
Disaster Response Workshop 
11th ACNS, Surabaya, March,  2016 

 
Disaster Response: Overview 

 

Russell J. Andrews MD 
rja@russelljandrews.org 

 
 

Medical Congress Organizing (MCO)® by PT. Pharma-Pro International
Copyright © 2015 MIS IT PT. Pharma-pro International

About
11  Asian Congress of Neurological Surgeons (ACNS) 2016 in conjunction with 
The 21  Annual Scientific Meeting of Indonesian Society of Neurological Surgeons (PERSPEBSI)

Date : March, 8  – 12  2016
Venue : Shangri-La Hotel Subaya, East Java, Indonesia

The ACNS is a family of Asian Neurosurgeons striving to improve the standards of Neurosurgery in Asia. The objective is to bring all
the Neurosurgeons in Asian countries together and learn, discuss and grow together. After being established as a society by Dr.
Tetsuo Kanno in the nineties, ACNS has grown in a tremendous fashion. The leaders are poising to take ACNS to the next level
where one of the best educations in Neurosurgery is rendered to all the residents in Asia, irrespective of the country. 

Under the able leadership of Professor Yoko Kato, the organization has grown from strength to strength and the last few ACNS
conferences are a clear demonstration of how much momentum the society has gathered. In March 2016, Surabaya, Indonesia will
be hosting the 11th ACNS conference in conjunction with The 21  Annual Scientific Meeting of Indonesian Society of Neurological
Surgeons

CONTACT US

For information details
Please Contact

11  ACNS 2016 Secretariat

Ms. Ririen / Ms. Santi
Komplek Perkantoran Duta Merlin
Blok C/35-36
Jl. Gajah Mada 3-5, Jakarta 10130

Phone : +6221-6386-9502 ext.106

Mobile : +6281282996104

Fax : +6221-6386-9503

Email 
: acns2016@pharma-
pro.com

th

st

th th

st

th

HOME CONGRESS INFORMATION SCIENTIFIC INFORMATION REGISTRATION GENERAL INFORMATION

Medical Congress Organizing (MCO)® by PT. Pharma-Pro International
Copyright © 2015 MIS IT PT. Pharma-pro International

About
11  Asian Congress of Neurological Surgeons (ACNS) 2016 in conjunction with 
The 21  Annual Scientific Meeting of Indonesian Society of Neurological Surgeons (PERSPEBSI)

Date : March, 8  – 12  2016
Venue : Shangri-La Hotel Subaya, East Java, Indonesia

The ACNS is a family of Asian Neurosurgeons striving to improve the standards of Neurosurgery in Asia. The objective is to bring all
the Neurosurgeons in Asian countries together and learn, discuss and grow together. After being established as a society by Dr.
Tetsuo Kanno in the nineties, ACNS has grown in a tremendous fashion. The leaders are poising to take ACNS to the next level
where one of the best educations in Neurosurgery is rendered to all the residents in Asia, irrespective of the country. 

Under the able leadership of Professor Yoko Kato, the organization has grown from strength to strength and the last few ACNS
conferences are a clear demonstration of how much momentum the society has gathered. In March 2016, Surabaya, Indonesia will
be hosting the 11th ACNS conference in conjunction with The 21  Annual Scientific Meeting of Indonesian Society of Neurological
Surgeons

CONTACT US

For information details
Please Contact

11  ACNS 2016 Secretariat

Ms. Ririen / Ms. Santi
Komplek Perkantoran Duta Merlin
Blok C/35-36
Jl. Gajah Mada 3-5, Jakarta 10130

Phone : +6221-6386-9502 ext.106

Mobile : +6281282996104

Fax : +6221-6386-9503

Email 
: acns2016@pharma-
pro.com

th

st

th th

st

th

HOME CONGRESS INFORMATION SCIENTIFIC INFORMATION REGISTRATION GENERAL INFORMATION



Poverty, Health, and Societies of the Future

The relationship between clinician and patient has
been the bedrock of the global health equity move-
ment. It was the call for access to basic medical services
for patients—and patients demanding empowerment for
their community health workers—that drove the Health
for All movement in the 1970s. It was the insistence by
patients, activists, and clinicians for all people with AIDS
to receive treatment that led to the transformation in ac-
cess starting just 10 years ago in the developing world.
That insistence will continue to be the energy and life-
blood of the movement—patients claiming their rights,
and physicians supporting their patients—together ad-
vocating for a world in which a child born anywhere can
have a life of opportunity, dignity, and access to quality
health care.

Patients and clinicians have played a transforma-
tive role in refocusing the public imagination on the cen-
trality of the patient-clinician relationship. Partner-
ships and persistence have helped bend the arc of history
closer to justice. Globally, health is improving.

In 2011, global average life expectancy reached 70
years, a gain of 6 years since 1990.1 The global child mor-
tality rate has declined 40% in the same period.2 In the
10 years since the World Health Organization and do-
nor countries, especially the United States, committed
to support countries in scaling up antiretroviral treat-
ment for AIDS, 10 million people in developing nations
have gained access to this life-saving therapy.3 These are
just a few of the milestones of recent progress.

Despite this progress, many challenges remain while
new ones are emerging. Global inequities persist in the
survival of mothers and their children. Child malnutri-
tion—including the challenges of obesity as well as food
scarcity—remains a daily tragedy worldwide. An increas-
ing burden of morbidity associated with noncommuni-
cable diseases and aging is emerging. Finance systems
for health, in many places, are emptying the pockets of
patients and plunging them into poverty when they seek
care, rather than protecting them from financial hard-
ship at the time of their greatest health need. These are
but a few of the myriad challenges the current struggle
for health equity is confronting.

Today, resources, tools, and data are available that
previous generations could only dream of. The values
that bind clinician and patient to strategy and systems
analysis—to a “science of delivery”—and to rigorous mea-
surement must be connected, and action must be taken
to build healthier societies.4

The setting for this work is the growing movement
for universal health coverage.5 The aims of universal cov-
erage are the same as clinicians’ aspirations for their pa-
tients: to ensure that all people can access quality health
services, to safeguard all people from public health risks,
and to protect all people from impoverishment due to
illness—whether from out-of-pocket payments for health

care or from loss of income when a household member
becomes ill or injured.

Every country in the world has the possibility of im-
proving the performance of its health system in the 3 di-
mensions of universal coverage: access, quality, and af-
fordability. Priorities, strategies, and implementation
plans will differ from one country to another. In all cases,
countries need to tie their plans to relevant metrics.

The good news is that many countries are challeng-
ing themselves with this goal, measuring outcomes, and
achieving remarkable progress. Turkey, for instance,
launched its Health Transformation Program in 2003 to
provide access to affordable, quality health services for
all. Formal health insurance now covers more than 95%
of the population. The health reform is one of several fac-
tors that have contributed to Turkey’s health gains. Be-
tween 2003 and 2010, the infant mortality rate in Tur-
key declined by more than 40%.

Thailand’s universal coverage reform dates from
2001. Its program has substantially increased health care
use, especially among the previously uninsured. As of
2009, the program had already reduced by more than
300 000 the number of Thai facing catastrophic health
care costs.

Thailand, in fact, launched its universal coverage pro-
gram despite concerns of fiscal sustainability initially
raised by the World Bank Group. Thailand’s health lead-
ers were determined to act boldly to provide access for
their entire population. Today the world learns from Thai-
land’s example.

Many other countries are also advancing. The grow-
ing momentum for universal health coverage coincides
with a new chapter in the global fight against poverty.

Last spring, the World Bank Group committed to
work with countries to end absolute poverty world-
wide by 2030. For the first time, an expiration date for
extreme poverty has been established. However, fight-
ing extreme poverty alone is not enough. That is why the
World Bank Group set a second goal: to build prosper-
ity that is equitably shared, by nurturing economic
growth that favors the relatively disadvantaged, the
poorest 40%, in every society.

To end poverty and boost shared prosperity, coun-
tries need robust, inclusive economic growth. To drive
growth, they need to build human capital through in-
vestments in health, education, and social protection for
all their citizens. To free the world from extreme pov-
erty by 2030, countries must ensure that all their citi-
zens have access to quality, affordable health services.

Today, as never before, the opportunity exists to
unite global health and the fight against poverty
through action that is focused on clear goals. The 2
aspirations—of a right to health and of ending extreme
poverty—can be pursued as 1 through universal health
coverage.
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Although there is no single path toward universal health cov-
erage, an emerging field of global health delivery science is gener-
ating evidence and tools that offer promising options for coun-
tries. Delivery science offers a chance for clinicians, as well as
anyone involved in human health care, to harness their passion
for improving patients’ lives into practical solutions for improving
health systems.

Here is just 1 example: For decades, energy has been spent in
disputes over disease-specific vertical service delivery models vs in-
tegrated horizontal models. Delivery science is consolidating evi-
dence on how some countries have solved this dilemma by delib-
erately crafting priority disease-specific programs to drive
improvement in the wider health system.6 These models have suc-
ceeded in countries as different as Mexico and Rwanda.

Whether a country’s immediate priority is diabetes, malaria
control, maternal health, child survival, or ensuring treatment for
all patients with HIV/AIDS, a universal coverage framework can
harness disease-specific programs diagonally to strengthen the
overall health system.

As countries advance toward universal health coverage, the
World Bank Group and the World Health Organization will tackle 2
challenges together and in partnership with others worldwide. These
2 areas are deeply connected to the goals on poverty and shared
prosperity.

First, it is essential to ensure that no clinician, anywhere in the
world, needs to watch a family be forced into poverty because of
the expense of needed health care. Some estimates suggest that out-
of-pocket health spending forces 100 million people into extreme
poverty every year and creates severe financial hardship for an-

other 150 million.7 This is an overwhelming problem, as the an-
guish of impoverishment compounds the illness. Countries can end
this injustice by introducing equitable models of health financing,
along with social protection measures (such as cash transfers), for
vulnerable households.

Second, the gap in access to clinical services and public health
protection for the poorest 40% of the population in every country
needs to be closed. Improving health coverage and outcomes among
the poorer people of any country is critical for building their capa-
bilities and enabling them to compete for the good jobs that will
change their lives. Closing health gaps is necessary to reduce eco-
nomic inequality, energize countries’ economies, and build soci-
eties in which everyone has a fair chance.

The issue of point-of-service fees is critical. Evidence shows even
small out-of-pocket charges can substantially reduce their use of
needed services.8 This is both unjust and unnecessary. Countries can
replace point-of-service fees with a variety of forms of sustainable
financing that do not place poor people in this potentially unresolv-
able bind. Elimination or a sharp reduction of point-of-service pay-
ments is a common feature of all systems that have successfully
achieved universal health coverage.

There are many barriers to ending extreme poverty, boosting
shared prosperity, and achieving universal health coverage. Clini-
cians must continue to lead the way in delivering high-quality ser-
vices to patients and demanding that all patients, regardless of class
or nationality, deserve a chance at a healthy life. Achieving im-
proved health for all will require building health equity and eco-
nomic transformation as a single structure, a citadel to shelter the
lives of future generations.
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and particularly the welfare of developing countries, in 
the problem category of disease at the 2009 Copenhagen 
Consensus.61 The integration of surgery into district 
hospitals acts as an enabler, raising the ability to deliver 
other health-care services.62 Because of its complexity,63 
delivery of safe surgery and anaesthesia signals the 
presence of the “staff , stuff , space, and systems” of a 
responsive health care system.64 Such a system is capable 
not only of delivering surgical care, but also of treating a 
broad range of health challenges, whether it be a child 
with malnutrition, a mother dying of post-partum 
haemorrhage, a family injured in a bus collision, or a 
community faced with an Ebola outbreak. As World 
Bank president Jim Kim stated in his address at this 
Commission’s inaugural meeting, “surgery is an 
indivisible, indispensable part of health care”.2

Surgical conditions—whether cancers, injuries, con-
genital anomalies, childbirth complications, or infectious 
disease manifestations—are ubiquitous, growing, and 
marginalising to those who are affl  icted by them. These 
conditions are fi nancially devastating for individuals and 
their families, economically damaging for countries, and 
disproportionately threaten the welfare of the poorest and 
most vulnerable people in our societies. The arrival of 
2015 brings with it a new set of goals for the ensuing two 
decades, including commitments to UHC, increased 
investments in health, and a collection of SDGs that aim 
to end poverty, promote economic growth, and ensure 
good health for all. The one proposed health-related 
SDG—to ensure healthy lives and promote wellbeing for 
all at all ages—will need widespread and equitable 
delivery of surgery and anaesthesia, the treatment needed 
for a third of the global burden of disease.2 Similarly, the 
World Bank and WHO have targets for UHC of at least 
80% coverage of essential health services, and 100% 
protection from OOP payments for health services, by 
2030.39 In a world where 70% of the population cannot 
access essential surgical services, and 50% are at risk for 
catastrophic expenditure should they need surgical care, 
fulfi lment of UHC will need an expansion of surgical and 
anaesthesia services and a pro-poor approach to the 
fi nancing of surgical care. Such a scale-up will need 
immediate mobilisation of domestic and international 
health fi nancing, and a commitment to surgical services 
as an integral component of health systems strengthening.

Surgical and anaesthesia care are fundamental for 
health-care delivery for any country at any level of 
development. Broad scale-up of quality surgical services 
will prevent deaths, limit disability, palliate suff ering, 
promote economic growth, and help achieve maximum 
gains in health, welfare, and development for all.

Health-care delivery and management
The surgical system
A common yet erroneous perception is that the surgical 
system consists of a surgeon and an anaesthetist in a 
sterile environment. However, a more accurate 

perspective acknowledges an interdependent network 
of individuals and institutions all essential to the 
delivery of safe, timely, and aff ordable surgical and 
anaesthesia care (fi gure 5). Many of these components 
are not standalone requirements for a surgical system, 
but rather for a shared delivery infra structure that is the 
basis of a functional health system.65 A blood bank, for 
example, is equally important for a woman with post-
partum haemorrhage as it is for a child with severe 
malaria. The goals of achieving a functional health 
system and surgical system are not separate.

Surgical care begins in the community. Community 
health workers connect patients in remote areas to 
providers. They refer surgical patients to the fi rst-level 
hospital, and provide post-discharge follow-up. First-
level hospitals provide the hub for surgical and 
anaesthesia care, and should be capable of providing 
most emergent and planned procedures. Tertiary 
centres can provide specialised care, and serve as hubs 
for training, research, and system-wide quality 
improvement.

In most areas, delivery of surgical services consists of a 
mix between public and private providers.66,67 Private 
providers consist of all actors outside the government 
and can take on many forms, including for-profi t 
providers, not-for-profi t providers (eg, non-governmental 
organisations [NGOs] and faith-based organisations), 
and informal providers (eg, traditional healers). In some 
countries, the private sector is responsible for most 
hospital-based service delivery.67 All hospitals should 
connect to the community and to each other through a 
reliable referral system. Strong clinical leadership, 
professional management, and government policies 
should support all levels of care.

In this section we discuss surgical and anaesthesia 
care delivery at the fi rst-level hospital through the lens of 
the Three Delays framework often used in the maternal 

Figure 4: Annual and cumulative GDP lost in low-income and middle-income countries from fi ve categories 
of surgical conditions (2010 US$, purchasing power parity)57

Data are based on WHO’s Projecting the Economic Cost of Ill-Health (EPIC) model (2010 US$, purchasing power 
parity). GDP=gross domestic product.
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administrative management of inventory.78,79 Disposables 
are often reused (appendix p 47).

In low-resource hospitals, equipment often does not 
work and is diffi  cult to repair (appendix p 49).80 Most 
equipment is foreign—WHO once estimated that up to 
80% is donated—so local serviceability is unusual, and 
manufacturers seldom extend maintenance contracts 
for old equipment.81 Assessments show that almost 
40% of donated equipment is out of service.82 Hospitals 
often feel obligated to accept donations even when the 
equipment or supplies are not useful.81

WHO estimates that more than half of the world does 
not have access to radiology services.83 Only 41% of 
fi rst-level hospitals studied in Nigeria and 63% of 
hospitals studied in Botswana had a radiograph machine  
(appendix p 36).84 Pathology services are essential for 
surgical treatment, yet few fi rst-level hospitals have the 
ability to preserve a sample or obtain a pathological 
diagnosis.85 Basic blood laboratory and microbiology 
services are also variable in availability.86

The absence of a safe blood supply is a crucial problem 
worldwide. Blood donation rates are low because of a 
high prevalence of anaemia and transfusion transmissible 
illnesses (TTIs), and poor blood collection infra-
structure.87,88 Only 27% of hospitals in low-income 
countries reported an on-site blood bank (appendix p 51). 
The few facilities that have an on-site blood bank are 
concentrated in urban areas. Safety is also a concern: 
despite high rates of TTIs, 39 countries report that 
donated blood is not routinely tested and a third of 
98 reporting countries had stock-outs of test kits.89

Many providers resort to unbanked direct blood 
transfusion, in which a family member or community 
member donates on the spot, blood is tested with a rapid 
test kit that includes cross-match, and the patient is 
immediately transfused (appendix p 51). This process 
carries increased risk of TTI, and both paid and unpaid 
donors can face coercion.90

In the face of minimally functional fi rst-level hospitals, 
the burden of care falls on functional non-governmental 
and tertiary hospitals. Tertiary hospitals are overcrowded; 
some exceed capacity by 200–300% (appendix p 47). In 
high-income settings, the association between over-
crowding and adverse events is well documented.91 Tertiary 
centres, burdened with acute surgical volume from fi rst-
level hospitals, lose the ability to off er more complex, 
planned surgery.92 Planned surgery, often referred to as 
elective in the high-income setting, is seldom elective in 
LMICs. These non-elective chronic, debilitating surgical 
conditions, left untreated for years, have generated a 
tremendous backlog.93

Insuffi  cient managerial support leads to little focus 
on processes and protocols in all areas.94 Poor surgical 
functionality is often attributed to an absence of 
resources, but once resources are obtained, the 
hospital’s functionality depends on organisation to 
bring those resources together successfully.95 Too often, 

managerial tasks are left to clinicians with substantial 
clinical responsibilities and little training in 
professional management.96

Leadership is often diff use and goals are unclear or 
set by an external agency, restricting autonomy at the 
local level.94,97 Poor structural hierarchies make it 
diffi  cult to reprimand the habitually late surgeon or 
identify the root cause of an improperly cleaned 
instrument making it into the operating room. 
Insuffi  cient administrative support further hinders 
mundane tasks such as fi ling paperwork to replace a 
broken ultrasound machine (appendix).

Additionally, referrals are a source of consternation for 
both the referring and accepting parties, not to mention 
the patient who bears the cost of transportation. Patients 
are transferred because of inadequate capabilities at the 
local level, but capability at the next level is not 
guaranteed, which reinforces the adage that referral is a 
myth.98

Furthermore, more than 80% of people in low-income 
countries might have been subject to some type of 
corruption related to health care.99 Corruption can 
manifest as bribes for necessary health-care tasks or 
more subtly in priority setting by ministries of health, 
infrastructure allocations, and hiring decisions.100 
People in authority positions often have the means to 
leave the country for care, lowering their incentive to 
invest in strong health systems for people with the 
lowest income. Restricted freedom of the press to report 
present circumstances without retribution exacerbates 
existing defi cits.99

More than 300 international NGOs provide surgical 
services in LMICs.101 Although most of these NGOs 

Figure 6: Median distance to a hospital according to country income level
Data are medians and IQRs of the estimated distances patients travel to reach a 
hospital in low-income, middle-income, and high-income countries. Low-income 
and middle-income country data are from the WHO Emergency and Essential 
Surgical Care Situational Analysis Tool database, 2007–14 (appendix p 30). Due to 
paucity of data for high-income countries, we substituted the data from the WHO 
Situational Analysis Tool database with US data from the Centers for Disease 
Control and Prevention’s National Center for Health Statistics Research Data 
Center, 1999–2009.
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how many people worldwide are unable to receive safe, 
timely surgical and anaesthesia care with fi nancial 
protection. We defi ned access to surgery in a specifi c 
country by the following four components: existence of 
surgical capacity in terms of workforce and infrastructure; 
ability to obtain surgical and anaesthesia care in a timely 
way; a safe way; and an aff ordable way.

We constructed a chance tree to model the probability 
that an individual has access to surgery and anaesthesia 
using a binary outcome of access (1) or no access (0).25 Each 
chance node represented the probability of an access 
dimension being available to an individual patient 
conditional on the previous dimensions. Raw data for each 
dimension were not widely available so proxy measures 
were used. We assessed timeliness (fi rst dimension) by the 
proportion of serious injuries transported by ambulance,26 
surgical capacity (second dimension) by the number of 
surgical procedures undertaken in a country as a 
proportion of number of surgeries needed,27 safety (third 
dimension) by the proportion of operating rooms with 
pulse oximetry,8 and aff ordability (fourth dimension) by 
the proportion of patients undergoing surgery who do not 
experience catastrophic expenditure.28

Since access most likely varies between urban and 
rural populations, we did a secondary analysis25 (selective 

tree) in which all four dimensions were applied to rural 
populations, but only the third and fourth dimensions 
(safety and aff ordability) were applied to urban 
populations to create a lower bound estimate. The 
application of all four dimensions to the entire population 
is termed the full tree and is an upper bound estimate. A 
full discussion of the methods can be found in the 
accompanying paper.”25

The selective and full trees show that 4·8 billion 
(95% posterior credible interval [PCI] 4·5–5·0) and 
5·3 billion (5·0−5·5) people, respectively, do not have 
access to safe, timely surgical and anaesthesia care when 
needed with fi nancial protection, and most of these 
people reside in the poorest regions of the world. In 
countries designated as low-income and lower-middle-
income countries by the world bank, the selective tree 
estimates that 94% of the population does not have 
access to safe surgical and anaesthesia care that is timely 
and aff ordable, compared with 14·9% of the population 
in high-income countries. When results from the 
selective tree are stratifi ed by IHME super-region, 93% of 
the population in sub-Saharan Africa and 97% of the 
population in South Asia do not have access, compared 
with 3·6% in higher-income regions (fi gure 2). These 
numbers are large but not unexpected considering that 

Figure 2: Proportion of the population without access to safe, aff ordable surgery and anaesthesia by Institute for Health Metrics and Evaluation region (selective tree)25,29
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Executive summary
Remarkable gains have been made in global health in the 
past 25 years, but progress has not been uniform. 
Mortality and morbidity from common conditions  
needing surgery have grown in the world’s poorest 
regions, both in real terms and relative to other health 
gains. At the same time, development of safe, essential, 
life-saving surgical and anaesthesia care in low-income 
and middle-income countries (LMICs) has stagnated or 
regressed. In the absence of surgical care, case-fatality 
rates are high for common, easily treatable conditions 
including appendicitis, hernia, fractures, obstructed 
labour, congenital anomalies, and breast and cervical 
cancer.

In 2015, many LMICs are facing a multifaceted burden 
of infectious disease, maternal disease, neonatal disease, 
non-communicable diseases, and injuries. Surgical and 
anaesthesia care are essential for the treatment of many 
of these conditions and represent an integral component 
of a functional, responsive, and resilient health system. 
In view of the large projected increase in the incidence of 
cancer, road traffi  c injuries, and cardiovascular and 
metabolic diseases in LMICs, the need for surgical 
services in these regions will continue to rise substantially 
from now until 2030. Reduction of death and disability 
hinges on access to surgical and anaesthesia care, which 
should be available, aff ordable, timely, and safe to ensure 
good coverage, uptake, and outcomes.

Despite growing need, the development and delivery 
of surgical and anaesthesia care in LMICs has been 
nearly absent from the global health discourse. Little has 
been written about the human and economic eff ect of 
surgical conditions, the state of surgical care, or the 
potential strategies for scale-up of surgical services in 
LMICs. To begin to address these crucial gaps in 
knowledge, policy, and action, the Lancet Commission 
on Global Surgery was launched in January, 2014. The 
Commission brought together an international, 
multidisciplinary team of 25 commissioners, supported 
by advisors and collaborators in more than 110 countries 
and six continents.

We formed four working groups that focused on the 
domains of health-care delivery and management; 
workforce, training, and education; economics and 
fi nance; and information management. Our Commission 
has fi ve key messages, a set of indicators and 
recommendations to improve access to safe, aff ordable 

surgical and anaesthesia care in LMICs, and a template 
for a national surgical plan. Our fi ve key messages are 
presented as follows:
• 5 billion people do not have access to safe, aff ordable 

surgical and anaesthesia care when needed. Access is 
worst in low-income and lower-middle-income 
countries, where nine of ten people cannot access basic 
surgical care.

• 143 million additional surgical procedures are needed in 
LMICs each year to save lives and prevent disability. Of 
the 313 million procedures undertaken worldwide each 
year, only 6% occur in the poorest countries, where over 
a third of the world’s population lives. Low operative 
volumes are associated with high case-fatality rates from 
common, treatable surgical conditions. Unmet need is 
greatest in eastern, western, and central sub-Saharan 
Africa, and south Asia.

• 33 million individuals face catastrophic health 
expenditure due to payment for surgery and anaesthesia 
care each year. An additional 48 million cases of 
catastrophic expenditure are attributable to the non-
medical costs of accessing surgical care. A quarter of 
people who have a surgical procedure will incur 
fi nancial catastrophe as a result of seeking care. The 
burden of catastrophic expenditure for surgery is 
highest in low-income and lower-middle-income 
countries and, within any country, lands most heavily 
on poor people.

• Investing in surgical services in LMICs is aff ordable, 
saves lives, and promotes economic growth. To meet 
present and projected population demands, urgent 
investment in human and physical resources for 
surgical and anaesthesia care is needed. If LMICs were 
to scale-up surgical services at rates achieved by the 
present best-performing LMICs, two-thirds of countries 
would be able to reach a minimum operative volume of 
5000 surgical procedures per 100 000 population by 
2030. Without urgent and accelerated investment in 
surgical scale-up, LMICs will continue to have losses in 
economic productivity, estimated cumulatively at 
US $12·3 trillion (2010 US$, purchasing power parity) 
between 2015 and 2030.

• Surgery is an “indivisible, indispensable part of health 
care.”1 Surgical and anaesthesia care should be an 
integral component of a national health system in 
countries at all levels of development. Surgical services 
are a prerequisite for the full attainment of local and 
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integral component of a national health system in 
countries at all levels of development. Surgical services 
are a prerequisite for the full attainment of local and 
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