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There has been a recent increase in dialogs around decolonization in global health. We present a perspective from global surgery emphasizing personal experiences around equity in barriers to education and surgical missions, citing specific personal challenges and local perceptions that we have experienced as well as potential solutions. We also cite fundamental challenges to the movement to decolonize global surgery, including donor-directed priorities and the creation of partnerships based in genuine bilateral exchange. We cite several models of current programs aiming to address some of these challenges.
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Introduction

We know that the history of global health is inextricably tied to colonialism, so what does it mean to decolonize global health? (Castor and Borrell, 2022) Much has been written on the subject in recent years, enough so for it to be considered a movement (Kwete et al., 2022). But momentum alone does not make a movement as discourse without action does not lead to real change. Unfortunately, the movement to decolonize global health may have developed into an echo chamber of rhetoric, roadmaps, and buzzwords that upholds the very power dynamics it claims to dismantle (Khan et al., 2021). This explains why there is so much contention within the movement about what decolonization ought to look like (Chaudhuri et al., 2021; Mogaka et al., 2021; Finkel et al., 2022). Moreover, this is why we ought to take a step back and a closer look at the reality of the work as it exists today. Only then can we begin to determine what needs to happen next. In this article we hope to shed light on some of our personal experiences with teaching and learning in global health, some of the broader challenges that need to be addressed, and some of the ways forward that may lead to a new direction for the movement to decolonize global health.



Personal experiences in global health


Barriers to education

One of the most difficult things to reconcile as healthcare providers committed to achieving health equity for our communities is the constant reminder of how deeply entrenched so much of the work remains in colonial legacy. While there are more examples to share than we would like, it is important to highlight a few of the ongoing struggles in global health education. One example is a poignant testimony from one of our authors, Dr. Emmanuel Bua, a surgeon and scholar who reflects:


“Dear Emmanuel,

Thank you for your email. We do require an English language proficiency test from you, or a document explaining why you fulfill the waiver requirements listed below.”

This was the message I received when I applied for a short course in global health at one of the most reputable universities in the world. I wasn’t keen on writing that English language proficiency test, so I chose the other alternative – the ‘document’.

In this ‘document’, I tried to explain how I come from a commonwealth member state. I reminded them, just in case they had forgotten, that English is the official language in Uganda in all public places including schools, except for a few private language schools that also teach French, German and Chinese.

To build my case further I pointed out that all my education from kindergarten right through university was conducted in the English language. I hold a Master’s degree and several other academic fellowships, all done in the English language. To that end I was convinced there was no need to take an English language proficiency test in order to be eligible for the short course I had applied for. After all, I had already submitted a 500 word long personal statement written in the English language, if proficiency was anything to go by.
 

These and several other examples of intentional and unjustified barriers to equity in education are responsible for many of the inequalities that plague healthcare services globally.

The decolonization movement in global health has largely focused on healthcare delivery, however, not much has been written or done to address the widespread challenges in accessing medical education which are a byproduct of the very structures that the movement hopes to dismantle. Not only are these challenges often intentional and unjustified but also they are detrimental to the communities that would stand to benefit most from access to medical education. For example, while it may not require much for a specialist trainee from the global north to spend time in the global south studying or carrying out research, it is often extremely difficult if not impossible for their counterparts from the global south to access the same opportunities in the global north. Even those who can take advantage of such opportunities routinely face additional challenges and frustrations (Pai, 2022). We must recognize how deeply rooted global health remains in the colonial mindset because we cannot change what we do not acknowledge. An increasing number of groups have called for a fundamental re-evaluation of global health education with emphasis on curricula and anticolonialism (Garba et al., 2021). Nonetheless, some of the momentum may be excessively originating in high-income countries (HICs) rather than low-and-middle-income countries (LMICs). We urge programs not only to re-evaluate their own curricula and objectives but also to ensure that this process is primarily driven by LMICs – even for something as simple as revisiting the definition of a term like “global surgery” (Jayaram et al., 2021).



Surgical missions

Another area with which we have extensive experience is the tradition of surgical missions and camps. These were originally conceived with the intent of reaching out to communities that lack access to surgical care. In these camps surgeons and their teams from HICs visit and offer surgical services to LMICs, however the utility of this model has been under ongoing scrutiny (Botman et al., 2021). The general observation by many hosts is that most visiting members of surgical camps often lack standardized patient selection methods and routinely neglect to plan for patient follow-up after the camp. Unless a system has been set in place, the departure of the visiting team signals the end of their contact with the patient, and the local health care personnel are left to handle any complications.

Most surgical camps are disease specific and do not necessarily address the most urgent needs of the communities. Common examples include surgery for cleft lip and palate, obstetric fistula, and clubfoot among others. Meanwhile procedures to treat acute traumatic injuries or general surgical conditions, especially emergency conditions, are less likely to be prioritized.

Once the visiting team arrives, the normal function of the local hospital may cease. The operating rooms may be taken over, the anesthesiologists and other human and material resources diverted away from routine care, and the nursing teams and local staff sidelined in favor of those from the visiting team regardless of their training or experience. Such missions frequently disturb the daily work of the LMIC hospital and overlook any exchange of knowledge, introduction of novel techniques, or improvement of operative skills. The visiting surgeon may even be less qualified than the local surgeon because the local surgeon has a better understanding of the local health care system, familiarity with advanced disease pathology that they see more frequently, and knowledge of the limitations that patients will face after discharge.

The huge cost of running these camps mainly stems from the visiting team as they tend to arrive in big numbers with some coming primarily for a tour of the continent. The teams often include public relations officers, photographers, IT specialists, nurses, surgeons, and students. They tend to stay in expensive five-star hotels for the duration of the camp, which is usually crowned with a week-long post-camp adventure through national parks and tourist attractions as a reward for their own hard work. Many of the team members are either non-essential or their services can and should be sourced locally from the host community.

Despite these all-too-common scenarios, most volunteers are well intentioned. However, some may arrive with a “savior mentality.” Their true objective may be to take the perfect picture (i.e., “the selfie”) with a destitute patient that can be shared on social media. Therefore, HIC providers who wish to get involved in surgical camps must be aware of their limitations regarding the local disease burden and acknowledge that their participation can, in fact, be disruptive. They should be willing to work with the local staff as much as possible. This helps to reciprocate the true spirit of global health, one focused on genuine bilateral exchange, collaboration, and partnership (Foretia, 2022).

In Uganda, the Association of Surgeons of Uganda has required that all international groups register their surgical outreach and mission trips with local groups, with clear plans for patient recruitment, follow up, and an agreement with a local clinical leader. This is in effort to minimize harm while still providing these often-essential services. Other groups have also tried to provide guidelines for short-term surgical work (Butler et al., 2018), while locally led surgical missions and camps within Uganda have also been shown to be effective and sustainable (Galukande et al., 2016).



Local perceptions

Another often overlooked aspect of the colonial mindset that permeates global health and especially global surgery is the all too hypnotizing colonial gaze. While it is well known that much of colonial history is written by, centered on, and flattering to the colonizer, we must recognize the importance not only of acknowledging our own shortcomings but also of respecting the perspectives of the very communities in which we work (Chaus, 2020). For many years expatriate physicians have taken on diverse roles in underserved settings globally, including in the provision of clinical care, research, education, and mentorship. In the United States, 31% of medical students participate in international experiences, over 50 residency programs offer global health tracks and international rotations, and over 6,000 medical mission trips originate annually (Parekh et al., 2016).

These experiences are overwhelmingly positive from the perspective of the visiting providers, not to mention their glowing statistics that often justify the means: physicians with global health experiences are more likely to work with underserved populations and engage in community service opportunities back home (Parekh et al., 2016) Reported benefits include gaining experience with diverse pathologies, learning to work with limited resources, developing clinical and surgical skills, participating in education, and experiencing new cultures (Parekh et al., 2016). Furthermore, in the setting of LMICs, expatriate physicians can serve important roles in addressing physician shortages and helping to establish medical education infrastructure (Kisa et al., 2019).

However, there seem to be knowledge gaps regarding the perception that local hosts have of the benefits of these programs, and of their influence on host institutions, physicians, and trainees (Zivanov et al., 2022). Such benefits should include genuine bilateral exchanges whereby both local hosts and expatriates are able to participate in reciprocal visits, training, and research as true partners, rather than the hosts becoming recipients of the visiting saviors’ charitable goodwill. These concerns are not new and have been raised in various evaluations of “hosts,” including in Uganda (Elobu et al., 2014; Velin et al., 2022).

These are just a few of the examples that we have seen and experienced firsthand in our own work, but we have no doubt that there are countless others that occur daily around the world. Some have been written about as of late, but most have yet to be acknowledged let alone published. As global surgery grows and develops into a field of its own, and as we continue to recognize the importance of surgical systems as a cross-cutting part of healthcare in general, it is critical that we acknowledge and address the immense inequalities that exist in global health education. More specifically, the immense inequalities that pertain to surgical education in LMICs.




Fundamental challenges to the decolonization movement

Having highlighted some of our own experiences and observations with the colonial legacy of global health education, we also wanted to bring attention to some of the core challenges that remain as the decolonization movement continues; the core challenges that are often intentionally overlooked or minimized because they seem too big to tackle. While there is a lot of focus being placed on the idea of decolonization from an academic perspective, that focus often takes away from many of the structures and systems in place that are so deeply rooted in colonialism to begin with and which perpetuate the very challenges that the decolonization movement is attempting to address.


Genuine bilateral exchange

The first of these broad challenges remains the notion of genuine bilateral exchange. Much has been written on this, and we have referred to this idea several times within this article, but we must take a closer look at what this vague prescription really entails. We would argue that partnerships and collaborations which aim to provide bilateral exchange through shared research publications, coordinated teaching efforts, and local capacity building are not enough. While all these endeavors are certainly encouraged and a step in the right direction, if we truly want to decolonize global health and specifically global surgery then we must ensure that every opportunity that is afforded to a HIC partner should also be afforded to an LMIC partner. Clearly there are overwhelming, systematic barriers to such bilaterality but these same barriers are precisely what the decolonization movement ought to be focused on. HIC partners should actively advocate for the same kind of clinical and research opportunities for LMIC partners at their own institutions, with the same level of autonomy and participation, especially if this requires advocacy in the realm of policy (Pai, 2022). If the decolonization movement is to be taken seriously in both its efforts and its intentions, then genuine bilaterality must be at the forefront of all future advocacy and programmatic planning (Scheiner et al., 2020).



Centralization of services

Another broad challenge we have noticed in our work is the centralization of services. While this remains a challenge in most health care systems globally, it is an extremely pronounced challenge in many LMICs (Sund et al., 2022). Tradition holds that the best academic medical centers the world over exist in urban environments, often leaving rural communities to rely on aid-based, unilateral programs for support. This can lead to an unintentional domestic brain drain whereby healthcare providers either want to or have to leave their communities for these urban centers to find the opportunities they have worked so hard to obtain (Gajewski et al., 2020). And again, while this challenge is not unique to LMICs by any means, the consequences of this centralization of services can be devastating for the communities that are unable to access such services. If the decolonization movement in global health is to have any success, it will be measured by the sustainability and independence of the very healthcare systems that have long suffered in the legacy and shadows of colonialism. For these very reasons, the internationalization of medical education in the context of the decolonization movement must also explicitly focus on rural communities as a vital part of healthcare systems.



Donor directed priorities

Lastly, one of the greatest challenges to global health and particularly global surgery is the phenomenon of donor-directed priorities. While often unintentional, the healthcare priorities set by donors and foreign aid institutions rarely reflect the true needs of the recipients (Olusanya et al., 2021). Furthermore, these priorities can have unpredictable downstream effects that only worsen the gaps in healthcare services (Parsons, 2022). A very pertinent example of this can be seen in the way that infectious diseases have affected the healthcare workforce in Uganda. In a nation with a longstanding history of receiving aid specifically earmarked and targeted for infectious diseases, the very notion of which is stained by the colonial tendency to solve problems “elsewhere” so that they do not become a problem at “home,” donors have directed the priorities of an entire healthcare system away from the greatest need. It is well known now that globally HIV, TB, and malaria combined have a lower annual mortality rate than traumatic injuries alone (Meara and Greenberg, 2015). And this does not even include the mortality caused by a lack of access to various other essential surgical procedures. Despite this, there is virtually no funding from major international healthcare organizations for the prevention and treatment of traumatic injuries when compared to the funding available for infectious diseases. And while this may seem like an obvious oversight, it remains a surprisingly neglected truth. The most dangerous part, however, is how these priorities influence the decisions of future healthcare workers. A survey of medical students across Uganda revealed that the overwhelming majority wanted to pursue a career in infectious disease, largely because that is the specialty with the most funding and in turn the most well-paying jobs, despite the immense burden of disease from other specialties such as surgery (Kakembo et al., 2020) This is just a single example of what is undoubtedly a widespread consequence of how donor-directed priorities can negatively impact medical education and in turn the medical workforce.




Current advances in global health programs

Once we start from a place of clarity and accountability, then it is not only possible but also inspiring to set anticolonial intentions and to put them to work. And this cannot happen in isolation, in fact it must happen in collaboration or else the decolonization movement will never gain the momentum it needs to achieve any genuine, lasting change (Table 1).



TABLE 1 Table of novel global health programs.
[image: Table1]

There are several institutions and organizations that have committed to precisely this kind of work, including the Center for Health Equity in Surgery and Anesthesia (CHESA) and the Health, Equity, Action, and Leadership (HEAL) Initiative, both of which are based out of the University of California San Francisco (UCSF; Figure 1). Both of these programs also aim to address disparities within the local health care system in the United States, where institutions and structures entrenched in racism similarly to those entrenched in colonialism remain a major threat to public health. We see very similar strands of essential action between the movement to decolonize global health and advance an antiracist agenda.

[image: Figure 1]

FIGURE 1
 HEAL initiative model.


Furthermore, the College of Surgeons of East, Central, and Southern Africa (COSECSA), which has made sustainable impact on local capacity building by investing in the current and next generation of surgeons across the region by embracing a model of “learning without borders” such that trainees do not have to leave their place of work in often rural and essential hospitals to gain qualification as a specialist surgeon (Mulwafu et al., 2021) Such programs have devised new and innovative models for global health education and care delivery that are rooted in the core values of anticolonialism such as equity, justice, and self-determination.



Discussion

Decolonizing global health, and particularly the internationalization of medical education, is a necessary part of achieving health equity for all populations. This is no easy task, and we admit that it will require a process in tandem – where we intentionally create anew while simultaneously learning from the old with the ultimate goal of leaving colonial systems and institutions behind once and for all. This process requires that we first bring awareness to and take responsibility for our own actions because we are all complicit.

Many have shared their perspective, offered suggestions, and made recommendations about the most practical and necessary next steps to carry the decolonization movement forward (Pai, 2021). In addition to these, we believe that incorporating an anticolonial mindset and intention into the very way we do the work is paramount to the success of any such movement (Foretia, 2022). This means transforming the very way we teach and learn about global health, with the ultimate transformation coming from the creation of brand-new systems, institutions, and programs to support the work. Such novel approaches to global health require a certain awareness of our own individual biases and tendencies and how they relate to both the historical and ongoing colonial impact on health equity. Only with this awareness will it be possible to dismantle colonial legacies while learning from their very real and very widespread ramifications, several examples of which we have shared in this article as mere footnotes to the realities of global health as we know it today.

Clearly there is much work to be done, and there are many different ways to do it, but from our perspective the only way to bring the decolonization movement to fruition is to shift its focus entirely from fixing old problems to creating new solutions. Most importantly, this shift must be led by, prioritized for, and centered on the very communities that have long been denied not only their seat at the head of the table, but also their very own tables (Oti and Ncayiyana, 2021).
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