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THE NETWORK EFFECT
May 2021

Dearest readers,
In economics, the network effect is a phenomenon by which the utility a user can derive
from a service depends on the number of users within the network. Simply put, the larger
the number of users of a network, the greater the value of that network. If only two people
owned telephones in the world, just one phone call could be made. However, if we increase
the number of telephone users, the number of possible phone calls increases exponentially.
Similarly, global surgery is an international network of users where our common goal is to
strive towards safe surgery for every person in the world. The patients are the end service
users, desperately needing a strong surgical network to optimise the service provision of
affordable, reliable and safe surgery.
Within the network, the service providers and wonderful global surgery projects are the
nodes. We connect each other, transmitting valuable data, critical energy and infinite love
from one node to the next, whether it be advocacy efforts, clinical improvement projects or
ground-breaking research.
Rapidly, our global surgery network is increasing, our reach spreading further and faster,
and our positive network effect is now providing essential utility to those undergoing
surgical procedures across the world.
The One.Surgery network is also continuing to grow. From our continued publications of
Voices of One Surgery, to our academy providing free courses to users across the world, and
from our global surgery research index to the imminent launch of a unique global surgery
awards program, we are proud to be just one node in this amazing global surgery movement
that we are all contributing beautifully towards.
Together, we are the network effect.
With love always,

Saqib Noor

saqib@one.surgery
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THE ROAD TO
RURAL
UROLOGY
PRACTICE
JESUDIAN GNANARAJ
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The Crofts Memorial Hospital is a mission
hospital in Assam near the Bhutan border, and
serves the local Bodo tribe who live there. Mr. P is
a 42-year old man who has a small shop in a
nearby village. For a long time, he suffered from
back pain, but ignored it until one day, he
suddenly became very ill and was unable to pass
urine. He received treatment at a hospital in a
nearby town called Bongaigaon, and was then
referred to Guwahati, the capital of the state. His
family spent all their savings on his treatment
along with some borrowed money before finally
they returned home, saying that they could not
afford dialysis anymore.
Mr P went to Crofts Hospital as he heard that
there was a urology camp in progress. His
problem was diagnosed as bilateral ureteric
calculi and after treatment at Crofts with bilateral
ureteric stenting, his problem started resolving
and his renal function started improving.

A few months later, Mr P brought another patient
who had renal failure due to bilateral ureteric
calculi.
This time they came directly to Crofts, and had
not spent money elsewhere. Dr. Biju, the local
surgeon at the hospital, performed the procedure
under supervision.
Two years later, Dr. Biju is not only able to
perform the stenting independently, but he is also
able to break the ureteric and renal stones using a
Lithoclast and Ureterorenoscope.
As a urologist helping hospitals in rural and
remote areas, I come across one or two patients
every month with renal failure that could be
relieved by the simple DJ stenting.
Unfortunately, at present, the equipment needed
for DJ stenting is expensive and out of reach for
most of the non–urologists in the country.
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Going through the data of the Mobile Medical
Camps of the Aarohi NGO in the foothills of
Himalayas, we found the following:

As shown in the figures, the image from a laptop
cystoscope is good, and could be used for
diagnosis and minor procedures like stenting.

1. Even in such remote areas, 5% of the
outpatients have urology problems. The data
from the Indian government estimate that there
are approximately 4600 urology patients every
100000 population.

Two of the rural surgeons trained with the laptop
cystoscope are now extensively using the
equipment for diagnostic scopes and routine
procedures such as stent insertion and removal.

2. Only 2.1% of those with urology problems
were able to afford treatment.
By training a few rural surgeons to manage
common urology problems, we were able to
improve the essential surgical coverage in rural
areas, prevent morbidity and mortality as well as
tremendous cost-saving for the population.
These figures are from the target area where we
trained a few rural surgeons.
Although such training has great benefit to the
rural areas, the primary problem is of resource
limitation in these areas. To resolve this, we have
designed a low-cost cystoscope, that works
directly with a laptop, creating an affordable,
easily accessible piece of essential urological
equipent.

During the Covid-19 pandemic, we
found out that it is possible to share the screen
and guide the rural surgeon remotely during the
procedure.
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The analysis of the data from Aarohi also showed
that almost half the urology patients there could
be managed with little training and using the
laptop cystoscope.
A low-cost urodynamic study helps in objective
analysis of the patient's symptoms, allowing for
diagnosis, appropriate treatment and monitoring
of the condition. The rural doctors in the following
places listed below in the figure underwent a trial
of training and showed that it is possible to
successfully treat urology patients.

In collaboration with the International
Federation of Rural Surgeons and the Association
of Rural Surgeons of India, we have now officially
launched the Rural Urology Practice Course, an
online course that provides free instruction on
using the laptop cystoscope in rural practice
(after obtaining the low-cost equipment). The
course is accredited by the Martin Luther
Christian University, and further details can be
found by contacting Mr. Keso
[kesochie@gmail.com , +91 9856300864] or
visiting the course page on the One.Surgery
Academy - https://academy.one.surgery.
About the author
Dr Gnanaraj is an accomplished urologist and
laparoscopic surgeon, trained in one of the
premier medical colleges in India, Christian
Medical College Vellore of Madras University. He
has been working in rural and very remote areas
of India for three decades, has performed or been
directly involved in helping others perform
thousands of surgical procedures in rural areas,
and has helped more than 30 hospitals start
minimally invasive surgery capabilities. Dr
Gnanaraj is currently President of the Association
of Rural Surgeons of India (ARSI) and the Joint
Secretary for the International Federation of
Rural Surgeons (IFRS).
REFERENCES
1. https://www.arsi-india.org/
2. https://ifrs.site/
3. https://www.mlcuniv.in/
4. https://www.aarohi.org/
5. http://mdcurrent.in/primary-care/lecture-the-laptop-cystoscope-thursday-october1-2020/
6. https://www.youtube.com/watch?v=GdMeJAw6boo
7. https://www.youtube.com/watch?v=7AbhIn2ZAwI
8. https://www.youtube.com/watch?v=6SBL5KQAfIQ
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360 VIRTUAL
REALITY LIVE
STREAMING
TECHNOLOGY
AN INNOVATIVE METHOD TO DELIVER TRAINING
FOR SURGEONS GLOBALLY
JAGTAR DHANDA AND MAHMOOD BHUTTA

WWW.VIRTUALREALITYINMEDICIENANDSURGERY.COM
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The Coronavirus-19 (COVID-19) pandemic has
raised the agenda for the importance of remote
synchronous learning and provision of socially
distanced online medical education. 360VR (Virtual
Reality) video combines the use of smartphone
technology and a VR headset to deliver immersive
training, exploiting multiple viewing angles. Placing
the phone in a headset can put the user in an
artificial learning environment - be it within the
operating room, ward or clinic room, with teaching
content delivered through scheduled or on-demand
services.
Our organisation, Virtual Reality in Medicine and
Surgery (VRiMS ), has, in partnership with Brighton
and Sussex Medical School (BSMS, UK), developed an
educational platform for surgeons in training using
360VR technology. Uniquely, our 360VR video
streams feature cadaveric procedures and multiple
camera angles within the view, so users are in an
environment that closely mimics live surgery, and
allows learners to choose their preferred camera
angle by turning their head when watching content,
enabling better appreciation of anatomy and surgical
techniques.

TO DATE, VRIMS HAS
HOSTED TWO ONE-WEEK
COURSES DELIVERED TO
26 COUNTRIES AND
OVER 1000 DELEGATES.

The team has used the content from these
courses to develop a streaming player
(VRiMSplayer) which uses a platform
comparable to 'iPlayer or Netflix' containing a
library of 100 cadaveric procedures from 10
surgical specialties, and 50 related webinars.
This provides opportunity for future courses to
incorporate both live streaming and
restreaming of previous content via the
VRiMSplayer, where trainees can ‘pick and
choose’ content tailored to their individual
educational needs.
So where next?
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The platform can expand beyond surgery, and soon,
VRiMS will be hosting virtual reality training for
basic life support (BLS). We have funding to further
develop the technology for a true VR resource, with
6 degrees of freedom. Unlike 360VR, which uses
360 video capture, true VR is an entirely artificial
world utilising simulation and computer-generated
images to allow a person to physically move around
a virtual space. And this can be combined with
headsets enabling an even more immersive
experience, including hand gesture control and
haptics, as well as assessment of user interaction
with eye motion sensing or tracking. This could for
example, allow trainers to assess competency in BLS
through haptic assessment of the position of the
hand and rate and depth of chest compression, or
using eye tracking to assess user physiological and
stress response to resuscitation scenarios.
Importantly, VRiMS is a resource that is free for
trainees, and with an ethos of reaching ‘anywhere,
anyone.’ it is low cost and scalable, and so could
have considerable utility for training in global
surgery: smartphones are widely available, internet
connectivity is continually improving, and a low cost
360 headset can be created from cardboard and flat
packed. And so, this could be the ideal platform to
deliver training for essential surgical procedures.

IN PARTICULAR WE ARE
EXPLORING TRAINING FOR
THE THREE CRITICAL (SOCALLED BELLWETHER)
PROCEDURES: CAESAREAN
SECTION, LAPAROTOMY
AND FIXATION OF OPEN
FRACTURE – PROCEDURES
THAT SHOULD BE
AVAILABLE AT EVERY
REGIONAL HEALTH UNIT IN
THE WORLD, BUT WHERE A
LACK OF TRAINED
PERSONNEL IS OFTEN THE
MAIN BARRIER TO CARE.

Virtual reality could support immersive and
realistic training for surgeons, particularly those
working in remote areas, and ideally with content
delivered by trainers from their own region.
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The VRiMS@BSMS Group are looking for partner organisations with an interest in training in global surgery for
collaboration and realisation of our ambition. For further details please contact Jag Dhanda, Consultant
Maxillofacial/Head and Neck Surgeon and Honorary Clinical Reader (jagtar.dhanda@nhs.net) and founder of
VRiMS or Mood Bhutta, Consultant ENT Surgeon, and Honorary Professor (m.bhutta@nhs.net)

Jag Dhanda

Mood Bhutta

SURGEONS
HAVE NO
GENDER
PRIYANKA MENON
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Gender equity in surgery is now receiving
widespread emphasis from women all around the
globe, even though this issue has been lingering
within society for decades. Today, we see many
movements and organizations addressing this issue
of gender inequity within the healthcare setting.
The recent ones being the #MeToo and
#Hertimeisnow campaign which has been brought
to the forefront of public attention regarding the
critical issue of gender based violence, harassment
and discrepancy. In the past, most women have
generally taken up non-surgical duties such as
nursing, which in turn acts as a mirror to their
gender value of being a caregiver at home. This was
consistent with the assumption of their sex-role
which described women as communal, meaning the
loving and empathic one, and men as agentic, which
means competent and powerful.
These assumptions have resulted in our
perceptions and evaluations of what a woman
should and should not do, or what she should wear
and how she should behave today, whilst creating
some symptoms of inequity between sexes,
especially in the healthcare profession.

“This article will not
be published because a
woman wrote it.”
“Women do not make
good leaders”

“Female surgeons
should not earn as
much as male
surgeons.”
“Females belong in
kitchens rather than
the operation
theatres.”

“Inequality” and “inequity” are different concepts
that first need to be understood before moving on.
Inequality refers to any variation, for example,
unequal distribution of resources among members
of a society. Inequity refers to both avoidable and
unjust causes, for example, if two people are guilty
of committing a crime but one person gets
convicted only because he cannot afford a good
lawyer.
As mentioned earlier, gender inequity exists to a
varying extent in all groups of people, despite us
now in the 21st century. In the healthcare setting, it
usually translates to a power imbalance with
women being more vulnerable. Even though the
percentage of women as surgeons and surgical
residents are increasing, women still remain underrepresented in essential aspects like surgical
leadership positions, have larger pay gaps
compared to men, and are not being equitably
recognized for publications.
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In terms of surgical leadership positions, women
are not equally promoted compared to men.
According to the AAMC (Association of American
Medical Colleges) Department of Sex,
Race/Ethnicity 2019 report, 82 % of the
professors and chairs are men. Based on reports
from womensurgeons.org, female surgeons earn
8% less annually than male surgeons even though
both men and women graduate with the same
amount of student debt. Because of this, women
tend to pay off only 33% of their education loan in
5 years. However, it does not stop there.
The pay discrepancy widens over time where
women earn about 90% of a man’s salary until 35
years of age. This drops to about 88% after the age
of 35. And while there are many published articles
on gender inequity and disparity, we still find
women being under-represented as journal
editors. When we face these kinds of
discrepancies, it makes us question ourselves
“should I?” before hitting the ‘submit’ button.
There is always going to be a “what if” at the back
of our minds and because of that, it has the
possibility to slow down the pace of discoveries as
a whole. Even in Malaysia, being a multiracial
democratic country, we still have issues regarding
gender inequity. Bosses often pry about our
marital status or our plans on starting a family
during interviews, even when the job has no
relevance whatsoever to those questions. Other
forms of discrepancies include women receiving
comments or being questioned on their ability to
perform a certain role or task and sometimes
being bullied into doing more work than men of
the similar job description. A survey conducted by
the Women’s Aid Organization (Malaysia) found
that 56% of women in the country have
experienced some form of discrimination in their
workplace.

Some of you might wonder how women can
contribute to society? Or how much of
a difference will it make if women are given equal
chances?
During World War II, Marie Curie and her daughter
Irene brought mobile X-Ray machines and radiology
units to the front line, which allowed more than a
million wounded soldiers to be treated.
Virginia Apgar, invented the Apgar score, a vital test
that was quickly adopted by doctors to test whether
newborn babies required urgent medical attention.
The Apgar score is responsible for reducing infant
mortality rates considerably and is still used today to
assess the clinical condition of newborns in the first
few minutes of life.
Neuroscientist Patricia Goldman-Rakic is recognised
for her studies of the brain, particularly, the frontal
lobes and how it relates to memory. Her
multidisciplinary research significantly contributed
to the understanding of neurological diseases such
as dementia, Alzheimer’s and Parkinson’s, and her
study of dopamine and its effects on the brain is
essential to modern day understanding of conditions
such as schizophrenia and attention deficit
hyperactivity disorder (ADHD).
These are only some of the many women who have
made outstanding contributions in the medical field.
Even though women were largely excluded from the
realms of science and medicine in those days, these
women continued to save countless lives with their
inventions and discoveries, and this has been an
inspiration to many generations of women in
medicine to this day. Therefore, it is clear that yes, if
women are given equal chances, we can make
significant contributions to society.
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The issue of gender inequity has been long
overdue and time has come for all of us to act upon
it.

“Do not wait for
someone else to come
and speak for you. It’s
you who can change
the world.”
MALALA YOUSAFZAI

As women, we have been looking for opportunities
to lead for a long time. We have studied just as
hard if not more than men only to be waiting to be
pushed into a corner with the excuse of being too
emotionally invested, too weak, lacking in
assertiveness and less rationale compared to men.
It is understandable that we should wait for the
right time to parade our knowledge, but
unfortunately we have to realize that the right
time does not come very often. The question that
is often being asked is “what can we do about it?”
For starters, those who are in power can use that
very same power and influence within professional
organizations to make changes against policies
that discriminate against women. We can start
recruiting more and more women for upcoming
projects, promote them for leadership roles and
nominate them for awards. The most important
thing to keep in mind is that we have to start
somewhere. If not now than when?

About the author
Priyanka is currently a third year medical student
studying in Quest International University, Perak,
Malaysia. She is also the current Honorary
Secretary of InciSioN Malaysia and the Honorary
Vice Secretary of The Malaysian Student Surgical
Society. Priyanka is currently involved in many
student-led events and societies. She is particularly
passionate and interested in the field of women and
child development and everything related to gender
equity as a whole. She aims to advocate for
empowerment of women to allow them to live with
dignity and to be able to contribute as equal
partners in development in violence and
discrepancy free environment plus to ensure
children are well nurtured and provided with full
opportunities for growth and development in a safe
and protective surrounding.
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CELEBRATING GLOBAL
SURGERY ACHIEVEMENTS
TOGETHER

AWARD CATEGORIES
RESEARCH

We aim to develop monthly and annual awards for
the best research contribution to the global surgery
sphere – voted for by the community.

CONTRIBUTIONS

An award to the best contributors to the One Surgery
platform, starting with the best writers in the Voices
of One Surgery publication.

HEART OF GOLD

Celebrating the unsung heroes on the front line of
global surgical care – not just clinicians, but all relevant
stakeholders, from hospital staff, to carers, industry and
supporting services.

AFTER MY
KINWAT
DAYS

AN INTERVIEW WITH
DR ARUN GADRE

Dr Arun Gadre is a gynecologist who spent
twenty years of his career serving the people of
the draught-prone rural region in Maharashtra,
India. With 14 published books, he is also an
award-winning author in the Marathi language.
In 1986, early in his career, he and his wife Jyoti,
a practicing anaesthetist, ventured to Kinwat, a
village in India, to set up a surgical service for the
poor. In 1987, he left the project, feeling he had
failed. The book, “My Kinwat Days” are his
memoirs, recalling his experiences there and
offering valuable lessons for the modern day
global surgery movement.
One.Surgery recently published extracts from
this book exclusively on our blog, and now we
are privileged to interview him for Voices of
One Surgery, to ask him what happened after he
left Kinwat.

Dr Gadre, thank you so much for joining us at
One.Surgery and sharing your book extracts on our
blog. Following on from your experience in Kinwat,
how did your career progress and what were the
most valuable lessons you've learned?
After Kinwat, my career progressed like the verse
in the Bible says, “Everything is the same under
the Sun!” I received the same pathos everywhere I
practiced. In that regard, nothing changed. My
father paid my loan and I made my exit from
Kinwat. Jyoti, my wife, had to go back to her
parent’s place to finish her studies in anaesthesia.
I took a few jobs to remain afloat. For obvious
reasons, the health department made sure that I
did not get a post in any district level civil hospital
where I could possibly work as a gynaecologist.
Instead, I was offered completely different jobs.
First, I held a post in a police OPD and later, a post
at a primary health care centre in a resourcelimited village without any of the facilities needed
to perform surgery.
Circumstances changed and I was able to get a job
at a charity hospital. I was employed on a paltry
salary for two years. In the meantime, Jyoti had
been able to join me after obtaining her diploma
in anaesthesia. We had our first child, a beautiful
baby girl but I was restless. As soon as I had 15000
Rs in my pocket, my passion to serve those with
no access to health care resurfaced again with a
bang. At first, Jyoti refused, which was
understandable of course, thinking of our new
born daughter and the memories of our difficult
experience at the rural community of Kinwat. But
I couldn't get it out of my head and eventually she
accepted. We landed in a small town, Lasalgaon in
the District of Nashik in Maharashtra. In a small
rented home, we began our new venture with our
three month old daughter. I was able to renovate a
room into a fully equipped delivery room at an old
nursing home that had been run by an old lady for
decades.
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Again, I started my leap back into the unknown. I
knew no one. I set up a surgical practice at the local
market place. People couldn't believe I was truly a
post graduate. No one had ever come to their small
community, but I started to put down roots there. In
1989, the ecosystem of the medical business was a
little easier than today. Yes, getting commissions for
referring a patient had already begun, but only on a
small scale. A handful of general practitioners,
nurses and medical officers in government hospitals
had concerns for their patients so I started receiving
referrals from them. Luckily, I had no loan to pay and
with some financial help from my father, I was also
able to build a seven-bed nursing home within 2
years.

However, I also had to change my fee structure. I
started charging 50 Rs instead of 3 Rs for
consultations, 1000 Rs instead of a 100 Rs for a
delivery and 4000 Rs instead of 300 Rs for a
caesarean section. In comparison, the nearest city
charged 15000 Rs (four times my price) for the
procedure of the caesarean section alone, whilst my
charges were inclusive of all that comes with the
procedure – hospitalisation, surgery, anaesthesia
and medication. Sadly, despite my charges remaining
very low, a third of the admitted patients still had no
means to afford the care I was offering.
Word spread fast that a doctor, operating at very
low charges, had come to Lasalgaon! The first ten
years were like a dream come true. We could survive
on my low salary and I could finally do the job I had
always wanted to do: leaving prosperity and the
ease of city practice behind and helping those who
needed it the most. We faced many immense
challenges: we only had water supply every third day
and only for twenty minutes. Often there was no
electricity for several hours. Expert help was
entirely out of the picture – Jyoti and I were the only
post graduates in the region. If I needed blood, it
would take at least 12 hours. Still, the joy of
overcoming these challenges was immense.
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To my relief, one lab technician arrived after two
years. I used to conduct some vaginal deliveries
with haemoglobin levels of 2-3 gram! My staff
were illiterate. I conducted mock trials with one
of the staff to teach her how to assist me in
surgery. We had a colour code for important vials
like – oxytocin/methyl ergotamine. We always
purchased from same companies because the
colour of the two vials was of extreme importance
in an emergency.
After ten years, the arrival of a doppler foetal
monitor/ electronic BP instrument eased my job a
little. It was fun. Patients were patients and not
yet turned in to customers of a commodity. They
believed in me. Unfortunately, two post-partum
bleeding deaths happened. Their relatives
assured me that I had done all that I could. The
politicians called me assuring me not to worry.
The police supported me. But alas, all this too had
to end beyond my comprehension and beyond my
vision. Since I was in the market of the private
healthcare sector, it seemed the market started
playing the same tricks as my time in Kinwat.
Public relations officers from the nearest city
started visiting the doctors around me, offering
them 40% commission for referring patients to
them instead. When I was charging Rs 6000
all included for a caesarean section, the package
of Rs 5000–10000 started reaching the general
practitioners for referring the same patient to the
nearest city. Post-graduate gynaecologists
started visiting hospitals run by general
practitioners without modern medical degrees to
operate for hysterectomies, charging paltry fees
of Rs 2000 for the service. They did not even ask
what the general practitioner charged from the
relatives, they simply took their fee, operated and
left. There was no consideration for surgical
indication, merely some basic investigations done
and surgery performed.

I performed a caesarean section for a women with a
ruptured uterus, with a haemoglobin of 8 grams.
Initially I was doing all of this without all required
lab tests! The market started exploding with money
invested by people other than doctors, finances
flowing into building multi-speciality hospitals. The
industry became lucrative with virtual absence of
enforced protocol, and absence of monitoring and
regulations. Even to this day, the private healthcare
sector in India is largely unregulated. If returns
from investment is the only guiding thrust, where
would ethics come in medical practice?
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The cost of ethical practice started getting more
prohibitive. The referred patients to me began
drying up as nearly everyone preferred
commissions to refer elsewhere. I dug my feet in.

So, on one hand, the income started dwindling, my
hospital beds started remaining vacant, yet on the
other hand, I was refusing sex selective abortions
and conducting un-indicated hysterectomies! Had
it remained only at a loss of income, it would have
been quite painful but not life threatening to us.

Hospitals and doctors began throwing
Corporations became established by the year 2000, compensation money whenever there was the
mostly in cities with the same fundamental business slightest complication, and this became normal
foundation but the path was cleared by these multi- expectations. The relatives assumed compensation
specialty hospitals. Exceptions were around, but
as their right. Politicians and the police also smelled
the helpless fodder of illiterate, uneducated
opportunity! Therefore practicing surgery without
patients was a goldmine for every new entrant in
any support became dangerous. I must have
this market. Gradually, the market constricted its
conducted 8000 – 9000 deliveries in twenty years.
suffocating grip on me. Hysterectomies were being I had three deaths due to post-partum
advised without any indication. I turned away at
haemorrhage. The first two deaths were in the first
least five patients in a week with my advice that a
ten years and went without any hardship. The third
hysterectomy was not needed. My misplaced
death was fatal to my practice. The patient's
anchor on the humanistic belief that people will
relatives asked for 400,000 rupees compensation
take wise decisions given the opportunity and right when I had charged only Rs 1000 for the delivery. A
information. Fear induced by the other general
mob was instigated to attack me. It surrounded me
practitioners and gynaecologists about white
but nearly half were my patients, and I escaped
discharge turning in to cancer proved more decisive unhurt. I was not alone.
than sound rational advice. Rumours were spread
that I do un-indicated caesarean sections. However, Many clinicians suffered humiliation and physical
my rate was around 8 percent even when the
attack in nearby small towns. Cumulative stress of
emergency admissions was 80% of my deliveries!
performing surgery in low-resource settings and
the commercial constraints with emerging physical
It became a daily battle of conscience for me. By the threats ended in my own angioplasty. Jyoti, who
way – I was not charging for ultrasound scans. Does bravely used to give anaesthesia for caesarean
a physician charge separately for using
sections on patients with 5-gram haemoglobin or
stethoscope? It helped me diagnose ectopic
with extremely high blood pressures, now started
pregnancies much earlier sometimes even before
getting tremors to give anaesthesia to even
symptoms began.
perfectly normal patients. We had had enough.

In retrospect, I am sure that this direction of evolving
events was ingrained in my decision when I first started at
Kinwat, to go for low-cost ethical practice while competing
with ruthless businessmen doctors and hospitals in an
unregulated chaotic market, where greed and profit would
trample the ethics of medicine. High moral standards were
just that. One has to be a part of the ruthless market or
leave it, and I decided to leave. In the end, the Lasalgaon
project turned out just like my Kinwat project. The only
difference was the duration, in Lasalgaon I was able to
survive for 20 years, while my project in Kinwat hadn't
even lasted a year.
We left Lasalgaon and migrated to a city – Pune. Again, it
was a leap into the unknown. We were now a middle aged
couple who knew only one trade – surgery. We were of
course responsible for our two teenage daughters and we
had no job and almost no savings.
Thank you Dr Gadre for such an epic answer and story! Did
you ever return to Kinwat for any reason? How did it make
you feel?
After seven years I returned once. I was visiting a nearby
district for an NGO I was working with at the time and I
couldn't help but visit Kinwat. I think I erased most of my
bad memories and a long time ago, I had realised that the
model I selected in Kinwat – private practice in an
unregulated market had formed the basis of my failures
there – So, I just chuckled and left without any grudges.
How was Jyoti's experience different from yours in a rural
setting, and do you think gender issues remain a big barrier
for rural medicine and surgery?
It was definitely difficult for her in Kinwat. One time, she
got the shock of her life. She did not wear the famous chain
worn by every woman after marriage. And one day an old
man asked me, right in front of her, whether she was my
“KEEP” (Relationship outside marriage).
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There was a cinema theatre where there were
two sections – women and men. When she went
to the market to buy sundry things – she got
advice that she should not come in to the public
place alone, or better she sends me.
In Lasalgaon too, she was the first woman who
drove a bike, went alone for morning walks. Most
gender tainted incidences were when people
automatically referred to her as a nurse! Nobody
believed that a woman could be an anaesthetist. I
took pains to introduce her and declare that "if
and when Jyoti declares a patient fit for surgery, I
would do it". It was a truth but I used it to counter
the gender effect.
But I also faced the gender effect in Kinwat. No
woman was ready to get examined internally by
me, as I was a male. Jyoti had to do it! The
situation improved in Lasalgaon but I had to
explain and beg for permission many times!
But that was thirty-five and twenty-five years ago
respectively. The situation has thankfully changed
for the better.
If you could do it all over again, what would you do
differently?
I will not get into the same model again. I will join
a government hospital or a charitable trust run
hospital instead.
What advice would you give to any younger
clinician wishing to work long term in a low resource
setting?
1 – Get experience of practicing in low-resource
settings by doing jobs in charitable hospitals in
remote area for at least two years.

2 - Join government hospitals or a charitable trust
run hospital. Do not enter into the unregulated
healthcare market in India, otherwise one needs to
accept commission based practice and perform for
un-indicated surgeries and procedures even to
survive.
I have performed interviews of 78 doctors across
India and with co-author Dr Abhay Shukla. writing a
book, published by Penguin India – Dissenting
Diagnosis. I would advise them to read it first.
https://www.amazon.com/Dissenting-DiagnosisArun-Gadre-2016-04-01/productreviews/B01K163X1A
How have you managed to maintain a career in
surgery whilst keeping up your passion for writing?
That was easy. I wrote my novel at two o'clock at
night when I had admitted patients for delivery
and could not sleep as I expected delivery to take
place in an hour. (I used to be in the labour room
even for a very normal delivery, as in India, relatives
expect that and, in both places, I had no
trained midwives).
I have a gift of compartmenting totally. When I write
a novel, I forget everything else. When the bell rings
and I rush to conduct a delivery, I forget the novel.
When I return to the table, I resume as if there was
no intrusion! Writing was my need and my stress
buster when I practiced in resource-poor operating
theatres.
Do you think your writing helped your skills as a
doctor, and do you think your experience as a doctor
helped with your writing?
Yes. I believe that writing novels does need empathy
and understanding of the human mind. It helps in
the medical profession. But there is a catch.
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The empathy in writing is 100 percent, you truly
become your character. However, in medical
practice you need to keep a stern distance after a
limit. One is forbidden to get involved emotionally
with a patient. None of my novels are based on
the medical domain. Only the first one was on my
experiences as a medical student. Medical
practice needs to understand what patients and
relatives think, to read between the lines, to
negotiate tough situations. It definitely helps
when as an author, one has created living fictional
character to negotiate with.
Do you regret your time in Kinwat?
Kinwat has given me that precious experience
and teaching that no university offers. But yes,
experience is a cruel teacher. It punishes first and
teaches later. I do not regret going to Kinwat
or practicing at Lasalgaon. It helped me to
understand who I am, helped me come out of my
comfort zone and ask questions, and ponder over
many philosophical issues. I am blessed by
the rich experience. And I can’t forget that my
mere presence helped thousands of patients in
need.
Now that global surgery is becoming more
mainstream as a movement to provide surgical
care in austere settings, what do you think the
priorities are on the global setting?
My understanding has been enhanced by my firsthand ground experience and deliberation on the
political economy canvas of health care. The topic
is vast. I will surmise with a few points. These
are my personal views and I am not ashamed of
my bias. My bias is for pro-poor and for the
people living in remote areas, rural areas.
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Universal healthcare
Healthcare must come out of the market place.
When I talk of market, I mean that the patient
should not buy it from the provider as she is a
helpless creature with power and information
asymmetry. There must be a central purchaser on
behalf of the patients. The world over, we
need universal healthcare. The forms may differ
but the principle is non-negotiable. There should
be a ban on hospitals earning profit. Corporate
thinking is a big NO in healthcare. Doctors can
earn reasonably. Hospitals should only to be able
to manage wear and tear and reinvest.
Corporations destroy the bond between the
patient and the doctor.
Read my book – Dissenting Diagnosis. After
COVID, I got a video from a neurosurgeon from
New York. He is more or less putting across the
same views. After this catastrophe, we should
open our eyes and come out of this marketplace
that has benefitted the commercial healthcare
sector whilst 65 million people in India are below
the poverty line, facing catastrophic expenses for
healthcare.
Standardization of medical practices, optimisation of
costs and better regulations.
Unfortunately, even the western world cannot
even fathom the impact of the unregulated
market in healthcare. In all western countries, the
market is heavily regulated and hence when the
western stakeholder thinks of a private health
sector, she just cannot even imagine what I faced
in Kinwat and Lasalgaon, what eminent doctors
are saying in my book.
If we have to provide surgical care to billions
of people in Asia and Africa we need to stop and
see the elephant in the room.

The huge unregulated private healthcare sector is
literally siphoning the oxygen from the government
sector in pretext that private is the panacea for all
ills. We need to get out for this self-congratulatory
proposition. For example, the world bank forced the
Indian government to impose user fees in the public
healthcare sector. It is foolishness at best and
cunningly supporting the greedy private healthcare
systems at worst.
The funds flow is twisted
I regret to see the millions of dollars being spent on
research and no funds for action. For example, I did
not get support for even Rs 2000 per month for
two years to root in Kinwat whilst a researcher got
around Rs 100000 for studying the psychological
impact of leucorrhoea in tribal women. The majority
of funding has been captured by an academic elite
and arguably often spends millions on futile inquiry.
I am truly yet to find a significant research finding
that has impacted policies brutally. The support for
charitable hospitals is getting thinner and thinner.
Technology has become an addiction
Donors, health policy planners and funders get
drunk by technology. I think that technology per se
surely could help people in rural areas. However, I
knew one project that used some high-tech gizmo to
wrap around the legs of patients who have bled
heavily after delivery. All this while a simple cloth
tourniquet can do the job! You just need to teach
the local personnel to apply it correctly. I do
understand the use of technology but if the same job
could be done in the field by training people instead,
why go after the technology?
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There are some efforts in India which are
exemplary. My emphasis is on the wastage that
could be avoided.
Strengthening primary care
We need to strengthen the primary care if we
want to improve quality of surgical care. In India
the pyramid is inverse. Huge investments and
quality care is dedicated to the tertiary section
whilst primary care is on its knees. For this
change to happen, a huge fund flow should be
diverted to primary health care.
Thank you so much Dr Gadre for your time and
dedication, not only to this interview and all
your writings, but the tremendous work you
and Jyoti have done together in this field of
global surgery over the last 20 years.

Dr Arun Gadre can be contacted via his email:
drarun.gadre@gmail.com

BUILDING
VIRTUAL
BRIDGES
RAYMEN ARVIIN CHANDRASAGRAN
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Since the COVID-19 pandemic, we have seen
monumental changes in interpersonal
communication. They have occurred across
various sectors and different levels of
communities worldwide. Due to the loss of faceto-face communication that cannot always be
substituted for, such changes have not always
been positive. Nevertheless, they have
undeniably opened up new opportunities in
communication and interaction, especially in
fields such as global health. Medical students,
who play an important role as advocates in
global health fields like global surgery, have
obtained newfound avenues for advocacy,
education, and research, which will push the
field forward for many years to come.
Prior to the pandemic, medical students have
mostly only been able to interact with global
surgery experts by attending international
conferences. However, many of them have been
held back from participating due to the high cost
of travel and accommodation for these
conferences, especially students from low and
middle-income countries (LMIC).
The current pandemic has caused a shift away
from face-to-face communication towards more
interaction over virtual platforms. This shift has
resulted in such conferences being organized
over teleconferencing applications such as
Zoom and Webex. As a result, medical students
can now participate in such conferences much
more conveniently with just a laptop and good
Internet connection. This allows more students
to better educate themselves on global surgery
and engage with various stakeholders and
experts.

In the process, they learn how they can play a
more significant role in advocating for global
surgery in their local communities and medical
schools. Nevertheless, challenges to such
engagements still continue to exist in many
LMICs due to the insufficient infrastructure
needed for e-learning, such as poor Internet
connection or being financially incapable of
purchasing laptops (1) . Such hindrances will
continue to be a hurdle to global surgery
outreach efforts among medical students in
LMICs if left unaddressed.
Since the advent of the pandemic, social media
has been pushed to the forefront as an important
means of engaging and disseminating information
to the public. In Malaysia, the local health
ministry has used social media platforms such as
Facebook, Twitter and Telegram to share daily
updates of the COVID-19 cases in the country.
This boom in social media usage has provided
global surgery student societies massive
opportunities to raise awareness on various
global surgery topics. Among these societies is
InciSion Malaysia, which has organized Facebook
Live sessions engaging various local surgical
experts in Malaysia to discuss topics such as
global cancer surgery and paediatric surgery.
These events, made open to the public, have
increased medical students’ and the public’s
awareness on global surgery. They have also
served as platforms to discuss pertinent
challenges in the field and how various
communities can play a role in future solutions.
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Sessions on collaborative research were also
organized to engage medical students who were
interested in research, but were unaware of
potential avenues to get involved. Through these
events, they learnt how they could contribute to
global surgery through collaborative research,
sparking new initiatives for involvement.
Despite some significant strides already made by
medical students interested in global
surgery through the effective use of social media
networks, many opportunities still exist for
medical students to use social media effectively to
raise awareness and engage in global surgery.
Language barriers have proven to be a significant
challenge in global surgery, preventing
engagement with local non-English speaking
communities (2). Medical students can use the
opportunities provided by social media platforms
to bridge this gap. As significant beneficiaries of
any advances made in global surgery, engaging
local communities in discussions as stakeholders
is vital to bring about impactful changes in surgical
care for these communities.

One such method is to create social media
awareness campaigns written in non-English
languages spoken by local communities. These
campaigns can be structured by recruiting
medical students and professionals who are
both global surgery advocates as well as native
speakers of these languages. The campaigns
would focus on the various disparities in surgical
care plaguing these communities, such as the
Three Delays framework outlined by the Lancet
Commission on Global Surgery. Through these
campaigns, non-English speaking members of
local communities will learn more about global
surgery and its benefits. Such awareness may
bring about changes in local community
practices which will alleviate some of the
current disparities, such as treatment-seeking
behaviour.
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It is also paramount that medical students advocate
for the incorporation of global surgery into medical
school curricula. Medical students, as future
healthcare leaders, are major stakeholders in global
surgery. Despite this, very few medical schools
incorporate global health education into their
curriculums. Through the effective use of social
media, medical student global surgery advocates
can change this by connecting with global surgery
experts to obtain guidance on the essential content
of a global surgery curriculum.
These ideas can then be presented at curriculum
review meetings by student body leaders to
relevant members of the faculty, through which a
blueprint for the incorporation of global surgery
into the curriculum can be developed.
In the right hands, social media has the potential to
be a powerful tool in building virtual bridges
between communities. Hence, it is up to medical
students, as global surgery advocates, to utilize this
tool effectively to bring global surgery to the
forefront. By doing so, they can be catalysts to bring
about the needed innovation in the field that leads
to positive changes in surgical care for
communities that need it the most.
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COLLABORATION IN GLOBAL SURGERY:

PROBLEMS AND SOLUTIONS

DIONYSIA KRAVARIOTI
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Throughout the world, most of the international
efforts focus on communicable diseases, but very
few focus on surgical care. Nevertheless, many
people die each year because they cannot access
surgical care. This percentage is higher than the
mortality rate due to AIDS, tuberculosis, and
malaria, combined. The highest incidence comes
from accidental trauma, tumors, obstetric
complications, eye problems, perinatal conditions
and congenital anomalies, male circumcision and a
large group classified as “Other”, which mainly
includes hernias, gallbladder disease and
infections that require surgical intervention.
So, it is obvious that surgical care is an essential
component in health and minor surgical ailments
could become life-threatening especially in
developing countries.
Under the circumstances, several organizations for
global surgery act together so that surgery and
anesthesia improve on a global scale. These
organizations demand the cooperation of numerous
clinical and non-clinical specialists including
surgeons, anesthetists, nurses, allied healthcare
professionals and, in addition, policy makers,
epidemiologists, and economists. They also partner
with multiple stakeholders (state governments, the
World Bank Group and the World Economic Forum)
and local physicians and communities.
The recent Ebola, Coronaviruses and Zika
outbreaks have underlined the importance of this
type of global cooperation. Moreover, it is observed
that advances in global surgery have a positive
impact on resident training and overall health care
delivery. Not only do global health missions focus
on providing care and training residents but they
also educate and train local physicians.

This has improved continuity of care, reduced
cultural gaps and enhanced cooperation by
decreasing tensions with local doctors. However,
despite the successes of the global surgery
movement and individual project successes, there
remain a number of problems for global surgery
collaborations which still need solutions.

Different cultural backrounds
The interactions between healthcare
professionals from different backgrounds
sometimes tend to be episodic, and without
guarantee of continued dialogue. At this point,
global surgery programs need to embrace the
local culture and create long-term relationships
among the visiting programs and the hosting
physicians, to simultaneously encourage not just
two-way transfer of medical expertise, but
engage in on-going language and cultural
exchange too.
Brain drain
Upon completion of surgical training, whether at
home or abroad, the local healthcare
professionals may often choose to leave their
home area and pursue favorable possibilities
within their chosen career field.
Sufficient incentives therefore need to be in
place for staff to stay within the local health
system, whether this be economic, or the
possibility of obtaining advanced surgical
training from local or visiting education
programs, to ensure skills are constantly being
developed in the best environment to tackle the
pathology.
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Problematic follow-up

Lack of evaluation

Follow-up data on patient outcomes from
surgical visits is often limited and there are
sometimes just a few interactions with
participating teams from one trip to the next. To
improve the above mentioned situation,
stakeholders involved in global surgery have to
assist with ensuring continuity of care. IT
technology could be an essential tool for
enabling outcomes, and design of surgical
interventions should be based on the evidence
of previously proven actions where possible.

Last but not least, any model of cooperation
must be evaluated. A massive expansion of
investment in global healthcare has not been
matched by an equal commitment to evaluate
these investments.

Modern technology

There is no doubt that evaluation will improve
efficiency and will help people to understand
why some programs work while others do not.
For instance, the establishment of a
multidisciplinary group composed of academic
leaders from low, middle, and high-income
countries is highly recommended. This group
could disseminate information about the
activities and strategies used by individual
institutions, improving the current state of
ambiguity worldwide.

The economic and health consequences of
globalization, the increased demand for
collaboration and the internationalization of
medical knowledge require changes in how
health care is provided and clinicians are
trained. Therefore, the implementation of
advanced 21st century technology (e.g. frequent
video interactions) and a wider sharing of data
have to become standard practice among
scientists around the world.

In this way, the entire global healthcare
movement is invalidated because without
proper supervision and accounting,
countries and donors do not know for whom
their investments are being intending.

Current progress and improvements
Lack of many effective international
partnerships
More robust international partnerships for
global surgery programs and larger global health
networks will significantly enhance single site
efforts. A network effect of multiple
organisations in communication will increase
learning opportunities amongst all participants.

However, I would like to highlight that there is
already a movement to modify the
formal curriculum of medical education in order
to include the values of equitable
partnership in health care decision making and
care delivery.
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Furthermore, the above mentioned 21st century
technology is already underway. In 2008,
donations were made by both the Bill and
Melinda Gates Foundation and the Rockefeller
Foundation to the Consortium of Universities for
Global Health to interconnect academic, industry,
and philanthropic agencies.
This consortium arranges educational meetings
and offers a website with an open access forum
for members to share their experiences globally
with other communities. Also, thanks to the
internet, some research is now available online
months before publication everywhere in the
world.

capacity that could be deployed in other low
and middle income countries.
As powerful as this vision is, its fulfillment will be
more difficult than people initially expected. But,
experts are confident that the results will be
more satisfying for the participants and they will
lead to better outcomes. Undeniably, creating a
robust global network will benefit all sites, will
encourage the development and sharing of
patient resources and will permit participants
from various nations across the globe to
contribute to the collective expertise.
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Moreover, there are specific global programs that
have been very successful, for instance that of the
Pan-African Academy of Christian Surgeons. This
fully certified program started training programs
in general surgery in Africa in 1996 and its goal
was to train 100 African surgeons by 2020.
Finally, the concept of hospital “twinning” has
become more frequent. This means that a single
department of a university based in a high income
country is associated with a similar department in
a developing country and creates academic
relationships in surgery or research. An excellent
relevant example is that of the partnership which
was created between the National University of
Rwanda and the Center for Global Surgery at
McGill University Health Center of Canada in
2010. Its purpose is to increase Rwanda's surgical
workforce through a training program in surgery,
which is based on local needs rather than
Western models. In addition, this program
addresses one of the main obstacles, which is the
retention of professionals in their country.
Finally, this particular partnership creates
future independence for a growing local surgical
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