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Abstract

Background Worldwide, five billion people lack access to safe, affordable surgical, obstetric, and anaesthesia (SOA)
care when needed. In many countries, a growing commitment to SOA care is culminating in the development of
national surgical, obstetric, and anaesthesia plans (NSOAPs) that are fully embedded in the National Health Strategic
Plan. This manuscript highlights the content and outputs from a World Health Organization (WHO) lead workshop
that supported country-led plans for improving SOA care as a component of health system strengthening.
Methods In March 2018, a group of 79 high-level global SOA stakeholders from 25 countries in the WHO AFRO
and EMRO regions gathered in Dubai to provide technical and strategic guidance for the creation and expansion of
NSOAPs.

Results Drawing on the experience and expertise of represented countries that are at different stages of the NSOAP
process, topics covered included (1) the global burden of surgical, obstetric, and anaesthetic conditions; (2) the key
principles and components of NSOAP development; (3) the critical evaluation and feasibility of different models of
NSOAP implementation; and (4) innovative financing mechanisms to fund NSOAPs.

Conclusions Lessons learned include: (1) there is unmet need for the establishment of an NSOAP community in
order to provide technical support, expertise, and mentorship at a regional level; (2) data should be used to inform
future priorities, for monitoring and evaluation and to showcase advances in care following NSOAP implementation;
and (3) SOA health system strengthening must be uniquely prioritized and not hidden within other health strategies.
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Introduction

Surgery has been described as the “neglected stepchild of
global health” [1]. Conditions requiring surgical, obstetric,
and anaesthesia (SOA) services amount to 30% of the
global disease burden, yet over 70% of the world’s popu-
lation lack access to safe, affordable, and timely SOA care
[2]. Only 6% of surgical volume worldwide takes place in
poorest one-third of the world, which is home to the
majority of the surgical disease burden [2]. The scope and
severity of the surgical disease burden in low- and middle-
income countries (LMICs) has been highlighted in publi-
cations such as the Lancet Commission on Global Surgery
(LCoGS) report Global Surgery 2030: Evidence and
Solutions for Achieving Health, Welfare, and Economic
Development and DCP-3 [2, 3]. The subsequent unanimous
passage of “On strengthening emergency and essential
surgical care and anaesthesia as a component of universal
health coverage” (World Health Assembly Resolution
68.15) provided the requisite diplomatic directive to begin
to address unmet surgical need [4]. Currently, there is
growing commitment and interest around the world, par-
ticularly in LMICs, in increasing access to SOA care. In
many countries, this newly realized commitment is cul-
minating in the development of national surgical, obstetric,
and anaesthesia plans (NSOAPs) that are incorporated into
a country’s National Health Strategic Plan (NHSP) [5-7].

Methods

During a regional meeting from 21-22 March 2018, a
group of 79 high-level global SOA stakeholders from 25
different countries gathered in Dubai to provide technical,

programmatic, and strategic support for the creation and
expansion of NSOAPs (“Appendix 17). The overarching
goal of the workshop was to support country-led plans for
scaling up SOA care as an indispensable component of
health system strengthening. Over the two-day workshop,
both published and unpublished evidence, and technical
and strategic guidance were presented through formal
presentations, country case studies, panels, and small group
discussions. Countries at various stages of NSOAP and
implementation were used as real-life examples to under-
score NSOAP principles. Clinicians and policymakers,
alike, resolved to use NSOAP as a tool to implement
change and improve access to surgical care in the World
Health Organization (WHO) African and Eastern
Mediterranean regions. This manuscript highlights the
content and outputs from this workshop that supported
country-led plans for scaling up surgical, obstetric, and
anaesthesia care as part of health system strengthening.

Results
Summary of conference proceedings

Drawing on experience, expertise, and lessons learned from
countries and implementers around the world, topics cov-
ered included (1) the global burden of SOA conditions; (2)
the key principles and components of NSOAP develop-
ment; (3) the critical evaluation and feasibility of different
models of NSOAP implementation; and (4) innovative
financing mechanisms to fund NSOAPs. Participants noted
the importance of advocacy and critical role of data-driven
and data-supported arguments to highlight the critical need
for improved SOA care for all people. Key arguments for
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the inclusion of NSOAP within the national health agenda
included: (1) current capacity does not come close to
meeting the SOA need in most LMICs, and where present
it is often lacking in quality; (2) investment in SOA care is
cost-effective; (3) emergency and essential SOA care are
critical and indispensable components of universal health
coverage (UHC); (4) investment in surgery is necessary to
meet the sustainable development goals; (5) NSOAPs
facilitate SOA system strengthening; and (6) surgery,
obstetrics, and anaesthesia are indivisible components of
effective NHSPs and resilient health systems [8]. With
these building blocks established, the remainder of the
workshop focused on the framework for and implementa-
tion of NSOAPs.

National health planning

NHSPs are high-level strategic documents that outline a
country’s vision, priorities, budgetary decisions, and course
of action for improving and maintaining the health of its
people. Such documents provide direction for improving
health and are used for planning purposes, often addressing
scope, distribution, and prioritization of service delivery.
The development of NSOAPs, embedded within a coun-
try’s NHSP, has been identified as a potential strategy to
facilitate increased access to SOA care, especially in
LMICs. Importantly, strategic plans are often just the
beginning of national efforts to improve the SOA land-
scape, with their ultimate impact determined by successful
implementation. Furthermore, strengthening SAO care
encompasses the full spectrum of services at all levels of
the healthcare system, from pre-hospital care delivery
through discharge, thus improving the capacity of the
system as a whole.

National surgical, obstetric, and anaesthesia plans—
a framework

There are three major components involved in drafting an
NSOAP: (1) defining the current gaps in access to safe,
timely, affordable, and quality SOA care; (2) identifying
and prioritizing solutions; and (3) creating a costed and
funded implementation plan that includes collection and
evaluation of countrywide data. NSOAPs cover six
domains: (1) infrastructure; (2) workforce; (3) service
delivery; (4) financing; (5) information management; and
(6) governance. There are eight key principles involved in
the development of an NSOAP (Fig. 1). Notably, these
principles are not necessarily temporally separated and
often occur in parallel with each other.
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Financing NSOAPs

Despite the common perception that the provision of SOA
care is cost-prohibitive, surgery is a highly cost-effective
public health intervention [9]. It will cost an estimated
$350 billion to address the surgical burden of disease in
LMICs by 2030, almost 50-fold less than the estimated
$12.3 trillion in lost GDP that will be attributed to
untreated conditions requiring surgery in the same time
frame [2, 10, 11]. Additionally, the cross-cutting nature of
NSOAP makes it a compelling financial and political
investment as it has benefits that extend to the broader
healthcare system. Domestic and external funding sources
should be considered for NSOAP financing. Domestic
funds may be attained through the utilization of UHC
funds, improved efficiency in allocation of existing funds
towards horizontal health systems strengthening, and
increased investment into the health sector. For many
LMICs and fragile states, additional external financing will
be necessary. This may take the form of assistance from
non-governmental organizations, foundations, or bilateral
and multilateral development partners, amongst others.
Financial assistance as well as logistic and managerial
expertise may also be provided by private industry.

Implementing change in WHO AFRO and EMRO

Throughout the meeting, participants learned from the
expertise and experience, and successes and challenges, of
countries that are at different stages of the NSOAP process
through case studies and panel discussions (Fig. 2;
Table 1). Paving the way forward with NSOAP imple-
mentation are Ethiopia, Senegal, and Zambia. Tanzania’s
NSOAP was officially launched on 19 March 2018.
Rwanda has the intention of finalizing and launching their
plan in 2018. Madagascar, Nigeria and Sierra Leone have
begun the NSOAP process and are currently in the mid-
development stage. Sudan and Namibia have committed to
developing an NSOAP.

Conclusions

The group identified several strategies to drive successful
and rapid NSOAP expansion:

1. Regionalization There is unmet need for establishment
of an NSOAP community in order to provide technical
support, expertise, and mentorship at a regional level.
This could be achieved by better utilizing existing
regional health actors including the African Union
(AU) and WHO AFRO and EMRO. WHO AFRO
expressed willingness to support the creation of such a
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community. The College of Surgeons of East Central
and Southern Africa (COSECSA) and West African
College of Surgeons (WACS) are willing to leverage
their expertise and network to work with member
states to develop NSOAPs. Additionally, Ethiopia,
Zambia and Tanzania (countries with completed plans)
have committed to mentor other countries through
their NSOAP development and implementation. There
was a resolution to present the concept of NSOAP at

the highest levels of the AU and Southern African
Development Community in order to ensure the buy in
and adoption from the agenda-setting agencies of the
region.

Data collection Data should be used to inform future
priorities, for monitoring and evaluation, and to
showcase advances in care following NSOAP imple-
mentation. There was broad support for the inclusion
of SOA data collection as a specific objective in each
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Table 1 Status of NSOAPs worldwide

Phase of NSOAP

development

Country

Progress to date

Commitment

Commitment

Development

Development

Development

Drafted

Launched

Implementing

Implementing

Implementing

Namibia

Sudan

Madagascar

Nigeria

Sierra
Leone

Rwanda

Tanzania

Ethiopia

Senegal

Zambia

Gathering stakeholders and forming working group
Goal to complete NSOAP process by December 2019

Meeting with the Clinical Directorate and Health Financing Department at the Federal Ministry of Health
in April 2018

Drafting complete NSOAP proposal to submit to MOH
Goal to complete NSOAP process by mid-2019
Initial baselining was completed and an initial stakeholder meeting occurred in September 2016

NSOAP process temporarily stalled due to a leadership transition but in January 2018 the process
restarted

A working group is meeting regularly to draft the NSOAP with the goal of completion within the next
6 months

Initial baselining has been completed for the federal capital territory and is due to commence in one state
from each of the six geopolitical zones

Goal to complete NSOAP process by December 2018

Unique opportunities to design solutions from the ground up given ongoing reconstruction of the entire
health system post-Ebola; aided by the prevalence of research on health system capacity and high
density of bilateral partners

Completed situation analysis and theory of change workshop; currently planning national surgical forum

Completed the first draft of their plan and the initiatives are currently under review by a large group of
stakeholders in order to achieve consensus prior to finalization

The intent is to launch the plan in the next several months

Two-year collaborative process involving Department of Curative Services in the MOHCDGEC, the
Program in Global Surgery and Social Change at Harvard Medical School, and the GE Foundation
Safe Surgery 2020 project

NSOAP signed in January 2018 and formally launched in March 2018
Second year of implementation
Appointment of a core project team for the saving lives through surgery (SALTS) Initiative

Successes include: construction of more than 100 new OR blocks, the creation of road maps for SAO
workforce development in the country, the formation of vital partnerships with many funders and
expert groups, the launch of a safe surgery national monitoring and evaluation program, facility-based
quality improvement efforts, and development of a perioperative guidelines, amongst others

Fifth year of implementation

NSOAP launched in December 2013 with implementation time frame of 5 years
First plan to be launched at a national level and fully integrated into the NHSP
First year of implementation

Specialty SOA societies have been able to successfully lobby for funding from the MOH to support
NSOAP initiatives

The NSOAP highlighted workforce as one of the largest gaps in SOA care, prompting a focus on
increasing the workforce and improving the distribution of providers around the country

future NSOAP. These data could be utilized to inform
future priorities, for monitoring and evaluation, and to
showcase advances in care following NSOAP imple-
mentation. The need for data to show return on
investment and create opportunities for results-based
financing, impact bonds, and other innovative financ-
ing mechanisms was highlighted. Additionally, the
importance of sharing these data with the international
community, via the WHO and World Bank, for
transparency and accountability was stressed.
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Financing Health system strengthening for SOA
services must be prioritized in its own right and not
hidden within other health strategies. All countries
were in agreement that new financial mechanisms must
be developed in order to ensure allocation of funds
specific to NSOAP. NSOAP champions must take the
initiative to advocate for financial support from
domestic and external sources. Industry also represents
a potential source of support that can be engaged
throughout the NSOAP process to meet the specific
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surgical needs of each country. At the conference,
industry began to discuss how to best partner and
create a collaborative strategy for NSOAP support.

Future directions

The group requested that the WHO offices, on the country
and regional level, provide technical assistance in the pri-
ority setting, drafting, and costing phases of the plans and use
their significant political influence for NSOAP advocacy.

Participants agreed to meet at the COSECSA annual
meeting in Kigali, Rwanda, in December 2018. By this
time, most participants anticipated significant progress in
their NSOAP journey: with delegates from Rwanda antic-
ipating completion in the next several months, Madagascar
within 6 months, Sudan by mid-2019, and Namibia by
December 2019. At the conclusion of the meeting, there
was a sense of urgency amongst participants with a
growing commitment to NSOAP development from
numerous countries, promising partnership opportunities
with industry, and ongoing discussions of NSOAP at the
highest levels of relevant regional and multilateral orga-
nizations. Furthermore, an NSOAP policy brief and WHO
NSOAP manual, incorporating many of the themes from
the meeting, are currently under development.
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