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ABSTRACT
Coloniality in global health manifests as systemic 
inequalities, not based on merit, that benefit one group at 
the expense of another. Global surgery seeks to advance 
equity by inserting surgery into the global health agenda; 
however, it inherits the biases in global health. As a diverse 
group of global surgery practitioners, we aimed to examine 
inequities in global surgery. Using a structured, iterative, 
group Delphi consensus- building process drawing on the 
literature and our lived experiences, we identified five 
categories of non- merit inequalities in global surgery. 
These include Western epistemology, geographies of 
inequity, unequal participation, resource extraction, 
and asymmetric power and control. We observed that 
global surgery is dominated by Western biomedicine, 
characterised by the lack of interprofessional and 
interspecialty collaboration, incorporation of Indigenous 
medical systems, and social, cultural, and environmental 
contexts. Global surgery is Western- centric and exclusive, 
with a unidirectional flow of personnel from the Global 
North to the Global South. There is unequal participation 
by location (Global South), gender (female), specialty 
(obstetrics and anaesthesia) and profession (‘non- 
specialists’, non- clinicians, patients and communities). 
Benefits, such as funding, authorship and education, 
mostly flow towards the Global North. Institutions in the 
Global North have disproportionate control over priority 
setting, knowledge production, funding and standards 
creation. This naturalises inequities and masks upstream 
resource extraction. Guided by these five categories, we 
concluded that shifting global surgery towards equity 
entails building inclusive, pluralist, polycentric models of 
surgical care by providers who represent the community, 
with resource controlled and governance driven by 
communities in each setting.

INTRODUCTION
Global surgery is an advocacy movement that 
arose in response to the neglect of surgical, 
obstetric and anaesthesia care on the global 
health agenda.1 A common narrative cites 
Paul Farmer and Jim Kim’s 2008 characteri-
sation of surgery as ‘the neglected stepchild 
of global public health’.2 The concept of 
global surgery was formalised in 2015 with 
the World Health Assembly resolution 68.15, 

the World Bank’s Disease Control Priorities 
Third Edition and the Lancet Commission on 
Global Surgery.3–5

Global surgery has been defined as ‘a multi-
disciplinary enterprise seeking to provide 
improved and equitable surgical care to the 
world’s population, based around the central 
pillars of need, access and quality’.6 It distin-
guishes itself from its predecessors in the 
colonial era by focusing on horizontal health 
system strengthening, upstream determi-
nants and integrated care pathways (box 1), 
rather than short- term, vertical mission 
trips.1 3 7

Global surgery seeks to advance equity as 
surgical care has been neglected from the 
global health agenda.1 3 However, merely 
inserting surgical care into the global health 
agenda cannot advance equity when wide-
spread and systematic biases exist in both 
global health and the hierarchical and exclu-
sive Western model of surgery.8–10 Recent 
literature has highlighted persistent inequi-
ties in global surgery. These include skewed 
distribution of benefits, such as author-
ship,11–13 limited participation,14 15 unidirec-
tional flow16 17 and Western dominance over 
knowledge production and funding.18 19

SUMMARY BOX
 ⇒ Systemic inequities in global surgery are increasing-
ly recognised in focused reviews and opinion pieces.

 ⇒ As a diverse group of global surgery practitioners, 
we synthesised the patterns of inequities in global 
surgery and critically analysed them in relation to 
the larger political, economic, cultural, and epistem-
ic hierarchies created and sustained by colonialism.

 ⇒ We propose a framework for shifting global surgery 
research, practice, education and policy towards 
equity in terms of its epistemology, geography, par-
ticipation, resource flow, power and control with 
communities maintaining cultural, epistemological, 
economic and political sovereignty over their own 
care design and delivery.
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Advancing global surgery through existing channels 
and with prevailing norms will not advance equity—just 
elite professional and organisational interests. Indeed, 
many disparities exist between the idealistic definitions of 
global surgery and its real- world practice, as individuals 
and organisations interpret it in ways that advance their 
interests (box 1).

August et al presented a vision for global health equity 
as ‘mutually beneficial and power- balanced partnerships 
and processes leading to equitable human and environ-
mental health products on a global scale’.20 Addressing 
the inequities in the outcomes of surgically treated condi-
tions between the Global North and South alone is insuf-
ficient; attention must also be paid to partnerships and 
processes in global surgery.

As a diverse group of global surgery practitioners 
(box 2), we aimed to comprehensively examine the 
patterns of inequities in global surgery by drawing on the 
literature and our lived professional and personal expe-
riences through a qualitative, group- based consensus- 
building process. We commenced with a shared 
understanding that equity meant actively centring global 
surgery to the interest of communities and service users 
in the Global South rather than institutions and profes-
sions in the Global North in all outcomes, processes 
and partnerships. Recognising that inequities in global 
surgery stem from historical, political and economic 
processes, the most important of which are colonialism 

and neocolonialism, we drew on historical and crit-
ical social science perspectives to explore the patterns 
of inequities in global surgery. In doing so, we hope to 
inspire solutions to shift global surgery towards equity.

Colonialism and neocolonialism
For the purpose of this paper, we define colonisation as 
the state- sponsored, systematic construction of non- merit 
inequalities for exploitative purposes.21 In many settings, 
it has involved systematic extraction of labour and 
resources from one group to benefit another, predicated 
on unfair, exploitative relationships.10 It has created and 
sustained inequities, which are unfair, non- merit based 
inequalities across all domains, including economic, 
cultural, social, racial, geographical and intellectual.9 
Despite the political decolonisation of many countries, 
neocolonialism persists, even affecting countries that 

Box 1 Definitions of global surgery

Bath et al: A multidisciplinary enterprise seeking to provide 
improved and equitable surgical care to the world’s population, based 
around the central pillars of need, access and quality. This deliberately 
broad definition includes disadvantaged areas of otherwise wealthy 
countries as much as it does low- income to middle- income countries, 
and covers the spectrum of activities from primary research, through 
public health interventions and policy- making, to direct improvements 
in clinical care. It does not focus on the events that occur in the 
operating theatre alone, or attribute ownership of either patients 
or their pathologies to a single clinical provider, but instead frames 
surgical care as an integrated pathway within a wider health system 
that requires multiple elements working.6

Dare et al: An area for study, research, practice and advocacy that 
places priority on improving health outcomes and achieving health 
equity for all people worldwide who are affected by surgical conditions 
or have a need for surgical care. Global surgery incorporates all 
surgical specialties, including obstetric and gynaecological surgery, 
anaesthesia, perioperative care, aspects of emergency medicine, 
rehabilitation, and palliative care and nursing and the allied health 
professions involved in the care of the surgical patient. Global surgery 
emphasises supraterritorial and transnational issues, determinants 
and solutions, recognising that the determinants of inadequate 
or inequitable surgical care are often the result of common and 
interdependent global structures and processes, even though they 
are predominantly experienced within individual countries and 
communities.1

Box 2 Positionality and definitions

Positionality and target audience
We are a diverse, gender- balanced group that represents both 

the colonised and colonisers. We are a conglomerate of cultures, 
languages and professional backgrounds, spanning policy, advocacy, 
education, research, history, nursing, midwifery, obstetrics and 
gynaecology, and surgery. Most of us have a strong locality focus in 
our work, with connections to Nigeria, Uganda, Ghana, Cameroon, 
New Zealand, the Pacific region, Rwanda and the USA.

While 7/9 of us were born in low- income and middle- income 
countries (LMICs), one is Indigenous in a settler- colonial country, 
and one is from a high- income country (HIC), many of us share the 
experience of moving between cultures, languages, socioeconomic 
strata, locations, working across both LMIC and HIC institutions. The 
co- first authors, BA, IDO and RQ, were brought together during a 
research fellowship at an elite HIC institution. We acknowledge our 
privilege in as mostly middle- class, university- educated and affiliated 
with HIC- based institutions. We also recognise the irony of needing a 
certain amount of privilege to access forums to discuss and call out 
the inequities in global health.

Our primary target audience is all global surgery practitioners. 
We recognise that there is a risk of universalisation as the issues and 
solutions are unique in each setting; however, the inequities in global 
surgery are widespread. We can only represent ourselves and do not 
seek to represent perspectives from every region and every language. 
We refrain from prescribing universal solutions but merely inspire 
contextual reflection and creativity.

Definitions of terms
The concept of Global North and Global South was developed 

during the Cold War era. The terms are not geographically defined 
but rather follow an imaginary Brandt Line.16 This identifies the 
Global North as industrialised countries predominantly occupied by 
Western European people, with the exception of Japan, Korea and 
Israel. The Global South largely consists of lower- income, politically 
and culturally marginalised countries.17 We acknowledge the flaws in 
many classification systems in global health.18 We chose to use this 
categorisation over developing versus developed countries and HIC 
versus LMICs, as it does not confer hierarchy and incorporates more 
than one dimension of power asymmetry.
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have never been colonised.22 23 Beyond the simple Global 
North vs South divide, colonialism, underpinned by 
extractive economic motives, led to mutually reinforcing 
forms of inequity in all parts of society, such as sexism, 
racism, tribalism, colourism and classism.24–27

Predecessors of global surgery in the colonial and 
postcolonial eras
Understanding how colonial patterns persist in global 
surgery today necessitates examining the coloniality of 
global surgery’s predecessors.28–30 Colonialism provided 
reasons both to and not to provide surgery, determined 
how surgery was delivered, which diseases were priori-
tised, who could deliver it and how benefits were distrib-
uted.

Much of the attention has focused on the neglect of 
surgery on the global health agenda, which mirrors its 
historical neglect by the colonial state. Indeed, colonial 
health authorities focused on infectious diseases that 
could spread from the colonised to the colonisers and 
hamper economic productivity.31 32 However, surgery 
played a central role in missionary medicine and helped 
justify colonialism.29 30 As a curative therapy targeted 
towards individual bodies with visible immediate effects, 
surgery legitimised the ‘civilising mission’.31

After political decolonisation in the post- War era, there 
continued to be a one- way flow of Global North organisa-
tions and individuals delivering surgical care in the Global 
South through various charitable ‘international surgery’ 
efforts. These included short- term missions, specialty 
hospitals (eg, fistula hospitals) and self- contained surgical 
platforms.33 34 These initiatives have been criticised for 
their disease- specific approach, which may not reflect 
community needs as well as limited integration with local 
health systems, outcome monitoring, and acknowledge-
ment of benefits to Global North visitors in experience 
accumulation and career progression.33 35 36

Despite the good intentions of individual practitioners 
and benefits to individual patients, widespread systemic 
inequities have been observed in missionary and interna-
tional surgery. These included the dominance of Western 
epistemology, geographies of inequity, unequal participa-
tion, ongoing resource extraction and skewed account-
ability.29–31 35 37 38

THE CONSENSUS BUILDING METHODOLOGY
We aimed to examine the patterns of non- merit inequal-
ities in global surgery drawing on the academic and grey 
literature and our lived professional and personal expe-
riences.

We followed a structured, iterative consensus building 
process commonly used in organising, planning and 
policy.39 40 Discussions occurred through fortnightly 
virtual meetings rotating between three time zones 
(GMT −4, +1 to +3 and +12). In the initial meeting, group 
members established the ground rules, which included 
good faith, confidentiality and disagreeing without being 

disagreeable. Agreements were reached through over-
whelming consensus rather than majority rule. Over-
whelming consensus meant that there is more than 90% 
agreement without any member vetoing.40 Disagreements 
were highlighted for deliberative discussion, with group 
members reserving the right to block. RQ coordinated 
the group; IDO, BA and RQ facilitated the meetings and 
took minutes.

This process is similar to a group Delphi technique 
in which experts are invited to joint workshops, with a 
focus placed on qualitative contextual justifications for 
judgements.41–43 There is free communication between 
non- anonymous experts as positionality and delibera-
tion of ideas were deemed critical. We followed a qual-
itative Delphi process, where responses were generated 
by participants rather than set a priori by facilitators.44 45

The consensus building process consisted of multiple 
rounds.46 In round 1, BA, IDO and RQ presented a 
comprehensive literature review to the group. Group 
members were asked to discuss inequities in global 
surgery in relation to their lived experience and the 
literature. Inductive codes were generated through close 
reading of participants’ response and subthemes and 
themes were identified from the codes. In round 2, a qual-
itative synthesis of the group’s response was presented, 
highlighting areas of consensus and divergence. In subse-
quent rounds, group members were invited to deliberate 
iterative version of the qualitative synthesis and discuss 
solutions to combat the identified inequities. Minutes 
were recorded and stored in a shared folder.

CATEGORIES OF NON-MERIT INEQUALITIES IN GLOBAL 
SURGERY
Five categories of non- merit inequalities emerged through 
the iterative, qualitative, group- based consensus- building 
process. They include the dominance of Western episte-
mology, geographies of inequity, unequal participation, 
resource extraction and asymmetry in power and control 
(table 1). These five categories speak to who partakes 
in global surgery, where global surgery occurs, how it is 
done, how benefits are distributed and where power lies. 
They map onto and are continuous with the categories of 
inequities in the colonial era. They apply across multiple 
global surgery activities, including research, educa-
tion, training, service delivery, policy and advocacy, and 
multiple issues, including authorship, conference attend-
ance and funding. They are interlinked with bidirectional 
cause and effect. For example, we note that authorship, 
an often discussed issue in global surgery, is simultane-
ously a sign of unequal representation, a resource being 
extracted, a consequence of the geographies of inequity 
and a determinant of control over knowledge produc-
tion.

Western epistemology
We noted a disparity between the ideal vision of global 
surgery as ‘an integrated ecosystem’ spanning prevention 
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to cure and its current realisation as an individualised, 
specialised clinical skill confined the operating theatre 
in Western biomedicine. We observed the fragmenta-
tion between specialties, decontextualisation with social, 
cultural, and environmental determinants, and hospital- 
centric care in global surgery and traced this back to the 
dominance of Western epistemology.

We began with a shared understanding of the character-
istics of Western biomedicine to examine its influence on 
global surgery. We understood, as others have observed, 
that medical systems are socio- cultural constructions.47 
Western biomedicine is a system of knowledge and prac-
tice rooted in Western epistemology, closely intertwined 
with colonisation and imperialism.47 48 It is characterised 
by the ‘principle of separation’, the notion that ‘things 
are better understood in categories outside of their 
context, divorced from related objects and persons’.49 
This has led to the separation of patients into individual 
diseases, care from community to hospitals, biomedical 
causes from social, cultural, and environmental contexts, 
and medical practice into increasing specialities.49 50

We noted that surgery holds a special place within 
biomedicine. Since an early stage, surgeons have enjoyed 
higher income and status than physicians.51 As ‘intensive 
somatic interventions’, surgical procedures are easily bill-
able.50 52 They treat visible external phenomena—pathol-
ogies that could be seen in the operating theatre without 
needing to trace back to social causes.53

We observed the pattern of dominance of Western 
biomedicine in global surgery today. First, global 
surgery remains siloed and decontextualised. The liter-
ature highlighted that many Global North clinicians 
often lack health system perspectives compared with 
their Global South counterparts. They may take many 
health system elements for granted, such as central ster-
ilisation, supply chains and biomedical engineering.54 
A review found that global surgery education and 

training programmes focus on specialists rather than 
the wider multidisciplinary team.55 Shah et al called for 
moving from ‘curing by cutting dictum’ and addressing 
the social determinants of health in global surgery.56 
However, Jayaram et al found that only one out of 18 
academic global surgery curricula included the social 
and environmental determinants of health.57 Most 
global surgery studies focus on healthcare delivery and 
management rather than social, environmental and 
economic determinants.13 58

Second, there is fragmentation between specialties. 
Obstetrics and gynaecology is disproportionately under- 
represented, despite being one of its three core pillars.13 
We traced this back to the historical evolution of obstet-
rics and gynaecology, which has always been relegated to 
a lower status than other surgical specialties, as a specialty 
focusing on the treatment of women.59 60 Third, care 
remains hospital- centric.16 Clinicians, particularly those 
from the Global North, lack experience interfacing with 
primary health and community care.54

Inequities arise when practitioners and surgical systems 
in the Global North are automatically presumed to be 
superior. While solutions cannot be universalised, they 
may involve socially, culturally and environmentally 
contextualised care, situated in the community, close 
to patients, with integration and collaboration between 
multiple professions, specialties and sectors. Indigenous 
practitioners around the world have integrated Indige-
nous health principles into Western surgical practice.61 
For example, surgical education at the University of 
Global Health Equity in Rwanda incorporates interpro-
fessional and interdisciplinary learning, social and envi-
ronmental contexts, local cultural values and traditions, 
and prolonged community- based immersion (box 3).

We conclude that surgical systems in the Global South 
should not be made to copy those in the Global North. 
Surgical systems should be determined by the cultural 

Table 1 Five categories of inequities in global surgery

Category Description

Western epistemology The dominance of Western biomedicine in global surgery, characterised by the lack of integration 
between specialties and disciplines, a focus on biomedical cause rather than social, cultural, and 
environmental context, and hospital- centric care removed from communities.

Geographies of inequity Global surgery remains centred in the Global North, with a hierarchy of values that placed external 
intervention over local contextualisation, resulting in a unidirectional flow of personnel from the 
Global North to the Global South.

Unequal participation Participants in the global surgery movement bear little resemblance to and representation of the 
community it serves. Participation is dominated by personnel from the Global North compared with 
the Global South, providers compared with patients, specialists compared with nurses, midwives 
and the wider multidisciplinary or intersectoral team.

Resource extraction There is an uneven distribution of benefits with the accumulation of material, cultural and symbolic 
capital by the Global North personnel and institutions across multiple domains of global surgery: 
service delivery, research, and education and training.

Asymmetry in power and 
control

The Global North has disproportionate control over priority setting, knowledge production, funding 
and standards creation. This leads to naturalisation of inequities and the masking of upstream 
resource extraction that underly inequities in surgically treated conditions.
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values of the communities in each setting without one 
dominant epistemology.

Geographies of inequity
We then asked if global surgery is truly global. We 
observed that global surgery remained Western- centric, 
exclusive and unidirectional.

Global surgery is dependent on the gaze of the beholder. 
We explored which definitions of global surgery and 
voices behind these definitions have more power. Global 
surgery is commonly viewed from a Global North gaze in 
the literature.62 The term ‘global surgeon’ is widely used 
to denote a Global North surgeon.7 A systematic review 
found that 94% of global surgery education programmes 
are geared towards Global North trainees.57 We also 
noted that 80% of global surgery non- governmental 
organisations (NGOs) are situated in the Global North.63 
The concept of global surgery rose to prominence in 
the year 2015, uplifted by voices in Geneva, Boston and 
Washington DC. Kim et al noted that the Western- centric 
narrative of global surgery diminishes the effort of Indig-
enous surgeons in the Global South who have worked for 
decades to improve care in their own settings.64

Despite its claim to be global, global surgery is not 
truly global and only provides the illusion of being so. 
Reviews found highly uneven geographical representa-
tion in global surgery publications across continents.13 55 
Since the colonial era, the framing of activities as ‘global’ 
have advanced the agenda of the metropole and justified 
external control at the expense of local knowledge.22 The 
framing of ‘global’ constructed a hierarchy of values that 
places the external over the local and universalisation 
over contextualisation.37 48 This legitimises an ongoing 
unidirectional flow of personnel from the Global North 
to the Global South.30 37 We noted that the literature 
widely frames global surgery as being delivered by the 
Global North in the Global South.7 16 65 Global North 
researchers are recognised as ‘global’ experts, and Global 
South researchers are only recognised ‘local’ experts.66 
We challenge why global surgery could not be delivered 
by Global South practitioners in the Global South or even 
the Global North.

We concluded that a truly global form of global surgery 
should uphold diverse Indigenous efforts around the 
world rather than masking them. It should allow practi-
tioners in the Global South to form bidirectional regional 
and global collaborations on their own terms rather 
than terms set by the Global North while celebrating the 
uniqueness of each context.

Unequal participation
The global surgery movement is dominated by profes-
sionals and organisations from the Global North, with 
limited participation from Global South providers, 
patients and communities at the grassroots.14 15 67 Unequal 
participation manifests at several levels: Global North 
versus South, providers versus patients and communities, 
and within the providers themselves. Unequal participa-
tion is closely linked to the geographies of inequities and 
the dominance of Western epistemology.48 50

Global South participants are widely observed to 
be under- represented across many domains of global 
surgery, including authorship,11–13 68 69 knowledge- sharing 
platforms, such as conferences and editorial boards.70

Box 3 University of Global Health Equity (UGHE): on a 
journey towards equity in surgical education

The UGHE is a private, not- for- profit, innovative global health 
educational institution founded by Partners in Health in 2015.1 
Explicitly rejecting Western and urban centricity, the university was set 
up in Butaro village of rural Northern Rwanda. Surgical education is 
delivered through a tripartite ‘campus without calls’, comprising the 
university itself, the rural teaching district hospitals across the country 
and the community.

In addressing the dominance of Western epistemology, a pluralist 
model of surgical care incorporating the cultural values of communities is 
used in training. Prior to commencing clinical training, students undergo 
an 8- month foundation in humanities, social sciences and community- 
based care. Social, cultural and environmental determinants are 
incorporated into students’ learning prior to surgery. Some training and 
evaluation are conducted in the local language, Kinyarwanda.

In addressing professional silos, UGHE’s Centre for Nursing 
and Midwifery and the Centre for Equity in Global Surgery train 
multidisciplinary, cross- cultural learners through interprofessional 
fellowships, professional nursing leadership courses, continuous medical 
education for anaesthetic providers and a new Masters in Global Health 
Delivery with an option in global surgery.2 Global surgical care learners 
learn alongside One Health, Gender, Sexual and Reproductive Health, 
and Health Management students from diverse disciplines. In addition, 
UGHE is developing a postgraduate programme in Global Surgical 
Nursing to further address surgical ecosystem inequities that often focus 
entirely on training medical practitioners at the exclusion of other health 
professionals.

As a mandatory part of their training, students spend time living off- 
campus within the village communities they serve. Surgery learners are 
encouraged to follow- up their patients beyond the hospital, with some 
participating in home visits. Informal social ward rounds are a regular 
occurrence. Monthly, in honour of a long- term Indigenous community 
tradition called ‘Umuganda’, all learners come together to fix roads, 
dig gutters and participate in community projects requiring manual 
labour. In contrast to unequal participation and hierarchy, Umuganda 
is a communitarian, shared activity for UGHE community members, 
regardless of status or class. Professors push wheelbarrows full of dirt 
alongside their students; administrators dig alongside junior staff. One 
learns not only with the scalpel and suture but also with the hoe and the 
rake. Umuganda plays a crucial role in Rwanda’s development across 
multiple areas, including social, economic, health, education, culture and 
reconciliation; learners are taught not to distance surgery, medicine or 
global health from such mindsets.

As a part of Partners in Health, UGHE is strongly connected to 
and funded by institutional partners from the global north. We must 
acknowledge that the roots of UGHE run deep into historically colonial 
institutions, and the institution’s ties with the Global North remain strong. 
However, the global health and surgical space at UGHE demonstrates that 
academic global surgery institutions can begin a journey towards equity.
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Beyond the Global North and South divide, many 
aspects of intersectional inequity exist in global surgery. 
There is limited participation of females,12 71 non- 
specialist providers, such as nurses and midwives,55 and 
broader disciplines, including policymakers, engineers, 
and even cleaners and orderlies.55 We trace this to the 
hierarchical division of labour, unprecedented power of 
physicians over patients, and patriarchy introduced by 
Western biomedicine and worldview.50 72

Global surgery is increasingly framed as an academic 
field and a ‘niche’ to be carved out for career advance-
ment.1 7 57 Foreign academics who write for a distant audi-
ence are privileged over activists, community organisers 
and policy- makers who could affect local change.14 73

A review found that only 20% of global surgery part-
nerships involve low- income and middle- income country 
communities.74 The term ‘community’ is ambiguously 
used in the global surgery literature to indicate not only 
service users but also providers, government agencies 
and academic institutions in the Global South.75 Patients 
and ordinary citizens in the Global South are relegated to 
the periphery of global surgery.14

We concluded that a genuinely inclusive global surgery 
movement must reflect the community it serves rather 
than the elite, Global North, professional and academic 
interest. It should involve a broad base of Global South 
citizens with intersectionality representation in each 
context, similar to the treatment action coalition for the 
HIV/AIDS epidemic.14 Female voices should be high-
lighted in making decisions around diseases and proce-
dures affecting female patients, such as hysterectomy and 
mastectomy.

Resource extraction
We observed an uneven distribution of benefits with pan- 
capital accumulation by the Global North personnel and 
institutions across multiple domains of global surgery: 
service delivery, research and education and training. 
Capital extraction includes both material benefits, such 
as funding, education and training,17 55 57 76 and symbolic 
benefits, such as authorship, credit and prestige.11–13 68 70

Although there is a shift towards health system strength-
ening in global surgery, short- term unidirectional inter-
national placements continue to be popular despite their 
well- recognised negative impact.36 38 70 77 Global surgery 
is framed as an opportunity for Global North residents. 
More and more global surgery programmes are devel-
oped by Global North institutions,78–80 the majority of 
which only provide short- term clinical opportunities.81 
This opportunism reveals the benefits at stake. The bene-
fits of surgical missions to Global North practitioners 
are not readily acknowledged but include clinical and 
surgical skill accumulation, exposure to new cultures, 
attraction of students, funding and promotion.16 19

With the expansion of global surgery, there is also a 
risk of advancing Global North commercial interest at 
the expense of local innovation.32 The cost, accessibility 
and suitability of surgical equipment and devices have 

been reported to be a widespread barrier to surgical 
care across the Global South.82 Instead of relying on 
importing surgical equipment from the Global North, 
surgeons in the Global South have developed innova-
tive surgical devices that are not only low- cost but also 
suitable and sustainable.83–85 Shah et al warned that 
‘global surgery should not be a slave of technology for 
the promotion of ‘gold standard’ given by corporate- led 
commercialised services’.56 We call for creative solutions 
to facilitate surgical device innovation and manufacture 
by the Global South, akin to the generic pharmaceutical 
industry in global health.

Asymmetry in power and control
Institutions in the Global North have disproportionate 
control over priority setting, knowledge production, 
funding and standard creation.

There is skewed accountability where priorities reflect 
the interest of Global North institutions rather than 
Global South communities. For example, both research 
and service delivery have been found to disproportion-
ately focus on cleft lip and palate surgery despite their 
lower incidence than burns or trauma.36 69 Most NGOs 
and surgical missions focus on single specialties and 
single diseases and often lack long- term outcome moni-
toring to examine their impact on service users.36 63 
Chawla et al warned against replicating the Global North 
health model of prioritising ‘accountability to money 
over accountability to society’.18 With the increasing 
advocacy for private sector involvement and ‘innovative’ 
financing in global surgery, there is a risk that account-
ability is geared towards maximising shareholder value 
rather than service users.86

We note that the authorship inequities often high-
lighted in global surgery are symptoms of a deeper issue 
of Global North control over data and knowledge produc-
tion.11 12 87 A review of surgical facility assessments found 
that most have been designed, collected and analysed 
by researchers and institutions in the Global North.88 A 
similar pattern can be observed for tools, frameworks and 
guidelines created in global surgery. Akin to the colo-
nial period, data, as a raw material, was exported from 
the colonies to industries in the metropole, who then 
returned with the finished product for the colonised to 
use.

Control over knowledge production and agenda 
setting leads to control over narratives.37 47 89 Downstream 
biomedical and technical solutions risks naturalising ineq-
uities and disguising ongoing resource extraction.37 47 89 
The resource extraction that occurred due to colonisa-
tion and neocolonial macroeconomic orders are rarely 
mentioned in the global surgery literature. However, 
more recent studies highlighted the importance of 
historical and economic determinants of global surgery 
inequities, including reparation indemnity, trade policies 
and structural adjustment programmes.90 Without reck-
oning with these underlying economic determinants, 
global surgery risks perpetuating the ‘civilising mission’, 

 on A
pril 20, 2024 by guest. P

rotected by copyright.
http://gh.bm

j.com
/

B
M

J G
lob H

ealth: first published as 10.1136/bm
jgh-2023-014173 on 4 January 2024. D

ow
nloaded from

 

http://gh.bmj.com/


Qin R, et al. BMJ Glob Health 2024;9:e014173. doi:10.1136/bmjgh-2023-014173 7

BMJ Global Health

making us more at ease with the inequities created by 
colonisation and neocolonialism.29 37

We observe a paradox in surgery’s simultaneous popu-
larity in missionary and charitable medicine as one of the 
most efficacious biomedical treatments and its margin-
alisation in colonial medicine and global health.29 30 33 
This occurred as health institutions in the Global South 
were drawn to the priorities of the Global North rather 
than those of their own citizens.31 Surgery continues to 
be seen as a luxury rather than a necessity, delegated to 
NGOs and private investors.33 63 91 92 We conclude that 
resolving this paradox requires rebuilding health systems 
and institutions in the Global South that reflect the needs 
of and hold accountability to citizens through legitimate 
forms of representation.

A word must be said about agency. Shifting global 
surgery towards equity requires our collective decoloni-
sation. Benefits from colonisation and neocolonialism 
are distributed down a hierarchical order that all of us 
partake in. Leaders in the Global South must take charge 
of designing, funding and delivering surgical services 
oriented towards the interest of their citizens and popu-
lations rather than elite, commercial or international 
interests.

CONCLUSION: THE WAY FORWARD
This paper examined the categories of inequities in global 
surgery, drawing on the literature and our lived personal 
and professional experiences. We observed the domi-
nance of Western epistemology, the limited participation 
of Global South providers, communities and patients, 
the accumulation of benefits by individuals and institu-
tions in the Global North, and the centring of power and 
control in the Global North, which justifies universalisa-
tion over local contextualisation, with an ongoing unidi-
rectional flow of personnel from the Global North to the 
Global South. These categories could guide the formu-
lation of solutions to both dismantle power asymmetries 
and rebuild towards equity (table 2).

We noted the continuity of these categories of inequity 
since the colonial era. Despite its ideal definitions, global 
surgery demonstrated more continuity than change in 
its real- world practice compared with its predecessors in 
missionary medicine and international health. Global 
surgery is at risk of becoming a different name for the 
same thing, as institutions of power in the Global North 
interpret global surgery in ways to suit their own interests.

Decolonising global surgery challenges us to rethink 
what we understand as ‘global’ and ‘surgery’. It requires 
dismantling both the hierarchical, exclusive and disease- 
focused model of surgery in the West and the coloniality 
of global health itself. First, instead of an individualised, 
specialised intervention inside the operating theatre, 
surgical care in the global setting should be an inte-
grated ecosystem from prevention to cure. It should not 
be delivered by ‘global surgeons’ from the Global North 

but by multidisciplinary, intersectoral teams in the Global 
South, including service users.

Second, instead of being ‘global’, surgical care should 
be locally contextualised and determined at the grass-
roots level in each setting. Global health is conceptu-
alised in the Global North for the Global North. The 
construction of the ‘global’ often masks external inter-
vention and control by the Global North. Can the Global 
South reclaim global surgery? We concluded that Global 
South can and must reclaim global surgery by elevating 
the voices of local providers and communities in each 
setting and providing a platform for experience sharing 
and collaboration. A truly global form of global surgery 
must include bidirectional exchanges and South- South 
collaboration, with Global South practitioners recognised 
globally as having relevant and shareable expertise.

Many solutions already exist around the world that 
have not been defined in relation to decolonisation. If 
we start with the dominant frameworks, we can only see 
what is lacking. Decolonisation is defined in opposition 
to colonisation, Global South to North, equity to ineq-
uity, task- shifting to task and non- specialists to specialists. 
Indigenous providers in the Global South have improved 
health in their communities for decades. We must change 
our frames of reference to uplift solutions that already 
exist.

The goal of global surgery should not only entail 
dismantling inequity but ultimately advancing the polit-
ical, economic, cultural and epistemic sovereignty of 
communities over their own care. Conversations have 
centred around equity because inequities exist. The 
achievement of equity requires two players, acknowl-
edging that the Global North plays a role in creating and 
sustaining power asymmetries. It requires those in the 
Global North to be allies in dismantling power asymme-
tries and those in the Global South to assert agency and 
sovereignty.

The strength of this paper lies in its methodology and 
diverse authorship. Compared with personal opinions 
led by singular voices, we found the qualitative, group 
Delphi process empowering in drawing on the collective 
experience of diverse authors. Compared with literature 
reviews, our methodology enshrined knowledge gener-
ation from lived experience. Furthermore, we critically 
analysed the patterns of inequities in global surgery in 
relation to larger historical, political and economic struc-
tures in order to unveil unfair practices that must stop.

Our limitation is that we do not represent every profes-
sion, language or geographical region. However, we are 
explicit about our positionality and acknowledge that we 
can only represent ourselves. We have limited capacity to 
discuss solutions, which should be expanded on by future 
papers.

Surgery can be a powerful equalising force. Everyone, 
rich or poor, might need surgical care during their life 
course. Surgery was neglected on the global health 
agenda because the West set the agenda. If communities 
have sovereignty over their care, global health would look 
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very different from now. However, adding surgery alone 
is insufficient; it requires an examination of the episte-
mology of surgical care, who is driving it, how resources 
flow and where power lies. True community sovereignty 
over surgical care would entail delivering culturally 
appropriate, locally contextualised care by providers who 
represent the community, with resource controlled and 
governance driven by institutions accountable to commu-
nities in each setting. It involves dismantling the power 
asymmetries inherent in both global health and Western 
surgery towards building inclusive, pluralistic, polycen-
tric and community- self- determined models of surgical 
care. Leaders in the Global South must take charge 
of designing, funding and delivering surgical services 
oriented towards the interest of their citizens and popu-
lations rather than elite, commercial or international 
interests.
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Table 2 Potential solutions for dismantling power asymmetries in global surgery and rebuilding towards equity

Category of inequity Dismantling Rebuilding

Western epistemology Dismantling the presumed superiority of the 
dominant Western epistemology

Pluralist model of surgical care incorporating 
the cultural values of communities.
Bringing care closer to the community.
Incorporating social, cultural, and 
environmental determinants and contexts.
Multidisciplinary, interprofessional and cross- 
sectoral collaboration.
Community- focused rather than disease- 
focused care.

Geographies of inequity Decentralising global surgery
Terminating unidirectional short- term placements

Polycentric global surgery
Valuing local contextualisation
Bidirectional exchange
Uplifting the voices of ‘local’, ‘rural’ and 
Indigenous surgeons in each setting around 
the World

Unequal participation Majority Global South representation across all 
global surgery activities.
Dismantling the hierarchical order and patriarchy 
within biomedicine and Western surgery, which 
places specialists above nurses and midwives, 
males above females, and providers above 
patients.

Broad- based, gender- balanced, inclusive 
participation with the involvement of nurses, 
midwives, policy- makers, advocates, 
engineers, cleaners, orderlies and patients 
themselves.
Shifting global surgery to the grassroots. 
Local pose for a local audience. Bottom- up 
as opposed to top down participation.
Promoting non- academic activities, including 
practice, policy and advocacy.

Resource extraction Establishing matrices to track benefit distribution 
in global surgery.

Facilitating surgical equipment and device 
innovation and manufacture in the Global 
South.

Asymmetry in power/
control

Internal decolonisation.
Examining the accountability of global surgery 
institutions and initiatives to the communities they 
serve.
Dismantling control over knowledge production by 
the Global North.
Addressing the underlying economic inequities 
between Global North and South that have 
created inequities in surgically treated conditions 
through reparation and fair economic policies.

Ensuring that priority- setting and decision 
making rests with the Global South.
Strengthening institutions in the Global 
South.
Agency and ownership by Global South 
governments to invest financial resources in 
surgical care
Uplifting alternative ways of knowing and 
knowledge sharing, such as story- telling, 
podcasts.
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