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W

ith the advent of the epidemiological
transition, the incidence of noncommunicable
diseases
(NCDs)
presenting as cardiovascular disease, diabetes,
hypertension, malignancies and injuries make up
the major part of the Global Burden of Disease.1-3
Many of these conditions will require surgery and
in 2015, the Lancet Commission on Global Surgery
was launched. The Commission´s key findings
reveal that human and economic consequences
of unmet surgical needs in low and middle-income
countries (LMIC) are substantial and for many years
have gone unrecognised.4,5

• Five billion people lack access to safe, affordable
and timely surgical and anaesthesia care when
needed.

• 143 million additional surgical and obstetric
procedures are needed every year to save lives
and avoid disability.

• Due to out-of pocket payments for surgery and
anaesthesia 33 million people annually face
catastrophic consequences for themselves and
their family.

• On a national level, also for LMICs, investing

in surgical services saves lives and promotes
economic
growth.
Without
necessary
investments in surgical care LMICs will continue
to have shortfalls in productivity estimated to
USD 12.3 trillion between 2015 and 2030.

• Surgery,

obstetrics and anaesthesia are
indivisible, indispensable parts of all national
health care systems.

There is, in many LMICs, a great disparity in
access to safe, timely and affordable surgical and

anaesthesia care between urban and rural areas.
Ideally, surgical care starts in the community, where
health workers connect patients in remote areas to
different levels of providers. However, the possibility
to receive surgical care depends on the accessibility
and availability of surgical and anaesthetic providers
who could deliver the care.6 There are different
types of hindrances that could delay the patient
from getting appropriate care. Accessibility to first
level hospitals is often hampered by long distances
and poor transportation. There may also be a lack of
available resources both in equipment and trained
personal in the nearby hospital. This will result in two
different outcomes. The patients turn to informal
providers (traditional healers), who are available and
inexpensive.7,8 They may venture to travel to urban
areas and attend tertiary level hospitals, resulting in
overcrowded services in these settings.9
The Commission has developed a number
of indicators to attack the deficiencies in health
care systems regarding surgical and anaesthesia
care.4,10-12

• 80% of the population in any area should be able

to reach a hospital able to perform emergency
procedures.

• All countries supplied with a workforce of at least

20 surgical, anaesthetic and obstetric physicians
per 100000 population.

• 100% of the countries will be able to track

surgical volume and perioperative mortality
aiming at a 100% auditing.

• 100%

protection against impoverishment
from out-of-pocket payments for surgical and
anaesthesia care.
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Achieving these indicators by 2030 will reach the
aim of the Lancet Commission on Global Surgery
of universal access to safe, timely and affordable
surgical, anaesthesia and obstetric care when
needed, a great public health initiative also in a
country like Nepal.
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