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EDITORIAL

Growing local research 

in the era of Global Surgery

Global Surgery

The concept of Global Surgery describes ‘an area of
surgery, research, practice and advocacy that seeks to
improve health outcomes and achieve health equity for all
people who require surgical care, with special emphasis
on underserved populations.’1 It includes all disciplines of
surgery and related areas (i.e. anaesthesia) and acknowl-
edges the influence of social, economic, cultural and
environmental factors. Therefore, solutions do not only
involve surgery itself but can be leveraged by engineering,
information technology and manufacturing.2 Inequity in
surgical care is not only a problem for low- to middle-
income countries. In developed countries underserved
populations represent poor, uninsured or individuals of
ethnic minorities,3,4 as well as groups affected by conflict or
natural disaster.5 The consequence of adequate Global
Surgery would be an improved access and quality of
surgical care which is not restricted by geography or
development status.1 This concept has started to gain
recognition in 2014 after the urging of Jim Kim, then
President of the World Bank,6 and statements by the
Lancet Commission for Global Surgery.7 

The idea of Global Surgery is the core of what South
African orthopaedic surgeons have practised since the
formation of our discipline in this country. The concept is
therefore not new to us, but the awareness of it is novel.
Also, the current understanding of Global Surgery might
be influenced by the viewpoint of leaders and institutions
in the developed world as many of us here would just call
it ‘Surgery’. 

Nevertheless, we can embrace the idea that the world is
shining a light on our work, and invite them to be part of
it as they recognise that they can play a positive role in
what happens here. While their resources and skills are
valuable, the authenticity of our experience and under-
standing is key in the process.

The question is therefore not if global surgery units in
Harvard, Kings College, or the Lancet can provide
answers for us but if we can create productive groups
within South Africa who can fill this void. 

Orthopaedic research environment 

in South Africa

New core requirements in the form of a research-based
dissertation (MMed) to register as a South African
orthopaedic specialist are proof of the drive by the HPCSA
and academic centres to generate local research. Yet, a
mismatch of expectations in the form of publications and
research degrees compared with the limited resources
available have created challenges and tension which adds to
a growing clinical load. Furthermore, recommendations for
good clinical practice and ethical standards have increased
immensely and although this is necessary, we are left intim-
idated by the complexity of required processes to perform
research. Is this all still worth it for us?

These challenges influence the generation of local
evidence and we look towards Europe and the US for
answers to our local problems. Yet, this evidence is based
on different patient populations, health care burden, and
available resources. In the meantime, the challenges of our
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local orthopaedic practice and their solutions are at our
fingertips, once we see beyond the doctrines of ‘first world
surgery’ (without ignoring them). The next section
describes some key factors which can help to take
advantage of this and grow ‘Global Surgery’ locally, in
South Africa.

Growing an orthopaedic research group 

in South Africa

Many legacies of great orthopaedic teachers in South
Africa resulted from finding ways to overcome challenges
endemic to our country, in creative and resourceful ways.
As we are shaped by this philosophy, orthopaedic
surgeons in South Africa excel in their agility to find ways
to solve their challenges. Therefore, these limitations are
reframed as opportunities to generate local evidence and
create frugal innovations. 

Initially it is crucial to understand our research effort as
‘circular’, fostering itself, not as a line (i.e. proposal, data
collection, analyse and publish). The key factor to close
this loop is to embed our research into our local
community and generate social impact. This will provide
relevant solutions for important questions and increase
the immediate purpose of the research done. This process
needs to be driven by a group of individuals with strong
values, skills and insight. For this group, collaboration is
fundamental to leapfrog and tackle shortcomings.8

Provided cohesion can be maintained, the diversity of the
group is one of the strongest drivers to innovative
solutions. Ideally this collaboration should therefore
include different departments, disciplines and countries.
In these collaborations, non-clinical researchers can
provide valuable research skills and experience, thus
alleviating the burden on surgeons.

To identify challenges in our practice, audits and
quality improvement projects are very useful to provide
the forum to highlighted areas where imminent answers
are needed and where effort should be channelled to.9,10

Allowing trainees to be part of this process, not only in
data collection, but also in defining challenges, finding
solutions and influencing vision, is fundamental to the
longevity of our research impact.11,12 It creates ownership
and motivation within the team, with personal goals
transcending into research projects. Thus, an organically
grown vision and strategy, influenced by every member,
ensures individual identification with these goals.13

The resulting direction is another key factor essential to
take the group further. This is not a top-down strategy
from international or national commissions but a focus
which the local group sees for its community. The
quadruple burden of disease (HIV/AIDS/TB, maternal
and child mortality, high levels of violence and injuries,
growing non-communicable disease)14,15 is unique to
South Africa and will certainly be one of the strongest

influencers of our purpose. Furthermore, certain key
skills of the individual members or access to collabo-
rators and their resources might influence the direction of
the group.8

To increase the productivity and performance, effective
research processes will be another important factor. This
is should be centred around increasing the quality of the
research and decreasing the risk of wastefulness of time
and resources. The most efficient way to do this is to
support and monitor adequate protocol writing, statis-
tical support and constructive mentoring. The research
protocol is the blueprint of how the group can achieve its
goals, not solely a document with the function to pass
councils and committees. 

As part of a quality check, an internal review process is
helpful, ensuring projects are aligned with the overall
strategy of the group. For trainees or students, the initial
contact with research is often intimidating and
frustrating. To keep direction during this time, it is vital
to formulate attainable goals and simple project designs,
achieving ‘small wins’ early on.

Funding is not essential up to this point but will
leverage the growth and impact of the group. Keeping
the group structure and processes lean will make the
research group independent of funding but eventually
financial resources will limit its growth. Small seed
funding is available through various associations,
including the South African Orthopaedic Society.
Initially, it is very helpful to partner with institutions or
departments that have resources and experience to
attract major funding, as this is mainly distributed based
on the ‘success of the successful.’16 Contract research is
another way to generate funding but should be planned
carefully as it can turn the group into contractors rather
than visionaries.17,18 Similarly, donations (i.e. device
companies) can provide start-up capital but financial
independence is better achieved when the group stimu-
lates funding from output and intellectual capital. 

In conclusion, the local way of Global Surgery is to
create indigenous solutions to our challenges by estab-
lishing high quality collaborations with organically
grown values and a vision. To direct our effort at
improving our local community will give purpose,
independent of the group’s size or resources. The trigger
will be to see limitations as opportunities. Current trends
and the concept of Global Surgery promise support of
our inherent orthopaedic practice from international
funders and large centres, with synergies in addressing
equity, access and quality of surgical care. 

At UCT we have established the Orthopaedic Research
Unit to this end. Among our research initiatives we offer
a MSc in Global Surgery to action the above discussion.
An open invitation to join our group or collaborate with
us is extended to anyone who shares these views
(www.oru.uct.ac.za, contact: michael.held@uct.ac.za).



Page 18 SA Orthopaedic Journal  Winter 2017 | Vol 16 • No 2

References
1.   Dare AJ, Grimes CE, Gillies R, Greenberg SLM, Hagander

L, Meara JG, et al. Global surgery: Defining an emerging
global health field. Lancet. 2014;384(9961):2245–47. 

2.   Frenk J, Moon S. Governance challenges in global health.
N Engl J Med. 2013;368(10):936–42. 

3.   Hannan EL, van Ryn M, Burke J, Stone D, Kumar D, Arani
D, et al. Access to coronary artery bypass surgery by
race/ethnicity and gender among patients who are appro-
priate for surgery. Med Care. 1999;37(1):68–77. 

4.   Lynge DC, Larson EH. Workforce issues in rural surgery.
Surg Clin North Am. 2009;89(6):1285–91. 

5.   Spiegel PB, Checchi F, Colombo S, Paik E. Health-care
needs of people affected by conflict: future trends and
changing frameworks. Lancet. 2010;375(9711):341–45. 

6.   Kim J. Video transcript of the opening remarks by Jim
Kim, President of the World Bank, to the inaugural
meeting of the Lancet Commission on Global Surgery.
Lancet. 2014; 

7.   Meara JG, Leather AJM, Hagander L, Alkire BC, Alonso N,
Ameh EA, et al. Global Surgery 2030: evidence and
solutions for achieving health, welfare, and economic
development. Lancet. 2015;386(9993):569–624. 

8.   Riviello R, Ozgediz D, Hsia RY, Azzie G, Newton M,
Tarpley J. Role of collaborative academic partnerships in
surgical training, education, and provision. World J Surg.
2010;34(3):459–65. 

9.   Leatherman S, Ferris TG, Berwick D, Omaswa F, Crisp N.
The role of quality improvement in strengthening health
systems in developing countries. Int J Qual Heal Care.
2010;22(4):237–43. 

10. Jones L, Wells K. Strategies for academic and clinician
engagement in community-participatory partnered
research. Jama. 2007;297(4):407–10. 

11.  Parker LE, Kirchner JE, Bonner LM, Fickel JJ, Ritchie MJ,
Simons CE, et al. Creating a quality-improvement
dialogue: utilizing knowledge from frontline staff,
managers, and experts to foster health care quality
improvement. Qual Health Res. 2009;19(2):229–42. 

12. Shortell SM, O’Brien JL, Carman JM, Foster RW, Hughes
EF, Boerstler H, et al. Assessing the impact of continuous
quality improvement/total quality management: concept
versus implementation. Health Serv Res. 1995;30(2):377. 

13. Tucker AL, Singer SJ, Hayes JE, Falwell A. Front-line staff
perspectives on opportunities for improving the safety
and efficiency of hospital work systems. Health Serv Res.
2008;43(5p2):1807–29. 

14. Mayosi BM, Flisher AJ, Lalloo UG, Sitas F, Tollman SM,
Bradshaw D. The burden of non-communicable diseases
in South Africa. Lancet. 2009;374(9693):934–47. 

15. Mayosi B, Benatar S. Health and Health Care in South
Africa — 20 Years after Mandela. N Engl J Med.
2014;371(14):1334–53. 

16. Chan JK, Shalhoub J, Gardiner MD, Suleman-Verjee L,
Nanchahal J. Strategies to secure surgical research
funding: fellowships and grants. JRSM Open [Internet].
2014 Jan 7;5(1):2042533313505512. Available from:
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC40126
79/

17. Gulbrandsen M, Smeby J-C. Industry funding and
university professors’ research performance. Res Policy.
2005;34(6):932–50. 

18. Leopold SS, Warme WJ, Braunlich EF, Shott S. Association
between funding source and study outcome in
orthopaedic research. Clin Orthop Relat Res. 2003;415:293–
301. 

Guest Editor - robert Dunn  
MBChB(UCT), MMed(UCT)Ortho, FCOrth(SA)

Consultant Spine and Orthopaedic Surgeon
Professor and Head of the Department of Orthopaedics,

University of Cape Town 
Head: Orthopaedic Spinal Services, Groote Schuur Hospital

Spine Deformity Service, Red Cross Children’s Hospital

Guest Editor - Michael held 
MD(LMU), PhD(UCT), MMed(UCT)Ortho, FCOrth(SA)
Consultant Knee Surgeon, Groote Schuur Hospital
Director Orthopaedic Research Unit, 
University of Cape Town




