after gastrointestinal resection identified 12 539 patients from 343 hospitals in 

66 countries. The incidence after gastrointestinal resection was lowest among high-income countries 

(9.4%) and higher among middle-income countries (14%) and low-income countries (23%) (GlobalSurg 

collaborative, 2018). Surgical site infection rates in Viet Nam were reported to be present in 10.9% of 

697 patients studied at two hospitals (Nguyen et al, 2011). In the United States of America, the 

attributable cost per surgical site infection alone is estimated to be between US$ 8000 and US$ 34 000 

(Scott, 2009). Cost estimates account only for direct hospital costs and do not consider lost productivity 

and resultant costs to patients and families.  

Efforts to improve safety and overall quality focus on improving practices before, during and after 

surgical procedures. The World Health Organization (WHO) Surgical Safety Checklist identified 

19 practice checks for defined time points during operations (WHO, 2009b). The included items are 

aimed at preventing uncommon but serious errors by reminding the surgical team to confirm patient 

identity, surgical site, and other important characteristics such as allergies, comorbid conditions or 

anticipated complications. Results from an initial prospective, sequential, time series, observational 

study showed significant reductions in complications, in-hospital mortality, rates of unplanned 

reoperation and surgical site infections compared to pre-checklist rates (Haynes et al., 2009; Borchard 

et al., 2012). However, getting checklist-based quality improvement mechanisms to work widely and 

addressing systems gaps remain challenges.  
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Based on experience with the Surgical Safety Checklist, improving the quality of care must address areas 

where critical lapses in quality of care occur, including: 1) failures in pre-anaesthetic assessment, such 

as documentation of allergies and blood type; 2) inadequate surgical site preparation, such as 

prophylactic antibiotics leading to site infection; 3) anaesthetic complications, such as loss of airway or 

aspiration, 4) surgical lapses, such as failure to prepare for unexpected blood loss and failures of surgical 

counts; and 5) post-operatively errors with medications and lack of pathways to recognize deterioration. 

Quality of care can also be limited by unnecessary surgical procedures conducted without clear medical 

indications, which increase the risk of complications and death and may result in additional financial 

burden for patients and families. 

However, clinical practices cannot be properly addressed unless key support systems are in place. 

Improvements are often required in workforce, infrastructure, medicines, equipment and supplies, 

laboratory testing, waste management, equipment sterilization, management of blood products, and 

systems for the provision of oxygen and anaesthetic gases. For this reason, provision of surgical care is 

often conceptualized as an “ecosystem” that requires many support systems to enable practices (deVries 

and Rosenberg, 2016). New technology can contribute to improving safety in surgical and anaesthesia 

care. For example, use of pulse oximetry can reduce the perioperative incidence of hypoxaemia in low-

income countries (Burn et al., 2014). Robotic surgery may allow use of minimally invasive surgeries 

that bring quicker recovery without additional risk of complications (Ilic et al., 2017; Rai et al. 2019). 

Effective use of telemedicine may also reduce length of stay and mortality (Mackintosh, 2016). 

The increased recognition of the need to strengthen surgical ecosystems requires that they are supported 

by effective processes. These include clinical governance and enforceable quality improvement 

mechanisms including audits and death reviews. Many countries in Asia are now moving towards this 

model, which requires nationally endorsed evidence-based standards enforced through regulations, 

accreditation and licensing (Mate et al., 2014; Meara et al., 2015). New technologies, such as robotic 

surgery, will require new safety standards, accreditation and licensing procedures that have often not yet 

been developed (Díaz et al., 2016).  

Regulatory support through licensing and accreditation is essential for establishing and sustaining quality 

of surgical care in hospitals. The mechanisms instituted vary within the Region (Table 4). In Singapore, 

for example, the Private Hospitals and Medical Clinics Act requires private health facilities, including 

laboratories, to be licensed. Licenses are issued after considering various factors including suitability of 

the premises, adequacy of staff and capacity of the facility operator – and, for certain facilities, whether 

quality assurance committees are established. The Australian Commission on Safety and Quality in 

Health Care has formulated a range of safety and quality standards including for health-care-associated 

infections, high-prevalence adverse events and response to clinical deterioration. The Commission also 

manages the Australian Health Service Safety and Quality Accreditation Scheme, which provides a 

standardized accreditation process to assess public and private health service providers’ compliance with 

standards.  

In Japan, the Medical Care Act requires health facilities to undertake measures to ensure safety in 

medical care, including establishing a patient safety management system. The Act also mandates 

prefectures and other subnational units to establish patient safety support centres to promote patient 

safety and handle complaints and queries from patients. The Database for Improvement of Nursing 
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Quality and Labor (DiNQL) was also established with indicators on quality of inpatient and outpatient 

care, including for obstetrics and gynaecology and psychiatry (Japanese Nursing Association).  

Table 4. Availability of hospital accreditation systems in selected countries and areas of the 

Western Pacific Region 

Country or area Accreditation 

National 

standards 

for hospitals 

Type of accreditation 

ISO 

certification 

programme 

Australia ✓ ✓ Mandatory ✓ 

Brunei Darussalam No data No data No data ✓ 

Cambodia No data ✓ No data No data 

China ✓ ✓ Mandatory/Voluntary ✓ 

Hong Kong SAR (China) ✓ ✓ Voluntary ✓ 

Macao SAR (China) ✓ ✓ Voluntary ✓ 

Japan ✓ No data  Voluntary ✓ 

Lao People’s Democratic 

Republic 

No data ✓ No data No data 

Malaysia ✓ ✓ Voluntary ✓ 

Mongolia ✓ ✓ Voluntary (mandatory for 

health insurance funding) 

✓ 

New Zealand ✓ ✓ Mandatory/Voluntary ✓ 

Philippines ✓ ✓ Voluntary ✓ 

Republic of Korea ✓  Mandatory/Voluntary ✓ 

Singapore ✓ No data  Voluntary, but there is 

mandatory licensing 

✓ 

Viet Nam No data  ✓ Voluntary No data  

Source: WHO Regional Office for the Western Pacific. Regional action framework on improving hospital planning and 

management in the Western Pacific. Manila. 2020. 

2.3 Skilled workforce 

Establishing and maintaining a sustainable trained workforce in adequate numbers is difficult in many 

countries. PICs are particularly vulnerable because they have small populations, small-scale economies 

and an archipelagic geography, which leads to reliance on visiting medical teams. Many countries fall 

well under the recommended workforce thresholds, especially in remote or rural areas. Data on available 

surgical workforce and capacity are limited and fragmented, particularly in LMICs (Hoyler et al., 2014).  

Worldwide, there are an estimated 1.1 million specialist surgeons, 550 000 anaesthesiologists and 

480 000 obstetricians, with only 20% of this workforce (19% surgeons, 15% anaesthesiologists, 29% 

obstetricians) working in LMICs (Holmer et al., 2015). Providers counted exclude trained non-physician 

personnel, which can underestimate the available surgical workforce as task shifting is more common in 

LMICs. However, there is no standardized training of non-physician providers and limited data to show 

safety and effectiveness.  

In the Western Pacific Region, workforce density of surgery, anaesthesia and obstetrics providers per 

100 000 population ranges from 1.6 in Samoa to 27.8 in Hong Kong SAR (China) and 49.6 in the 
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Republic of Korea. Of 11 PICs for which data are available, workforce density is below 10 per 100 000 

population in six countries (Table 5). Uneven distribution of workload disproportionate to burden is 

another concern. In the Northern Division of Fiji, for example, workloads of medical officers vary widely 

among facilities, with patients seen per day ranging from 5 to 70. 

Lack of capacity to perform essential surgery, with increased waiting times, leads to increased risks of 

death and disability. In addition, low surgical volumes reduce the skills of providers, thereby negatively 

impacting patient safety and at the same time making it difficult to attract and retain surgeons. For this 

reason, health workforce regulatory systems are critical to ensuring that surgery, anaesthesia and 

obstetrics providers have the adequate knowledge, skills, experience and competence to uphold 

professional standards, codes and ethical principles. Further, in many PICs with remote geography and 

low patient volumes, regional surgical networks are essential for providing adequate resources and staff, 

through shared mechanisms to provide training, technical assistance and skilled surgeons where they are 

needed. 

All Member States of the Western Pacific Region have legislation to regulate medical doctors, dentists, 

nurses, midwives and, often, pharmacists. However, the specificity and the extent of enforcement of 

legislative frameworks vary widely, with weak enforcement of regulatory frameworks a common 

problem. Countries and areas also vary on standards for the frequency with which health workers must 

renew registration or licensure, as well as for accreditation of training and educational institutes (Table 5). 

Australia and New Zealand, for example, require license renewal annually, the Commonwealth of the 

Northern Mariana Islands biennially and Mongolia every five years, while lifelong licenses are given to 

nurses in Solomon Islands and for all regulated health professionals in Japan (WHO Regional Office for 

the Western Pacific, 2020). In Japan, an independent body is responsible for overseeing maintenance of 

professional standards and issues certificates for medical specializations (Japanese Medical Specialty 

Board, 2017). In the Lao People’s Democratic Republic, which has transitioned from overseas to 

domestic medical education provided by a single government university, a licensing system for medical 

doctors is currently being established. Non-physician health workers (such as nurses) and allied health 

workers also contribute significantly to surgical care. In Japan, discussions are ongoing about launching 

a new training-certificate course for nurses to promote task sharing including surgical care (Ministry of 

Health, Labour and Welfare of Japan). Improving quality and safety will require that necessary 

regulations for both non-physician health workers as well as allied professionals are strengthened. 
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Table 5. Surgical workforce density and licensing and accreditation requirements in selected 

countries and areas of the Western Pacific Region  

Country or 

area 

Specialist 

surgical 

workforce 

density per 

100 000 

population1 

(year of data) 

Licensing2 

Frequency of 

licensing 

renewal2 

Accreditation/

specialty 

registration 

Regulations: 

continuous 

training 

Accreditation: 

training/

educational 

institutes 

Australia 45 (2016) Yes Annual Yes3 Yes4 Yes2 

Cambodia 4.2 (2018) – – – – – 

China 63 (2018)5 Yes Biennial  Yes Yes Yes 

Cook Islands – – – – – – 

Fiji 5.4 (2018) – – – – – 

French 

Polynesia 

33 (2014) – – – – – 

Kiribati 8.2 (2016) – – – – – 

Hong Kong 

SAR (China) 

28 (2014) Yes Annual – 

medical doctors 

Triennial -

nurses/

midwives 

Yes6 Yes2 Yes2 

Japan 37 (2014) Yes N/A (lifelong) Yes7 Mandatory7 Yes8 

Lao People’s 

Democratic 

Republic 

3.7 (2017) – – – – – 

Malaysia 11(2016) Yes Yes Yes9 Yes10 Yes2 

Marshall 

Islands 

16 (2011) – – – – – 

Micronesia, 

Fed. States of 

7.0 (2016) – – – – – 

Mongolia 45 (2014) Yes11 Every 2–5 

years7 

Yes11 Unclear Yes11 

Nauru 30 (2016) – – – – – 

New Zealand 43 (2016) Yes Annual Yes12 Yes13 Yes2 

Papua New 

Guinea 

2.3 (2016) – – – – – 

Philippines 9.6 (2014) Yes Triennial Yes14 Yes15 Yes2 

Korea, Rep. of 50 (2014) Yes N/A (lifelong) Yes Yes Yes 

Samoa 14 (2016) Yes Yes Yes No16 No 

Singapore 32 (2013) Yes Biennial Yes17 Yes18 Yes 

Solomon 

Islands 

2.5 (2016) Yes19 N/A (lifelong 

for nurses) 

Yes20 No No 

Tonga 14 (2016) – – – – – 

Tuvalu 26 (2018) – – – – – 

Vanuatu 3.2 (2016) – – – – – 

Viet Nam - Yes21 Biennial Unclear Yes21 Not yet done21 
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1. World Bank (https://databank.worldbank.org/reports.aspx?source=2&series=SH.MED.SAOP.P5&country=#, accessed 

26 July 2020). 

2. WHO Regional Office for the Western Pacific. Western Pacific regional action agenda on regulatory strengthening, 

convergence and cooperation for medicines and the health workforce. Manila. 2019. 

3. For medical practitioners, dentists and podiatrists. 

4. Medical Board of Australia (https://www.medicalboard.gov.au/News/2016-09-29-revised-registration-standards.aspx, 

accessed 28 July 2020). 

5. Includes doctors and assistant doctors 

6. The Medical Council in Hong Kong (https://www.mchk.org.hk/english/registration/specialist_registration.html, accessed 

28 July 2020). 

7. Japanese Medical Specialty Board. Guidance on new arrangement of specialty board certificate. 2017 

(https://www.mhlw.go.jp/content/000494850.pdf, original in Japanese).  

8. WHO Regional Office for the Western Pacific. Human resources for health country profiles: Japan. 2017. 

9. For medical practitioners, Medical Act 1971, ss 14A-C (Malaysia). 

10. Regulations in place to prescribe CPD requirements for dental practitioners will commence on the commencement of the 

Dental Act 2018 (Malaysia). 

11. WHO Regional Office for the Western Pacific. Human resources for health country profiles: Mongolia. 2014. 

12. Medical Council of New Zealand (https://www.mcnz.org.nz/registration/, accessed 28 July 2020). 

13. Medical Council of New Zealand (https://www.mcnz.org.nz/registration/maintain-or-renew-registration/recertification-

and-professional-development/, accessed 28 July 2020). 

14. For medical practitioners, Professional Regulatory Board of Medicine Resolution No. 25, 2015, and nurses, Philippine 

Nursing Act of 2002, s 31. 

15. PRC Resolution No. 2019-1146, s 3. 

16. Primary laws allow for regulations to be made concerning continuing professional development, but these were not 

located. 

17. Government of Singapore (https://www.healthprofessionals.gov.sg/sab, accessed 28 July 2020). 

18. Voluntary for allied health professionals. 

19. No licensing for allied health professionals. 

20. For medical and dental practitioners. 

21. WHO Regional Office for the Western Pacific. Human resources for health country profiles: Viet Nam. 2016. 

2.4 Availability of medicines, surgical commodities, equipment and infrastructure 

Limited data on availability of medicines, commodities, equipment and infrastructure for surgery have 

been found for the Region. An assessment of high-dependency unit (HDU) and intensive care unit (ICU) 

capacity in 16 hospitals across 12 PICs in 2020 found that 12 (75%) had a HDU and 7 (44%) had an 

ICU. Of the 16 hospitals surveyed, 14 (80%) had all the basic HDU/ICU equipment available, though 4 

(25%) had no ventilators available, 12 (75%) no blood gas analysers and 11 (69%) no equipment to 

monitor blood pressure continuously (Pacific Community, 2020). These data highlight that the 

availability of supportive care for patients after surgery is highly variable in some settings. Regulatory 

systems are critical towards ensuring availability of quality of medicines, surgical commodities and 

equipment. Regulatory standards are also needed to ensure adequate equipment maintenance, 

sterilization procedures, and infection prevention and control (IPC) resources. As is the case for the 

health workforce, the functionality of regulatory systems for medicines varies widely in the Region. In 

China, Malaysia, the Philippines and Viet Nam, for example, regulatory systems for medicines are in 

place but are increasingly difficult to enforce due to increasing numbers of pharmaceutical products as 

well as staffing and budget constraints. Cambodia and the Lao People’s Democratic Republic are in the 

initial stages of building their regulatory systems, while the PICs have informal or non-existent systems 

(WHO Regional Office for the Western Pacific, 2020). 

Water, sanitation and hygiene (WASH) resources in health-care facilities are critical for safe surgery. 

WASH services are required to enable most IPC practices and to improve quality of care (WHO, 2009a). 

https://databank.worldbank.org/reports.aspx?source=2&series=SH.MED.SAOP.P5&country=
https://www.medicalboard.gov.au/News/2016-09-29-revised-registration-standards.aspx
https://www.mhlw.go.jp/content/000494850.pdf
https://www.mcnz.org.nz/registration/
https://www.mcnz.org.nz/registration/maintain-or-renew-registration/recertification-and-professional-development/
https://www.mcnz.org.nz/registration/maintain-or-renew-registration/recertification-and-professional-development/
https://www.healthprofessionals.gov.sg/sab%20Accessed%2028%20July%202020
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Worldwide in 2016, it was estimated that 26% of health facilities did not have access to an improved 

water source on the premises, 16% had no hand hygiene services at points of care, and 21% did not have 

sanitation services (WHO and UNICEF, 2019). 

Inadequate sanitation resources have been significantly associated with higher maternal mortality 

(Benova et al., 2014), and poor hygiene with neonatal mortality (Zaidi et al., 2005). Health worker hand 

hygiene is the most important iatrogenic factor associated with hospital-acquired neonatal infections 

(Srivastava and Shetty, 2007). A seven-country regional assessment in 2016–2017 found that national 

WASH policies and standards were available in only three countries; when standards were available, 

they were associated with increased availability of piped water and hand hygiene services (Mannava et 

al., 2019). Of 147 hospitals assessed, only 44% had clean sinks with water, soap and hand drying 

methods in delivery rooms, 40% in neonatal care units and 10% in postnatal care rooms. Flush toilets 

were available in or next to delivery rooms in 60% and neonatal care units in 50% of 10 hospitals with 

data. In the same study, appropriate hygiene was practised by health workers in 65% of 371 observed 

deliveries – and more likely in delivery rooms with a sink, water and soap (Mannava et al., 2019). These 

gaps in hygiene resources for maternal and newborn care across the seven countries assessed suggest 

similar gaps may apply to general surgical care areas as well.  

2.5 Affordability 

2.5.1 Economic benefits of investing in surgical care 

Surgery not only saves lives but also significantly improves quality of life as many common diseases 

and conditions require surgical care. It is estimated that universal access to essential surgical services 

could avert 1.5 million deaths annually, or 7% of avertable deaths in lower income countries (Mock et 

al., 2015).  

The case for investing in surgical care is further emphasized by the economic consequences of 

inadequate access. A study modelling the macroeconomic impact of surgical diseases (injury, neoplasm, 

digestive diseases, and maternal and neonatal disorders) found that global economic losses could range 

from $12.1 trillion to $33.2 trillion for the 2015–2030 period, or around 1.25% of projected economic 

output (Alkire et al., 2015). This impact was inequitably distributed with LMICs more likely to 

experience a greater loss of up to 2.5% of economic output (Alkire et al., 2015). For 11 countries from 

the Western Pacific Region included in the study, estimated losses range from 0.9% to 2.4% (Alkire et 

al., 2015, Appendix). 

Despite the potential macroeconomic loss and morbidity and mortality from surgical disease, surgical 

interventions have traditionally been overlooked as health investments (Chao et al., 2014). This is 

thought to be due to a combination of factors including the perception that surgical interventions are 

expensive (Chao et al., 2014). Although relative costs and benefits are context-specific, analyses show 

that many surgical procedures are highly cost-effective and sometimes more so than currently deployed 

public health interventions. These include cleft lip repair (US$ 10–110 per disability-adjusted life year 

[DALY] averted), inguinal hernia repair (US$ 10–100 per DALY averted), cataract surgery (US$ 50 per 

DALY averted) and emergency caesarean section (US$ 15–380 per DALY averted) (Grimes et al., 

2014). In Cambodia, care at a pure trauma hospital was costed at US$ 87 per DALY averted (Gosselin 

and Heitto, 2008). Many widely disseminated public health interventions are of similar cost-

effectiveness or are not as cost-effective: vitamin A supplementation (US$ 10 per DALY averted), oral 
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rehydration solution (more than US$ 1000 per DALY averted) and antiretroviral therapy for HIV/AIDS 

(US$ 900 per DALY averted) (Chao et al., 2014; Grimes et al., 2014) (Table 6).  

Further, by reducing disability, surgery can have important impacts on economic well-being. In the 

Philippines, a case control study reviewing cataract surgery found that it successfully increased the 

standard of living (as measured by monthly per capita expenditure) in the intervention group. The 

average increase in monthly per capita expenditure among patients who received the surgery was 88% 

compared with the control group, whose income did not change (Kuper et al., 2010)  

An important factor determining uptake of surgical interventions is the way hospitals and surgeons are 

remunerated. Affecting practice requires a realistic system of reimbursement that reflects evidence on 

cost-effectiveness (Brazier and Johnson 2001). 

Table 6. Cost per DALY averted for selected surgical and non-surgical interventions 

Intervention Cost per DALY averted (US$) 

Surgical  

Cleft lip and palate repair  15.4–96.0 

Inguinal hernia repair  12.9–78.2 

Cataract surgery  5.1–106.0 

Male circumcision 7.4–319.3 

Emergency caesarean section  18.0–3462 

Emergency and trauma care 32.8–223.0 

Non-surgical 

Vitamin A distribution 6.0–12.0 

Oral rehydration solution for diarrhoea 1062.0 

Antiretroviral therapy for HIV/AIDS  922.0 

Breastfeeding promotion 930.0 

Source: Grimes et al. (2014). 

2.5.2 Financial protection 

Data on affordability of surgical care for nations and populations are limited. Cross-country comparisons 

must be done with caution given that surgical expenditure is the product of prices of goods and services 

and/or differences in the volume of care. In research undertaken by the Organisation for Economic 

Co-operation and Development (OECD), which included Australia, Japan and the Republic of Korea, 

spending for hospital care is broken down into volume and price components to reveal which factors 

affected differences in expenditure (Lorenzoni and Koechlin, 2017). This approach uses purchasing 

power parity (PPP) to compare hospital service costs in each country to the average in all OECD 

countries. Use of a common standard allows countries to see how they compare relative to other countries 

on price and volume of care provided. Data show that hospital service prices vary by a factor of 11 across 

OECD countries. Compared to the OECD average, hospital services in the Republic of Korea are 43% 

cheaper, in Japan 7% cheaper and in Australia 37% more expensive. Such analyses are recommended 

for all countries in the Region to allow assessments of the affordability of surgical services to consider 

the local economic context.   

Similarly, understanding affordability at the individual level requires consideration of copayments and 

the design of benefit schemes in countries. Modelled data suggest that a high proportion of the population 
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in many countries are at risk of catastrophic health expenditure for surgical care or at risk of 

impoverishment, though the limitations of modelling must be recognized (Table 7). The financial 

ramifications of the COVID-19 pandemic may further exacerbate affordability gaps in surgical care. In 

addition, direct non-medical costs for food and transport may be significant in countries with challenging 

geography and transportation infrastructure. In some parts of the Western Pacific Region, people do not 

seek surgical care due to these factors and are therefore unaccounted for in estimates of burden of disease 

and requirements for financial risk protection.  

Table 7. Modelled calculations of risk of financial hardship as a result of surgical care in selected 

Member States of the Western Pacific Region1 

Country or area 

Proportion of population at 

risk of catastrophic 

expenditure for surgical 

care2,3 

(2017 data) 

Proportion of population at 

risk of impoverishment 

<US$ 1.25 per day4,5 

(2017 data) 

Australia 0.60% 0.10% 

Japan 0.40% 0% 

Lao People’s Democratic Republic 48% 32% 

Malaysia 18% 7.9% 

New Zealand 2.0%  

Papua New Guinea 3.5% 27% 

Philippines 28% 18% 

Vanuatu 3.6% 16% 

Korea, Republic of 0.30% 0 

1. Table is based on modelling data, and figures provided are based on assumptions and indicative only. 

2. World Bank (https://databank.worldbank.org/reports.aspx?source=2&series=SH.SGR.CRSK.ZS&country=, accessed 

28 July 2020). 

3. The proportion of people at risk of direct out-of-pocket payments for surgical and anaesthesia care exceeding 10% of 

total income.  

4. World Bank (https://databank.worldbank.org/reports.aspx?source=2&series=SH.SGR.IRSK.ZS&country=, accessed 

28 July 2020). 

5. The proportion of people at risk of direct out-of-pocket payments for surgical and anaesthesia care which drive people 

below a poverty threshold (using a threshold of US$ 1.25 PPP/day). 

Data from six countries of the Western Pacific Region, show that costs for inpatient care which includes 

surgical services, are covered through public financing schemes (social health insurance and government 

budgets) (Table 8). Different population groups, including those who are employed, informal workers 

and pensioners, are covered for services from the public sector. However, coverage for services from 

private providers is limited. In addition, financing schemes in five countries require patients to share 

costs of inpatient care, with copayments up to 40% of the total cost. In some countries, the poor or elderly 

are exempted from such copayments or pay lower charges (Cambodia, Mongolia, Viet Nam). Expanding 

coverage and affordability of inpatient care and surgical services can thus be improved by requiring that 

copayments are reduced or eliminated and replaced by higher public funding allocations. 

https://databank.worldbank.org/reports.aspx?source=2&series=SH.SGR.CRSK.ZS&country=
https://databank.worldbank.org/reports.aspx?source=2&series=SH.SGR.IRSK.ZS&country=
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Table 8. Coverage under public financing schemes by provider type, copayment and population 

group  

Provider 

type/

Copayment 

required 

Coverage for population group 

General 

population 

Children Employees 

covered by 

social health 

insurance (SHI) 

Informal 

worker 

Older people/

retired 

Others 

Cambodia 

Public No No Yes1 Free  No, except for 

retired civil 

servants 

Free for the poor 

Private No No Yes1 No No  No 

Copayment N/A N/A No1 No  N/A No  

China 

Public Yes 

(95% SHI) 

Yes 

(95% SHI) 

Yes 

(95% SHI) 

Yes 

(95% SHI) 

Yes 

(95% SHI) 

5% of the 

population not 

covered by SHI Private Yes Yes Yes Yes Yes 

Copayment N/A2 40.3% 24.4% 40.3% 40.3%/24.4% 40.3%, rural 

residents 

Lao People’s Democratic Republic 

Public Yes,  

excluding 

capital city 

Yes, 

excluding 

capital city 

Yes Yes, 

excluding 

capital city 

Yes, excluding 

capital city 

(whole country 

for pensioners 

of the social 

security fund) 

Yes, for the poor 

and pregnant 

women 

Private No No No No No No 

Copayment Yes3 No  No  Yes3 Yes3 No  

Malaysia 

Public Yes Yes N/A Yes Yes Yes 

Private No No No No No No 

Copayment4 Yes Yes N/A Yes Yes, for ward 

charges 

Yes, for non-citizens  

 

Mongolia 

Public Yes Yes Yes Yes Yes Yes, for students and 

herders 

Private Yes Yes Yes Yes Yes  

Copayment5 10–15% 

(depending 

on facility 

level) 

No  10–15% 10–15% No No, for citizens 

needing social 

welfare  

Viet Nam 

Public 90% of population covered by SHI, 10% of uncovered population pays full cost 

Private  

Copayment 20% for both public and private providers 
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1. Formal workers are covered by insurance paid by their employers. The government civil service employees are covered 

by National Social Security Fund with contributions deducted from their salary. 

2. Not applicable, as copayments are based on specific populations. 

3. Copayment of 30 000 Laotian kip (around US$ 3.3). 

4. For general population, children and informal workers: copayment of 120 Malaysian ringgit (around US$ 29) per day for 

ward charges (first class), and 15 Malaysian ringgit (around US$ 4) per day for inpatient treatment (first class). For elderly 

and the retired: copayment of 120 Malaysian ringgit (around US$ 29) per day for ward charges (first class). For non-

citizens: copayment of 320 Malaysian ringgit (around US$ 77) per day for ward charges (first class) and 100 Malaysian 

ringgit (around US$ 24) per day for inpatient treatment 

5. No copayment for primary health care. User fee varies among private hospitals. 

Source: WHO rapid country survey, 2020. 

Access to surgical care from private providers is available only in countries where third-party payers 

have contracted the relevant services. In high-income countries prices tend to be heavily regulated. 

Where prices are set too high or too low, health care providers may compensate by providing additional 

unnecessary care (where prices are too low or too high) or insufficient quality (where prices are too low) 

(Sarah L et al., 2020). 

In the case of PICs, access outside the major population centres currently is often by boat or air. 

Available data indicate that PICs have a significant level of healthcare expenditure on overseas medical 

referrals (OMR) funded by the public purse and with support from development partners. While data 

collection is incomplete, in 2017, based on data from 16 PICs, the average cost of OMR is approximately 

US$ 30 000 per case, with estimated total expenditure of US$ 121 million. The costs of visiting 

specialists to individual countries are additional to this figure. There are ongoing revisions to OMR 

policies, protocols and guidelines in some countries to further enhance their cost-effectiveness and 

efficiency. 

2.6 Country and regional initiatives to achieve universal coverage of safe and 

affordable surgery 

Various efforts have been made across the Region to expand surgical services. For example, in 

Mongolia, where surgical services were limited to major population centres in 2005, the “Strengthening 

emergency and essential surgical care in rural areas” initiative was rolled out in the same year to expand 

basic surgical procedures to all facilities, including primary health facilities, while progressively 

introducing more complex procedures to tertiary centres (Henry et al., 2012). In Malaysia, a remarkable 

94% of the population have access to basic surgery. Yet, this figure masks important differences within 

the country, with 2 million people in East Malaysia without access to timely surgery and waiting times 

for elective surgery more than six months. Malaysia is strategically targeting these and other areas of 

need based on analysis of waiting times, geographical distribution of surgical facilities by level and other 

key performance indicators (Noor Hisham Abdullah, 2019).  

At the Thirteenth Pacific Health Ministers Meeting in 2019, PIC ministers of health or designates 

committed to improving surgical care as part of efforts to achieve UHC and the Healthy Islands vision. 

This commitment included the development and implementation of National Surgical, Obstetric and 

Anaesthesia Plans (NSOAPs) with the support of technical and development partners. They also 

committed to strengthening regional and country-level coordination mechanisms to achieve better 

outcomes and cost-effectiveness for OMR schemes and visiting specialist medical teams (Thirteenth 

Pacific Health Ministers Meeting, 2019).  
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Summary of challenges and gaps in achieving universal access to safe and affordable surgery 

in the Western Pacific Region 

Access to surgical 

services 

In over half of Member States with data, less than 80% of the 

population can access a facility providing caesarean delivery, 

laparotomy and treatment of open fracture (Bellwether procedures) 

within two hours.  

The COVID-19 pandemic has disrupted surgical services, resulting in a 

large backlog of operations. 

Skilled workforce Inadequate numbers of surgery, anaesthesia and obstetrics providers 

(5000 per 100 000 population is desirable), with variable 

implementation of health workforce regulations. 

Availability of medicines, 

surgical commodities and 

equipment, for surgery, 

postoperative recovery 

and intensive care areas 

Variable functionality of regulatory systems for medicines, equipment 

and commodities. 

Safe and timely surgical 

care 

Perioperative deaths rates are high in many countries, suggestive of 

gaps in quality of care, including in referral pathways, early diagnosis 

and screening, and pathology and specialist laboratory services.  

Licensing and accreditation requirements for hospital safety require 

review. 

Affordability A significant proportion of households remain at risk of being 

impoverished by out-of-pocket payments for surgical and anaesthesia 

care or face catastrophic expenses. Financial protection systems are 

often incomplete and inequitable. 

3. A framework for safe and affordable surgery 

3.1 A vision for the Region 

This Action Framework for Safe and Affordable Surgery in the Western Pacific Region envisions that 

all persons living in the Region have access to safe and essential surgical services at an affordable cost 

by 2030. Actions towards achieving the vision will be practical and sustainable and involve 

strengthening or redesigning existing systems, with short- and medium-term benchmarks to monitor 

progress and maintain momentum. 

3.2 Operational considerations towards achieving the vision 

Development of the Framework aims from the outset to avoid the pitfalls of past approaches. Three key 

principles are applied to operationalize improvements to surgical care. The first is use of a 
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multistakeholder approach to ensure that a realistic shared vision is established for improved uptake and 

sustainability. The second is use of data to drive evidence-based decision-making, with increased 

emphasis on regular collection and use of data for planning, quality improvement and functioning. The 

third is the recognition that strengthening surgical outcomes requires an effective surgical ecosystem 

that goes beyond improving single elements such as improved clinical skills or facility availability. 

A functioning surgical ecosystem includes administration and management, support staff and clinicians, 

and the necessary subsystems for providing consumable materials such as anaesthetic medications, 

oxygen, sutures and sterile instruments. Related systems that must be integrated include essential 

equipment maintenance, facility infrastructure and utilities such as electricity, lighting, plumbing and 

waste management (deVries and Rosenberg, 2016). Addressing all aspects of this ecosystem requires 

collaboration between a number of stakeholders, both within and outside the health system, who 

collaborate and coordinate actions towards a common goal.  

UHC, the SDGs and, more recently, the COVID-19 pandemic response all provide a platform to 

accelerate the agenda for safe and affordable surgery. UHC provides the impetus for strengthening and 

redesigning systems, the SDGs an avenue for multisectoral action, and the efforts made towards 

strengthening critical care capacity during the COVID-19 pandemic serve as a basis for further 

improving surgical care.  

Conversely, since surgical outcomes are more easily measured and monitored than outcomes for most 

non-surgical admissions, they can act as a proxy of country progress towards improved access to quality 

services without financial hardship, which is at the core of the UHC agenda. Alignment of safe and 

affordable surgery to the needs of the population by improving access to care, quality of service delivery 

and financial risk protection remain the guiding principles of the Framework. Lastly, safe and affordable 

surgery is critical for broader development as enshrined in the SDGs. Investments in systems, including 

the health workforce, and improved health outcomes will contribute to economic development and 

higher educational attainment.  

3.3 Ensuring that planning is tailored to local context and practice realities 

It is essential that planning for surgery take local practice realities into consideration. Priority surgical 

care interventions should be based on local epidemiology and disease prevalence. Expansion of 

technological innovations such as use of telemedicine and remote communication methods is feasible in 

some settings and not practical in others. In PICs, small populations, archipelagic geography and low 

surgical volumes mean that regional arrangements are critical to backstop national provision. These 

allow pooling of resources and sharing of technical expertise. A range of existing regional health 

initiatives are in place, including visiting medical teams, shared approaches to specialist workforce 

training and specialist clinical service planning. Several technical agencies support regional safe surgery 

in the Pacific, including the Pacific Community and the Royal Australasian College of Surgeons (WHO, 

2019b). It is important, therefore, that countries incorporate existing cross-regional mechanisms and 

activities into national strategic planning, along with associated financial and human resource inputs 

provided by regional networks.  

3.4 Linking with NSOAPs 

In at least five countries in the Region, NSOAPs are planned or being developed. The NSOAP 

development process is founded on six core domains adapted from the WHO health systems building 
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blocks and therefore complements other systems strengthening initiatives and fits within broader WHO 

policy frameworks (Peters et al., 2020). In 2019, Pacific health ministers endorsed the NSOAP approach 

and development or implementation is under way with support from regional technical agencies. The 

Framework is consistent with the principles of the NSOAP approach. Where NSOAPs are planned, it is 

recommended that the development process be reviewed alongside the operational shifts outlined in the 

Framework and modifications made to the development process if necessary. If NSOAPs are already 

available, it is recommended that existing plans are reviewed alongside the Regional Framework for 

alignment with the principles required to strengthen and develop sustainable local systems for delivery 

of safe and affordable surgery. 

3.5 Operational shifts 

Based on For the Future: Towards the Healthiest and Safest Region, a process comprised of four 

operational shifts is proposed to plan, strengthen and redesign health systems to realize the regional 

vision. The operational shifts seek to: convene influential partners in and outside of the health sector 

(partnerships), establish a shared vision for surgical services (backcasting), strengthen and redesign 

essential systems to deliver high-quality surgical care and foster innovation for quality improvement 

(systems approach, innovation and communications from the ground up), and develop and strengthen 

information systems to measure country progress and use data for action (driving and measuring country 

impact). By completing this process, countries will have identified local actions to improve safe and 

affordable surgery which are integrated in short, medium and long-term national health and development 

plans, including strategies to achieve UHC and the SDGs.  

Operational shift 1.  Championing health beyond the health sector: convening multisectoral 

stakeholders for collaboration around a shared and evidence-based vision 

Most of us will need some form of surgical intervention in our lives. Improving surgical care is therefore 

everybody’s business. Surgical plans have often not been developed and are therefore not available for 

inclusion in long-term primary care strategies and plans (WHO, 2019b). A review of national health 

plans across 12 PICs in 2018 found limited inclusion of surgical and anaesthesia care (Nagra et al., 

2020).  

Historically, in some countries, surgical planning has been done with a group of likeminded specialists 

with an admirable goal. However, some plans are often not implemented systematically or integrated 

into routine health systems. Reasons for this may include limited local ownership, lack of awareness of 

the importance of surgical care, impractical and ineffective methods and approaches, and lack of 

financing. There is a new recognition of the importance of effective surgical planning to make systems 

changes (Peters et al., 2020). 

This Framework begins with consensus planning by a wide group of stakeholders with local knowledge 

and experience who can influence what is done in the longer term. Existing stakeholder and patient 

groups need to enhance or refocus their efforts to enable widespread improvements in the health system 

to better reach all vulnerable groups. Where there are no advocacy or technical support groups, new 

groups with key stakeholders are required. At the same time, membership of technical support groups 

should be expanded to include those with critical multisectoral skills and experience such as national 

health insurance bodies, ministries of health, finance, planning, labour, social welfare and education, 

professional associations, private sector providers, patient advocacy groups, bilateral and multilateral 
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organizations, donors, medical missions, academia, civil society, and community groups. Similarly, a 

wide range of technical expertise should be represented, including health economics, financing, 

epidemiology, emergency and routine clinical surgical care, medication and supply system management, 

human resource and hospital planning and management, disaster management, information technology 

(IT) services, and others. Those with responsibilities for IPC both at health facilities and in the area of 

planning and emergency preparedness should also be involved, particularly in the period around the 

COVID-19 pandemic. Engaging stakeholders from the outset as a cross-sectoral multistakeholder 

surgical development team will enable development of a shared vision. Engaging and sustaining 

commitment from outside the health sector may require that the broader socioeconomic benefits of 

access to safe and affordable surgery are quantified and emphasized.  

Stakeholders should agree on terms of reference for the group, including roles and responsibilities, 

timelines and monitoring mechanisms. For some countries, it may be feasible to integrate development 

of a new vision for safe and affordable surgery into existing stakeholder engagement mechanisms and 

build on existing national plans. Since limited participation or frequent turnover of stakeholder 

representatives is disruptive, it is recommended that the terms of reference for working teams include 

clear guidance on the roles, responsibilities and amount of time expected to be contributed by group 

members.  

Operational shift 2.  Future oriented: working backwards from a shared vision for access to 

safe and affordable surgical care 

The solutions to addressing a public health problem often require health system improvements. 

However, non-strategic “fixes” to a health system will almost certainly result in inefficient use of scarce 

resources. Plans fail either because they are unrealistic (requiring financial, human and technical 

resources that are not available) or because they are technically weak (do not address the most important 

problems effectively or prioritize the most important issues to address first). In times of COVID-19, we 

can expect further constraints in fiscal space. It is especially important therefore, that strategies are 

specific and targeted to address gaps and inefficiencies in existing systems rather than engage in 

expensive and non-specific overhauls. Principal stakeholders, in establishing their shared vision, need 

to understand and gain consensus on what is practical, feasible and most likely to be effective, given 

local country constraints. Health ministry leadership is critical.  

Five key steps are recommended to establish a shared vision:  

1. Develop a shared vision for 2030 and benchmarks for tracking short- and medium-term progress 

Stakeholders review Bellwether procedures and other essential surgical services needed locally (see 

Annex 1 as a guide for services to consider). Selecting a package of essential surgical services at 

each level is a critical first step and must be tailored to local country disease burden and the system 

and financing environment (Table 9). In doing so, stakeholders reach a consensus on essential 

surgical service packages needed for each health facility level and set targets for service availability 

and access to care for 2030 (Table 10). Targets for 2025 and two-yearly interim benchmarks are 

established to track progress and provide short- and medium-term achievable goals. Targets are set 

in alignment with existing national plans, where available and relevant. 
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2. Work backwards from the vision to estimate surgical services currently provided at different health 

facility levels  

Once a shared vision for 2030 has been set, as well as 2025 and interim benchmarks, stakeholders 

conduct a gap analysis of current services to inform systems strengthening and redesign. This begins 

with an estimation of the percentage of facilities currently providing the essential surgical service 

package. Estimates of availability should consider systems gaps and limitations in infrastructure, 

workforce, service delivery, financing, information management and governance, which are 

subsequently validated (Operational shift 3). Table 10 can be used to guide this process with the 

time period changed in the last column.  

Table 9. Sample selection of core surgical packages by facility level1,2 

Category of 

procedure 
Procedure 

Facility level 

Primary 

care 

facilities 

First-level 

hospitals 

Higher-

level 

hospitals 
First priority: Must have 

Acute, high-value 

procedures 

 

Laparotomy  ✓ ✓ 

Caesarean delivery  ✓ ✓ 

Treatment of open fracture  ✓ ✓ 

Less complex, urgent 

procedures 

Wound debridement ✓ ✓ ✓ 

Dilation and curettage ✓ ✓ ✓ 

Closed fracture reduction ✓ ✓ ✓ 

Second priority: Should have 

High-priority, high-

volume, lower-risk 

procedures 

Hernia repair  ✓ ✓ 

Contracture release  ✓ ✓ 

Superficial soft tissue tumour 

resection 

 ✓ ✓ 

Gastroscopy  ✓ ✓ 

Cholecystectomy  ✓ ✓ 

Intracranial haematoma evacuation  ✓ ✓ 

Thyroidectomy  ✓ ✓ 

Mastectomy  ✓ ✓ 

Third priority: Can have 

Important 

procedures usually 

needing high-level 

specialist support 

Thoracic surgery   ✓ 

Transurethral resection of prostate  ✓ ✓ 

Ureterorenoscopy  ✓ ✓ 

Vesicovaginal fistula   ✓ 

Basic skin flaps  ✓ ✓ 

Rectal prolapse repair  ✓ ✓ 

Cataract  ✓ ✓ 

Cleft lip and palate repair   ✓ 

Note: Prioritization must be adapted to local context based on burden of disease and the systems and financing environment.  

Source: Adapted from Meara et al. (2015). 
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3. Estimate the impact of barriers to access on essential surgical services 

After having identified current service availability, stakeholders estimate the proportion of the 

population without access to surgical services for any reason (such as finances, access to 

transportation, language, gender or sociocultural, and capacity of first-level health staff to identify 

cases needing referral). Geographic information system, or GIS, mapping can be used to determine 

where the geographic clusters of persons with poor access reside. Comparing estimates from the 

previous step, stakeholders then identify gaps between availability and accessibility of each surgical 

procedure.  

4. Identify key safety issues around delivery of surgical services 

Stakeholders identify and discuss cases where real safety lapses occurred. They review hospital 

management systems that should have prevented these lapses or improvements needed to prevent 

similar problems. Problems that have resulted in either reduced access to or availability of care are 

identified and discussed. Strengths and gaps in existing national support systems are discussed to 

determine how these can support achievement of the 2030 vision and short- and medium-term 

benchmarks.  

5. Retest the vision having gone through the analysis on gaps 

Based on the analysis in steps 2–4, stakeholders “test” their 2030 vision, 2025 targets and interim 

programme benchmarks to ensure that gaps in current availability, access and safety can be feasibly 

addressed for each essential surgical service package identified in step 1. If the programme 

benchmarks and the 2030 goal are considered unrealistic, they are changed. Summarized 

information from the review will be used to further refine the national shared vision for safe and 

affordable surgery in 2030 and define subnational visions where relevant. 

Table 10. Identifying essential surgical service packages and availability and accessibility targets 

for 2030 

1. Higher-level hospitals, first-referral hospitals and primary care facilities. 

2. Use a new table to establish targets for each of the 2025 and two-yearly benchmarks for short- and medium-term progress. 

Surgical 

procedure 

Health 

facility 

level1 

 

Number of 

procedures 

required 

to meet 

expected 

need 

Potential 

public health 

impact 

(morbidity/

mortality/

DALYs 

averted)  

Average 

cost per 

procedure 

2025 and 2030 targets2 

Facilities 

providing 

service (%) 

Population 

with access 

to service 

(%) 

2025 2030 2025 2030 

Caesarean section         

Laparotomy         

Management of 

open fractures 

        

(other service)         

(other service)         
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Operational shift 3.  Grounds up and systems solutions: strengthening and redesigning 

existing systems to deliver high-quality surgical care  

There is no one-size-fits-all formula to achieve universal access to safe and affordable surgery. 

Universal Health Coverage: Moving Towards Better Health identified five essential attributes of 

national health systems: accountability, efficiency, quality, equity, and sustainability and resilience. 

Making surgery safe and affordable requires a sound understanding of the functionality of these 

attributes along with the social, economic, political, geographical and historical contexts that influence 

national health systems (WHO Regional Office for the Western Pacific, 2016). However, approaches 

taken to date to improve delivery of surgical services have largely involved creating parallel systems 

that require unsustainable levels of systems inputs or do not consider all aspects of the surgical 

ecosystem required for change. 

For PICs, grounds up and systems solutions for improving surgical care may include regional 

approaches to pool resources and expertise. Various existing mechanisms may be leveraged and 

further strengthened with the support of development partners and technical agencies, including 

visiting medical teams and shared approaches to specialist workforce training and specialist clinical 

service planning.  

Process used: For Operational shift 3, stakeholders begin with availability and access gaps for surgical 

packages identified in Operational shift 2. Once gaps in service delivery are established, they work 

backwards to determine how current systems need to be strengthened or redesigned through strategic 

use of scarce resources. So-called pain points disproportionately affecting access and availability of 

services are identified through a comprehensive review of the existing attributes of the health system. 

At each point, stakeholders ask why these gaps occur and use their joint experience at all levels to 

formulate strategies to address gaps. As much as possible, solutions should update and build on 

existing strategies, plans, policies, guidelines, legislation, health facility and human resource licensing 

and accreditation, insurance and financing mechanisms, pre-service curricula, supply chains, and 

essential medicines and technology lists. IPC personnel and work teams should be involved in gap 

analysis and planning, since IPC considerations are relevant to most surgical procedures and involve 

several systems requirements.  

In some cases, new strategies and approaches may be needed. Additionally, transformation may be 

achieved by introducing innovative technologies, which may be of increased importance around the 

COVID-19 pandemic. Technological innovations allowing for remote support for safe surgery should 

be investigated and deployed when feasible and cost-effective. The potential benefits of technological 

innovations should be considered for their system-wide benefits. For example, digital pathology will 

have benefits not only for early diagnosis, but also for scientific exchanges in education and training, 

efficient workflows, reallocation of pathologists and laboratory staff, and allocation of laboratory 

infrastructure. Big data approaches can also be leveraged with digital pathology for patient-centred 

care and to enhance diagnosis, which, in turn, can stimulate other innovative research. 

Timing of systems strengthening plans: System interventions are often most efficiently phased into 

short, medium- and long-term priorities depending on the time and resources required and available 

for implementation. It is important therefore that plans are carefully timed to ensure that changes that 

can occur relatively quickly are made in the short term, while longer-term actions are planned and 
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financed. Two-yearly targets are proposed to track short- and medium-term programme inputs, outputs 

and outcomes towards the 2030 goal: 

• Short-term actions (1–2 years) involve smaller modifications to existing inputs and 

processes, such as modifications to surgical clinical protocols and infection prevention 

procedures, upskilling of existing staff, and better use of available data for audits and death 

reviews.  

• Medium-term actions (2–3 years) require longer-term changes within the existing system, 

such as improved staff training and supervision, establishment of quality improvement 

mechanisms, strengthening of regulations, and implementation of surgical innovations.  

• Long-term actions (3 years or more) require significant adjustments to inputs, such as 

medicine procurement and distribution, revisions to workforce pre-service training curricula, 

and infrastructure upgrades.  

Organization of systems review for strengthening actions: Actions begin with core surgical services 

to be delivered by level of health facility (identified in Operational shift 2). From this foundation, 

systems inputs to allow delivery of clinical services can be quantified. Once the inputs required are 

properly understood, systems processes to support implementation can be identified. Fig. 2 provides an 

overview of inputs and processes to consider in systems design for safe and affordable surgery. Countries 

should adapt systems design to their local context. In PICs, for example, systems inputs may come from 

regional mechanisms which contribute resources and shared technical expertise to backstop national 

systems for surgical care. Further, systems design may require a stepwise approach or an initial 

prioritization of selected inputs and processes for inclusion in short-, medium- and long-term national 

health and development plans. 

Fig. 2. Overview of systems design for strengthened service delivery to achieve safe and 

affordable surgery  
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Stepwise questioning: Where are gaps and why do they occur? For priority surgical packages, 

stakeholders ask key questions to identify gaps and reasons for gaps. Stakeholder experience is used to 

drive at underlying systems problems that may have been overlooked.  

Stepwise questioning is done in three areas (see Annex 2 for a summary of systems areas reviewed): 

1. Review of systems inputs required to deliver core surgical service packages 

Systems input gaps are reviewed in the areas of workforce, infrastructure (including WASH), funds, 

medicines, commodities, blood products and availability of data. Where, when and why gaps occur 

are identified and possible solutions determined. Available local data and field experience from 

stakeholders are used. Solutions may build on existing strategies, propose improvements or 

introduce innovations.  

2. Review of systems processes needed to support delivery of quality services according to standards  

Systems processes include governance, financing, policies, norms and standards, and regulatory, 

accreditation and licensing mechanisms at all levels. These processes are required to support high-

quality systems inputs and service delivery. Health financing and insurance mechanisms and 

strategies for inpatient care and surgical services are reviewed to determine how to limit out-of-

pocket payments, including how to extend financial protection for currently uncovered populations. 

National standards for surgical care and related clinical support services are assessed to determine 

whether they meet evidence-based criteria, including IPC standards, practices and quality assurance 

mechanisms. Stakeholders with experience in these domains are consulted, alongside a review of 

available quantitative and qualitative data. Where, when and why gaps occur are reviewed and 

possible solutions identified. Assessments use standard checklists to determine: 1) whether a key 

accreditation, licensing or financing mechanism is available; 2) the current proportion of the target 

population covered or using the mechanism; 3) the quality of the approach and its potential impact 

on the quality and reach of care; and 4) underlying reasons for gaps and barriers, improvements 

needed and actions required.    

3. Review of system support areas needing special attention to improve access to and quality of surgical 

care  

Areas requiring special attention may include pathology and laboratory services, patient pathways 

for early diagnosis and clinical decision-making, geographically and socioculturally isolated 

populations, and mobilization of surgical resources to areas of high need or emergency. In many 

settings, crowding in surgical care operating rooms, postoperative areas and wards is a problem and 

may need special focus. Eliminating crowding in inpatient settings may include establishing and 

enforcing guidelines on how space and beds are organized (for example, ensuring bed separation of 

at least 1 metre and never more than one person in a bed), improving staff availability and allocation, 

reallocating space for certain procedures or improving infrastructure. 

These areas require systems inputs and processes for support, but also special coordination and 

cooperation between sectors at all levels. Stakeholders consider special requirements and consult with 

those with knowledge in these areas. Efforts to better reach high-risk communities may require mobile 

care, telemedicine and screening programmes. Where, when and why gaps occur are reviewed and 

possible solutions identified. 
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Incorporate actions identified to improve access to and availability of safe surgical services within 

existing national surgical plans and relevant health and development plans. Stakeholders use 

findings from systems reviews to identify key actions needed to strengthen existing systems and 

introduce innovations. They also agree on timing of actions to ensure that they are phased in a way that 

is feasible. Responsibilities are allocated between stakeholders and a plan for coordination of resources. 

Actions are included in relevant short-, medium- and long-term health and development plans, where 

possible, ratified by all parties and presented to the respective ministry of health for adoption. 

Operational shift 4.  Driving country impact: developing and strengthening information 

systems to measure progress and inform action 

Critical to ensuring a country is on track towards universal access to safe and affordable surgery is 

measurement of progress. Each country will develop monitoring and evaluation plans based on their 

national action framework. Key outcome areas will include access to timely essential surgery, improved 

workforce density, a reduction in perioperative mortality and protection against impoverishing 

expenditures. Programme benchmarks as well as practice and system indicators and targets will be 

defined. Methods to support collection of timely programmatic data will be developed and integrated 

into routine activities and used for planning. Clinical audits and death reviews will form a part of 

improved data for decision-making. Incident reporting systems for adverse events and reportable 

conditions will be developed and strengthened, where possible. Evaluation may also involve including 

key indicators in national population-based surveys, routine health information systems and health-care 

registries. Better collection, analysis and use of data will be supported by improving the availability of 

trained staff for this purpose including statisticians and medical epidemiologists. Continuous monitoring 

can be tied to Decision WHA70(22), which requires biennial reporting on the progress in “strengthening 

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

coverage” (WHA68.15). Accurate, reliable and timely data on key indicators will empower all 

stakeholders to support programme improvement collaboratively. Importantly, all evaluation data will 

be used to provide feedback to determine whether key targets of the national strategic plan are being 

met, thereby allowing regular course corrections towards achieving the consensus vision.  

3.6 Recommendations 

3.6.1 Recommendations for Member States 

Operational shifts Recommendations 

Operational shift 1 

Championing health beyond the 

health sector: convening 

multisectoral stakeholders for 

collaboration around a shared and 

evidence-based vision  

 

1. Identify stakeholders within and beyond the health 

sector who are critical to establishing a shared vision on 

safe and affordable surgery. 

2. Establish a functional stakeholder group that will 

participate end to end in the planning process, including 

setting a shared vision, diagnosing the critical gaps, and 

conducting progress review. 

3. Establish a mechanism of high-level governance to 

monitor the multistakeholder process to ensure that it is 

conducted equitably and in a timely fashion. 
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Operational shifts Recommendations 

Operational shift 2  

Future oriented: working backwards 

from a shared vision for access to 

safe and affordable surgical care 

4. Convene principal stakeholders to define a package of 

core surgical services to be provided; use a systematic 

process to determine availability, accessibility and 

safety of essential surgical services by level of surgical 

facility and establish a shared vision. 

Operational shift 3  

Grounds up and systems solutions: 

strengthening and redesigning 

existing systems to deliver high-

quality surgical care 

 

5. Conduct comprehensive assessments to determine gaps 

in systems inputs, processes and areas requiring special 

attention; ensure that innovative digital and 

technological approaches to improve access are 

considered.  

6. Identify key gaps to delivery of surgical services and 

underlying reasons for gaps.  

7. Develop consensus on actions to address gaps, including 

strengthening existing systems and introducing 

innovations; identify how and where they can be 

incorporated into the health system. 

8. Develop consensus on an annual implementation plan. 

Operational shift 4  

Driving country impact: developing 

and strengthening information 

systems to measure progress and 

inform action  

9. Adapt the regional monitoring and evaluation 

framework for surgical care.  

10. Monitor progress towards implementing the annual 

implementation plan and action framework based on the 

monitoring and evaluation framework. 

11. Recalibrate national and subnational planning for safe 

and affordable surgery based on results of monitoring 

and evaluation. 

3.6.2 Recommendations for WHO 

Operational shifts Recommendations 

Operational shift 1 

Championing health beyond the health 

sector: convening multisectoral 

stakeholders for collaboration around 

a shared and evidence-based vision  

1. Provide secretariat and technical support to ensure the 

right people participate end to end in the planning 

process. 

2. Provide financing and training to facilitate the 

multistakeholder planning process where needed. 

Operational shift 2  

Future oriented: working backwards 

from a shared vision for access to safe 

and affordable surgical care 

3. Provide technical support to countries to review the 

current situation of surgical services. 
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Operational shifts Recommendations 

Operational shift 3  

Grounds up and systems solutions: 

strengthening and redesigning 

existing systems to deliver high-

quality surgical care 

 

4. Compile existing tools, stock and instrument lists, and 

best practice guidelines, identify analytical 

methodologies, and develop a comprehensive 

approach to identify critical gaps. 

5. Support consensus development on strategic national 

action frameworks and annual implementation plans, 

including brokering between stakeholders who are 

unfamiliar with existing resources or approaches. 

6. Support health system analysis to develop or enhance 

the national action frameworks in coordination with 

partners. 

Operational shift 4  

Driving country impact: developing 

and strengthening information systems 

to measure progress and inform action  

7. Convene technical expert and Member State 

consultations to develop a regional monitoring and 

evaluation framework for surgical care. 

8. Provide technical support to countries to adapt the 

regional monitoring and evaluation framework and 

establish or strengthen the necessary information 

systems. 

9. Provide regular regional country reports on progress 

and share with all Member States. 
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Appendices 

Appendix 1. Essential surgical procedures by health facility level 

 Primary 

health-care 

facilities 

First-level 

hospitals 

Higher-level 

Hospitals 

Dental procedures 

Extraction ⨉ ⨉ ⨉ 

Drainage of dental abscess ⨉ ⨉ ⨉ 

Treatment for caries ⨉ ⨉ ⨉ 

Obstetric and gynaecologic procedures 

Normal delivery** ⨉ ⨉ ⨉ 

Caesarean delivery**  ⨉ ⨉ 

Vacuum extraction/forceps delivery**  ⨉ ⨉ 

Surgical management of ectopic pregnancy**  ⨉ ⨉ 

Manual vacuum aspiration /dilation & curettage**  ⨉ ⨉ 

Tubal ligation  ⨉ ⨉ 

Vasectomy  ⨉ ⨉ 

Hysterectomy for uterine rupture or intractable postpartum 

haemorrhage** 

 ⨉ ⨉ 

Inspection with acetic acid, cryotherapy for cervical lesions  ⨉ ⨉ 

Repair obstetric fistula   ⨉ 

Major gynaecological surgery   ⨉ 

General surgical procedures 

Drainage of superficial abscess** ⨉ ⨉ ⨉ 

Male circumcision ⨉ ⨉ ⨉ 

Repair of intestinal perforation**  ⨉ ⨉ 

Appendectomy**  ⨉ ⨉ 

Management of bowel obstruction**  ⨉ ⨉ 

Colostomy/ileostomy**  ⨉ ⨉ 

Management of gallbladder disease (including emergency 

surgery**) 

 ⨉ ⨉ 

Hernia (including incarceration**)  ⨉ ⨉ 

Hydrocelectomy  ⨉ ⨉ 

Relief of urinary obstruction; catheterization or suprapubic 

cystostomy** 

 ⨉ ⨉ 

Specialised paediatric surgery   ⨉ 

Injury 

Resuscitation with basic life support measures** ⨉ ⨉ ⨉ 

Suturing laceration** ⨉ ⨉ ⨉ 

Management of non-displaced fractures** ⨉ ⨉ ⨉ 

Hemorrhage control with pressure dressing ⨉ ⨉ ⨉ 

Resuscitation with advanced life support measures, 

including surgical airway** 

 ⨉ ⨉ 

Tube thoracostomy**  ⨉ ⨉ 

Trauma laparotomy**  ⨉ ⨉ 

Open reduction and internal fixation of fracture**  ⨉ ⨉ 
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Irrigation and debridement of open fracture**  ⨉ ⨉ 

Placement of external fixator**  ⨉ ⨉ 

Escharotomy/fasciotomy/contracture release**  ⨉ ⨉ 

Trauma-related amputation**  ⨉ ⨉ 

Skin grafting  ⨉ ⨉ 

Burr hole**  ⨉ ⨉ 

Neck exploration for bleeding**  ⨉ ⨉ 

Specialized reconstructive or burn surgery   ⨉ 

Repair of vascular injury   ⨉ 

Neurological 

Macro-neurosurgery and basic micro-neurosurgery 

(including spine fracture)** 

  ⨉ 

Advanced micro-neurosurgery   ⨉ 

Congenital 

Repair of cleft lip and palate   ⨉ 

Repair of club foot   ⨉ 

Shunt for hydrocephalus    ⨉ 

Repair of anorectal malformation and Hirschsprung’s 

disease 

  ⨉ 

Visual impairment 

Cataract extraction and insertion of intraocular lens   ⨉ 

Eyelid surgery for trachoma   ⨉ 

Nontrauma orthopaedic 

Drainage of septic arthritis**  ⨉ ⨉ 

Debridement of osteomyelitis**  ⨉ ⨉ 

* Countries can add/remove procedures from this table depending on national surgical systems and burden of disease. The level 

at which services are available are indicative only and may change based on the country context. For example, the procedures 

listed for primary health care facilities may be also provided at first-level and higher-level hospitals. The procedures under first-

level hospitals may also be provided at higher-level hospitals.  

** An emergency procedure or condition. 

Source: Adapted from Mock et al. (2015). 
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Appendix 2. Tables for review of systems inputs and processes  

Table A2.1: Review of key systems inputs required to deliver core surgical service packages 

Surgical package(s): ________________________ 

Systems input Key elements 
Current 

status/gaps 

Underlying 

reasons for 

gaps 

Redesign/

improvements 

needed 

Human resources o Retention 

o Task sharing 

o Rotation/reallocation 

o Ancillary staff 

   

Financing o Coverage by type of financing 

o Options for expanding coverage 

o Public and private service balance 

o Fee for service 

   

Infrastructure o Water and sanitation 

o Hygiene resources 

o Electricity and waste 

o Space and patient flow 

o Purchase/repurpose 

o Information and communications 

technology (ICT) 

   

Medicines, 

commodities, 

equipment, blood 

products 

o Essential lists 

o Procurement and distribution plans 

o Quality control 

o Maintenance 

o Sterilization 

   

Data use and 

management 

o Health information systems (HIS) 

o Audits and death reviews 
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Table A2.2: Review of key systems processes required to support delivery of quality services 

according to standards 

Systems area Key elements 
Current 

status/gaps 

Underlying 

reasons for 

gaps 

Redesign/

improvements 

needed 

Regulations 

Surgical workforce o Licensing 

o Accreditation 

o Credentialing 

o Continuous training/education 

   

Surgical facilities o Licensing 

o Accreditation 

o Hospital management requirements 

o Key performance indicators 

   

Medicines, surgical 

consumables, 

equipment and 

blood products 

o Regulatory standards  

o Purchase agreement 

o Pharmacovigilance 

o Blood safety 

   

Pathology and 

laboratory services 

o Licensing 

o Accreditation 

o Credentialing 

o Quality standards 

   

Telemedicine o Governance 

o Privacy 

o Security 

   

Financing 

Availability of 

resources for 

surgical services or 

systems 

o Budget allocations to health/surgical 

services 

o Eligibility and coverage of national 

health insurance schemes 

o Local government funding allocations 

o Coordination of donor resources 

   

Policies, standards, guidelines and standard operating procedures 

Clinical practices o Key interventions 

o Evidence-based practices 

o IPC standards 

   

Screening for 

surgical procedures 

o Screening test standards 

o Population screening protocols 

o Thresholds for clinical action 

   

Antibiotic use and 

prevention of 

antimicrobial 

resistance 

o Resistance testing protocols 

o Thresholds for changing drug use 

o Standards for limiting antibiotic use 

to prevent AMR 

   

Pandemic 

preparedness – 

surgical services 

o Standards for clinical management 

o Response to outbreaks 

o Testing protocols 

o Maintaining routine services 

o Remote care 
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Table A2.3: Review additional system support areas needing special attention to improve access 

to and quality of surgical care  

Systems input Key elements 
Current 

status 

Underlying 

reasons for 

gaps 

Redesign/

improvements 

needed 

Patient pathways 

for early diagnosis, 

clinical decision-

making 

o Mass screening approaches 

o Triage 

o Referral (facility–facility) 

o Emergency care  

o Primary healthcare 

o Telemedicine  

   

Infection 

prevention and 

control  

o Practices, equipment and supplies 

o Hygiene resources 

o Environments and patient flow  

o Routine audit 

o Informed consent 

o Telemedicine and communication 

   

Pathology and 

laboratory services 

o Trained manpower 

o Services available by area 

o Laboratory capacity 

o Quality control 

   

Reaching 

geographically or 

socioculturally 

isolated 

populations 

o Registration, standards and roles of 

surgical missions 

o Screening programmes and early 

diagnosis 

o Outreach programmes  

o Telemedicine 

o Improving primary care capacity 

   

Mobilizing 

services to areas of 

high need and 

varied clinical 

requirements – 

emergency 

preparedness, 

response and 

resilience 

o Surge capacity 

o Contingency plan 

o Emergency medical team 

o Specialist staff 

o Mobility requirements 

o Partnerships and collaboration 
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