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ABSTRACT

Objectives This study aimed to explore how adult
patients who received free mission-based elective
surgery experienced surgery and its outcomes, in order to
provide recommendations for improved service delivery,
measurement of impact and future quality initiatives for
the humanitarian organisation Mercy Ships and other
mission-based surgical platforms.

Setting Data were collected in June 2017 in Cotonou,
Benin, where the participants had previously received free
mission-based elective surgery aboard the Africa Mercy, a
non-governmental hospital ship.

Participants Sixteen patients (seven male, nine female, age
range 22-71, mean age 43.25) who had previously received
surgical care aboard the Africa Mercy hospital ship between
September 2016 and May 2017 participated in the study.
Methods Using a qualitative design, 16 individual
semistructured interviews were conducted with the
assistance of two interpreters. Participants were recruited
using purposive sampling from the Mercy Ships patient
database. Interview data were coded and organised into
themes and subthemes using thematic content analysis in
an interpretivist approach.

Findings Analysis of interview data revealed three main
themes: barriers to surgery, experiences with Mercy

Ships and changes in perspectives of surgery after their
experiences. Key findings included barriers to local surgical
provision such as cost, a noteworthy amount of fear

and distrust of local surgical teams, exceptional positive
experiences with the care at Mercy Ships, and impactful
surgery, resulting in high levels of trust in foreign surgical
teams.

Conclusions While foreign surgical teams are meeting an
immediate need for surgical care, the potential enduring
legacy is one of trusting only foreigners for surgery.
Patients are a critical component to a well-functioning
surgical system, and mission-based surgical providers
must formulate strategies to mitigate this legacy while
strengthening the local surgical system.

BACKGROUND

In 2010, conditions requiring surgery caused
nearly 33% of global deaths, but only 6% of
the 313million surgeries performed annu-
ally occurred in the poorest countries.'
Local surgical provision in low-income and

Strengths and limitations of this study

» This study presents a qualitative exploration of pa-
tient experiences and perspectives on the impact of
surgical missions.

» The sample included under-represented key stake-
holders of surgical missions: the patients.

» Data were collected in the participants’ preferred
language and the use of professional translators
may have led to some loss of the richness in the
qualitative data, although the three-way conversa-
tion used in the interviews added to the credibility of
the data and rigour of the study.

» Although familiar with the culture, the positionality of
the primary researcher as a foreigner and outsider,
and previously involved with Mercy Ships, possibly
introduced response bias among participants.

» Participants were self-selecting and therefore the
sample may not reflect all patients’ experiences
and perspectives. For example, individuals with poor
experiences of the mission or individuals who may
have been too fearful of surgery may not have vol-
unteered to take part in the study.

middle-income countries (LMICs) has been
shown to be critically insufficient to meet
the needs of the population.” Even if local
surgical provision is available, several barriers
to meeting the surgical need exist, including a
lack of delivery system, equal patient access to
that system, safety within the system and protec-
tion from catastrophic financial loss.' There is a
significant shortage of trained surgeons, obste-
tricians and anaesthesia providers in LMICs’
and a lack of essential equipment for those
providers to safely perform surgery.*® The
2015 Lancet Commission on Global Surgery
report drew international awareness to global
surgical need' and led to widespread recom-
mendations for extensive growth and funding
for surgical training, infrastructure, technolog-
ical innovations and advocacy to strengthen
surgical systems in LMICs.”
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One widely implemented temporary solution to address
the unmet surgical need in LMICs is surgical provision
by charitable platforms or short-term medical missions
(STMMs), defined as ‘travel by a group of physicians to a
foreign country for the purpose of making a special study
or of undertaking a special study of a short-term duration®.
Shrime et al’ offered a classification scheme of STMMs
and suggested two main categories of STMMs based on
the method of surgical delivery: (1) Temporary surgical
platforms: surgical delivery, which can be divided into (a)
short-term surgical trips, where institutions in high-income
countries send healthcare professionals to LMICs’ clinics or
hospitals for short periods of a few weeks, or (b) self-con-
tained surgical platforms, which usually spend more time
within an LMIC, from months to years, contain their own
infrastructure, and usually do not leave behind any phys-
ical structure. (2) Specialty surgical hospitals, a model for
improving surgical delivery by developing local providers
and infrastructure, specialising in one or a few surgical
conditions, with a combination of foreign and local staff,
wsually funded with foreign aid.”

STMMSs’ goals vary by organisation, length, specialty
and purpose, from surgical provision alone to capacity
building and donations; however, integration of the local
healthcare system and sustainability of care should be a
Key aim of all STMMs.'"” STMMs’ efficiency, ethics and
clinical benefit have been questioned'' and STMMs have
been criticised for not addressing the root cause of the
problem, namely, poverty, leading to under-resourced
and overstretched healthcare infrastructures.'”"* Critics
of STMMs have also pointed at a common lack of cultural
understanding and unintended consequences of STMMs,
such as the lack of follow-up and questionable role of
minimally trained students or volunteers. Carlson et al
discussed predominant approaches of international
non-governmental organisations and Ministries of
Health towards mitigating the surgical workforce crisis:
e€xpanding training for local clinicians and temporary
expansion of workforce through STMMs."? The authors
discussed ethical implications of choosing one approach
over the other and concluded that both are required, and
emphasised that STMMs can distort the local market with
regard to providers and services.

Although evaluation of STMMs still seems in its infancy,
self-contained temporary platforms and specialty surgical
hospital have been found to provide the most effective,
cost-efficient care.” ' The impact of STMMs on the popu-
lation, however, beyond provider experiences,'* clin-
fdal results or patient reported outcomes,” '® is rarely
explored, especially from a patient perspective. Evalua-
tion of healthcare and surgical provision in high-income
countries is increasingly based on patient perspectives,
as patient-centred care has been shown to improve
outcomes.'”” ' This type of healthcare evaluation,
however, is not widely practised or reported for STMMs in
LMICs. While White et al quantitatively measured overall
satisfaction of mission-based surgery,'’ there has been
limited qualitative research regarding experiences and

perspectives of surgery among recipients of mission-based
surgical provision,' '°#’

Understanding barriers to accessing and using local
surgery, experiences of surgery and subsequent patient
perspectives and attitudes about surgery from recipients
of STMMs can help direct future quality initiatives and
ensure appropriate levels of patient satisfaction. Patient
experiences and perspectives are also important to
organisations seeking to encourage local sustainability, by
ensuring patient-centred outcomes align with the organ-
isations’ anticipated or expected impact and are not
fuelling a continued legacy of dependence on foreign
investment and provision.

Mercy Ships falls in the category of a self-contained
surgical platform and operates the largest civilian
hospital ship in the world, the Africa Mercy, that travels
to a different country in Africa every year providing free
surgery and medical training by a crew of voluntary,
highly trained specialised medical and support staff. The
Africa Mercy ship is a state-of-the-art surgical hospital with
five operating rooms, 200+volunteer medical staff and
all the ancillary services required for patient care presur-
gery and postsurgery, including radiology, physiotherapy,
access to pharmaceuticals and attentive nurses specialised
in critical care, paediatrics and other specialties aboard
the ship. Patients and caregivers are also given three
well-balanced meals per day, clean linens and activities for
entertaining themselves or their children, which is rare or
non-existent in the local context. Mercy Ships provided
free surgery and postsurgical care to patients in need
alongside mentoring programme, skills training and
courses for local surgeons, nurses, anaesthesia providers
and other surgical professionals in Benin, from August
2016 to June 2017.%' In this paper, we present results of
a qualitative study that aimed to explore perspectives of
surgery held by recipients of mission-based surgical provi-
sion on the Africa Mercy in this period to gain an in-depth
understanding of decision-making regarding surgical
provider, barriers and facilitators to local surgical provi-
sion, patients’ perspectives and experiences with missions,
and how those experiences affect future care-seeking
behaviour, to inform future programmatic development.

METHODS

The study employed a qualitative design to explore
perspectives and experiences of surgery among adult
recipients of free mission-based elective surgery in Benin.
The Africa Mercy performed 1957 surgeries on 1793
patients during the 2016-2017 field service.” This study
began 4weeks after the ship departed Benin, following
its 9-month service in the country, meaning at the time
of invitation, potential participants had been discharged
anywhere from 4 weeks to 8 months.

Telephone contact information for potential partic-
ipants was collected from Mercy Ships patient data-
base and purposive sampling was applied in relation to
gender, age, location and type of surgery. The potential
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participants’ surgery had to be available locally in Benin
to explore decision-making processes in-depth, so patients
who underwent burn contracture release surgeries, for
example, were excluded from the study as this surgery
is not available in Benin. Patients who underwent gynae-
cological and groin surgery were also excluded from the
study to avoid potential culturally inappropriate discus-
sions within a mixed-gender research team. Potential
participants had to live within Cotonou or the surrounding
area, ensuring they had physical access to local surgery.
From the remaining patient list, the research team began
contacting potential participants. To avoid any percep-
tion of pressure, potential participants were contacted
by interpreters independent of the foreign researcher.
They were informed that the study aimed to explore how
patients felt about surgery in general and their experi-
ence on the ship, and asked if they would like to partic-
ipate. In total, 30 participants were contacted and 16
participants (7 male, 9 female, age range 22-71, mean
age 43.25) living in Cotonou, Benin, who received surgery
on the ship, agreed to take part in the study. No potential
participants declined or were excluded; the remaining 14
individuals were either travelling or unavailable. Partici-
pants underwent a variety of surgeries, including cataract
(4); goitre (2); facial (2), neck (3), back (3) or other (1)
tumours; and thumb duplication (1).

Semistructured interviews were conducted in June
2017. Participants chose their interview location; most
interviews were held in participants’ homes, with a few in
a nearby café chosen by the participant. Interviews were
conducted by the principal researcher accompanied by
trained interpreters, in the participants’ preferred local
language (Fon, Goun and Yoruba). Participants were
asked about any previous experiences of surgical care
and their experiences on the ship. All interviews were,
with permission from participants, recorded, translated
and transcribed verbatim to English. Translations were
validated by interpreters for accuracy.

Towards the end of data collection, new data repeated
what participants expressed in previous interviews and no
new themes were emerging, therefore no further interviews
were conducted. Thematic content analysis was applied
to analyse data, to get an overall feeling for the data by
reading and re-reading the transcripts. Codes, or key words,
were noted in the margins, followed by a focus on finding
meaningful elements in each transcript. These meaningful
elements from all transcripts were then grouped together
to identify patterns or themes in the data. The first author
started this process which was reviewed by and discussed
with the coauthor. After careful deliberation, three main
themes, each with subthemes, were identified.

Ethical considerations

In accordance with ethical procedures, participants
received a Participant Information Sheet outlining the
purpose of the study, which was explained verbally. Partic-
ipants were informed that the primary researcher previ-
ously worked aboard the ship as a volunteer, was not an

employee and no longer affiliated with Mercy Ships, and
at the time was a Master of Public Health student at the
University of Liverpool. Participants were encouraged to
express themselves freely and informed that their identity
would be kept entirely confidential. The team informed
all participants that Mercy Ships would not be returning
to Benin in the foreseeable future, and their participa-
tion would in no way affect any future interactions with
the ship. All participants were encouraged to share any
concerns and ask questions, while given the opportu-
nity to decline or stop participation at any time. Written
informed consent was obtained from each participant
prior to the start of each interview with a thumbprint
acceptable in lieu of a signature in cases of illiteracy. N6
identifying information was included in recorded inter-
views. The interpreters were trained in medical confiden-
tiality and this was reinforced throughout the study.

Patient and public involvement statement

Although the study aimed to provide a platform for patients’
perspectives of free mission-based surgical care in Benin,
patients and the public were not involved in the design
of the study. There are no plans to disseminate the study:
results to patients due to language and logistical barriers.

FINDINGS

Three distinct themes emerged: (1) barriers to local surgery,
(2) personal experiences and impact surgery had on parti¢c-
ipants’ lives and (3) changed perspectives of surgery and
advice they would give to others regarding surgery.

Theme 1: barriers to local surgery

Although all participants had access to local surgery
to address their condition, few had sought medical 6r
surgical consultations, and even fewer received any treat-
ment. Exploration of these experiences revealed a strong
theme of significant barriers to obtaining the surgery
needed, with subthemes of cost, lack of awareness and
consideration of local surgical provision, fear of local
surgical provision and cultural beliefs.

Cost

Cost was raised as a barrier to local surgery by six patients,
but it was never the primary or first reason given. Four
participants specifically noted, without prompts, that they
were unable to afford either a local consult or surgery, and
therefore did not proceed with treatment. Half of these
participants knew the approximate cost of treatment, while
the other half had just heard it would be unreasonably
expensive.

I remember one of the doctors said I should give one
million CFA [local currency, approximately $1500]
before having it removed, and somewhere else they
said I should buy a whole box of blood before I had
the goitre removed, and then paid some money...
I've been told I need to buy lots of medicine... so I've
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been discouraged by all the things I've heard so far.
(Participant 11, F, 46, goitre)

Lack of awareness and consideration of local surgical provision

Some participants expressed they had limited knowledge
of local surgical provision or demonstrated a lack of infor-
mation provided by healthcare providers. Five participants
had never considered getting a medical or surgical consul-
tation because they felt the problem (the tumour or cata-
ract) was not having a significant negative impact on their
liyes. Other participants reported consulting with a local
provider but were told local treatment was not available.

My parents told me when I was still a young boy they
took me to [local hospital] but they were told that
[the tumour] couldn’t be helped. (Participant 8, M,
40, back tumour)

Fear or distrust of local surgical provision

Some participants consulted with local surgeons, expecting
a surgical intervention, but they were given non-surgical
treatments that did not help. This seemed to lead to a
distrust of local providers who were unable to improve
their condition. One participant shared: “they told us they
saw nothing wrong with the eye, but they prescribed some
eye drops that we bought and we used, with no special
result” (Participant 13, F, 22, cataract). Six participants
had experienced a previous surgical procedure: three
were emergency procedures performed by local surgeons,
unrelated to participants’ Mercy Ships-treated condition;
and three were elective procedures, one by a local surgeon
and two by foreign surgeons using local nurses in a local
hospital. Two of the elective procedures were for condi-
tions later treated by Mercy Ships. All participants shared
difficult stories of being treated poorly or experiencing
Unfavourable outcomes as a result of the surgery. Partici-
pants shared common views of not feeling well-received or
cared for; they felt local medical teams showed a lack of
respect towards patients and rarely informed them of what
td expect throughout the process. Patients were required
to provide all their own meals, often left alone in pain, and
shared a general belief that local teams were unconcerned
with whether patients lived or died.

It is when I went to [local hospital] that I had that
very bad experience that I decided not to trust them
anymore. I was really afraid for they gave me anaes-
thesia, they left me there for some while... and it was
not successful, you know all these things made me to
be really afraid of going back to [them]. (Participant
5, M, 48, facial tumour)

Nine participants, while not having previous surgical
experiences themselves, knew of, or attended to, close
relatives or friends who had undergone a surgical or
medical experience that left them fearful and untrusting
of local providers. Three participants shared they would
not go for consultation with local surgeons because they
believed that the surgeon would only make the condition

worse. Three participants referred to people with the
same condition as theirs who died in surgery. Another
participant shared a story of an ill child not being well
received by a local team; the child sadly died, and the
participant vowed never to trust local providers again.

They didn’t do well with us, they didn’t receive us
well, they wasted our time, they didn’t take good care
of the child... they waited until the situation got very
worse before they sent us to [the referral hospital]...
the child didn’t survive. (Participant 4, F, 49, neck
tumour)

While much distrust to local surgical provision was the
result of experiences, several references were also made
to seemingly generally accepted rumours or beliefs about
poor hospital care, which were not tied to a specific
person or story. These stories often began with ‘everyone
knows’, ‘people say’, or ‘many people believe’. A higher
level of trust towards white, foreign or ‘yovo’, surgeons
was suggested, with several participants sharing stories of
having consulted only with foreign surgical teams visiting
the country. This trust in foreign surgeons was reflected in
the higher level of trust these participants were willing to
give to the Mercy Ships team; while most noted they were
somewhat afraid of the surgery itself, that fear did not keep
them from accessing the services in the way it kept them
from approaching a local surgeon.

People used to say when yovos perform surgery
on you, you’ll be okay. (Participant 1, M, 41, back
tumour)

Cultural and religious beliefs

Cultural and religious beliefs also emerged from the
data as reasons why participants chose not to trust local
providers for their surgical care. Several participants
expressed feeling guided by God in their decision to go
for surgery and some believed the ship coming to Benin
was a gift from God.

I used to hear people saying, he’s a Christian but still
he’s carrying that big tumour around. And I used to
tell them the Lord is able. And I think the last one
thatI'said, after saying thatit didn’t take three months
before mercy ships came. (Participant 6, M, 71, neck
tumour)

Many shared fatalistic beliefs that having surgery often
meant dying or leading to worse outcomes than partici-
pants experienced before surgery.

We hear of people going in for surgery and coming
out of it dead. So you know, generally speaking, peo-
ple are afraid of going to surgery. (Participant 8, M,
40, back tumour)

Most of the time, people who have gone through eye

surgery... they are blind today. (Participant 12, F, 40,
cataract)
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One participant shared he had seen a local surgeon for
a consultation and had an appointment for surgery but
expressed: “in my spirit I felt I couldn’t go to the local
surgeon or I would die” (M, 71, neck tumour). Others
shared similar experiences, one feeling ‘in her heart’ that
she should not have the scheduled surgery, and another
stated ‘his spirit’ said not to go for surgery. Two partici-
pants’ families encouraged them to seek care from tradi-
tional healers, suggesting they were more trustworthy
than medical doctors. Both did so under pressure from
family, but shared that treatment had no impact on their
condition. Among all participants, there were no evident
strong feelings for or against local healers and remedies,
but this was not explored extensively.

Theme 2: experiences with Mercy ships

All participants were eager to discuss experiences with
Mercy Ships; none of the participants reported any negative
experiences or suggestions for improvement, and all shared
they were pleased with the result of their surgery. Many
patients shared they were initially still afraid to have surgery,
but much less so as they knew or had heard of people who
had good experiences with Mercy Ships, or they had seen
or heard advertisements on television or radio that encour-
aged them to try. When discussing their experiences, two
predominant subthemes emerged: experience of caring
treatment and the impact surgery had on their lives.

Caring treatment

Most participants explained how, in their view, Mercy
Ships was different from local hospitals. Participants
expressed that Mercy Ships nurses ‘felt like family’; they
welcomed patients with a smile and cared for them with
respect and dignity. Several participants expressed grati-
tude that Mercy Ships staff explained what was going to
happen, which, according to participants, did not often
occur in local hospitals.

And there is always someone to prepare for you and
answer your questions...in our hospitals here, it’s
very different. (Participant 11, F, 46, goiter)

Anything [Mercy Ships] want to do to you they will
explain it to you, they will tell you the steps you are to
take now, the stage you have got to, they will tell you
everything and prepare you mentally and psycholog-
ically towards what is going to happen. (Participant
16, M, 45, cataract)

Participants expressed how grateful they were to have
food provided, as locally, patients or the patient’s family
are responsible for providing meals. Many participants
shared they never wanted to leave the ship. They also
noted nurses wanted to alleviate pain if possible, which
they believed was not common in local hospitals. Many
participants perceived a difference in the amount of
training Mercy Ships or foreign surgical teams received
and the standards to which they held their practice.

I think in our local hospitals, there is a lack of profes-
sional conscience... which is not the same with Mercy

Ships people. Everything has to be at a certain stan-
dard, and people have to be chosen, based on their
skills, and the way they are organized, the way they
perform. (Participant 14, M, 51, back tumour)

Impact

For many participants, successful surgery meant being
able to work and support their families again. Participants
reported less pain, itching, fatigue and other debilitating
problems that had plagued them. For others, it meant going
into public unashamed and unhindered. In Benin, a tumour
can be viewed by some as a curse or a sign the person s
performing witchcraft. Removal of the tumour removed the
shameful shadow that some of these participants lived in.

I think this has... had a good impact on my family
relationships as well... when we go for family meet-
ings or funerals or anything somewhere, people will
be asking you what is wrong with you... now no one
will ask me that anymore, so it makes my relationship
with people very simple, and nice, and stress-less.
(Participant 2, M, 27, facial tumour)

You know we live in Benin and we are in Africa, when
people are seeing such a thing on your head they will
say you are hiding your witchcraft calabash there.
(Participant 7, F, 56, neck tumour)

Theme 3: changed perspectives of surgery

All participants shared that their experiences with Mergy
Ships changed how they felt about surgery in general. While
fear was the common emotion going into surgery, after their
Mercy Ships experiences, participants seemed to agree that
surgery was not something to be feared. However, many of
these sentiments towards surgery included a qualifier; they:
were no longer afraid if it was Mercy Ships performing the
surgery. Participants often indicated they would still fear
surgery with a local surgical team.

After this experience, I could accept, I could say to
myself, that people can decide to go to surgery with-
out fear. Because I've had the experience, and I've
come out well, so I told myself so when people say
I'm going for operation, that doesn’t mean they are
going to die. So I think it’s not a bad thing to go for
surgery. (Participant 3, M, 24, thumb duplication)

When discussing advice they might offer family members
or friends who were facing a similar situation, participants
overwhelmingly responded they would advise others to
wait for Mercy Ships to return. Some, recognising that
Mercy Ships missions to a particular country are not regu-
larly scheduled, would suggest others only see foreign
surgical missions that come to Benin on a regular basis.
Finally, a few participants did suggest they might consider
recommending local surgeons who had been trained by
Mercy Ships, but only as a last resort.

If I hear about one of our Beninese doctors who has
been trained by the ship, who is doing well in [local
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hospital], I might advise my brother or my cousin to
go there, but still, if the next coming of the ship is not
far, I will rather advise my brother to wait until the
yovo team comes. (Participant 1, M, 41, back tumour)

DISCUSSION

Themes presented in the results are intertwined and
together lead to several implications for the field of global
surgery. The surgery these Mercy Ships patients needed
was locally available to them, but they did not pursue it
because of cost, lack of awareness and consideration of
local surgical provision, fear or distrust, and cultural
beliefs. Participants went to Mercy Ships for surgery, most
still feeling afraid but less so, and had an experience quite
contrary to what they had expected in the local context.
These patients thus expressed changed perspectives
about surgery, and they would advise others to wait for
Mercy Ships or another foreign STMM. Positive views on
surgery came with a significant caveat, that the surgical
team needed to be a foreign team.

Access and financial barriers to surgery have been
reported in the existing literature. Lin et al surveyed 1237
Mercy Ships patients in Congo, and cost was cited as a
barrier to surgery by 73% of patients, followed by 8% indi-
cating no surgeon was available to perform the needed
surgery.”® Cost was cited as a barrier in the current study
and participants also shared how much they appreciated
additional elements to their healthcare at Mercy Ships,
such as food and accommodation for relatives. Inclusion
of these ancillary cost into their care seemed to impact
patient experiences positively. However, although cost was
reported as a barrier, it was cited infrequently relative to
experiences participants shared that led them to fear local
hospitals. Only 12 patients (0.009%) in Lin et als sample
feported feeling afraid or untrusting of local surgeons,”
which seems to contradict findings in the current study
of fear and distrust as a barrier to surgery. However, this
contradiction may be explained by Kessy and Lewallen,”
who studied patients with cataract who declined surgery
in Tanzania. The authors suggest that prohibitive costs of
surgery often serves patients as a ‘convenient and accept-
able explanation that will not be challenged by health
workers’.* This could account for the indication of cost as
a primary barrier in the Lin et af’* survey, but if responses of
patients and experiences were explored in more depth as
n the current study, one may find cost was one explanation
but may not wholly reflect barriers encountered by patients.
Grimes et alhighlighted the difficulty in measuring the rela-
tive importance of various barriers in their systematic review
of barriers to surgery in LMICs, noting barriers are inter-
twined and ranking them is complicated; they suggest that,
from a patient perspective, a barrier is a barrier, and one
is not necessarily worse or more significant than another.**
Due to this difficulty and the multifactorial influences of
various barriers to surgery, providers and systems strength-
ening initiatives must also consider multifactorial solutions
to eliminating these barriers.

Exploration of barriers to surgical care, specifically in
LMICs, has shown a multitude of components that consti-
tute access. The Lancet Commission on Global Surgery
highlighted that 5billion people who lack access to
surgical care face multidimensional barriers including a
lack of delivery system (structure), access to that system,
safety within the system and financial protection.! While
this description of access is certainly valid, even if all those
missing components were in place, patients might still
not be willing to access care; patient fears and cultural
beliefs also need to be taken into consideration.

In this study, all participants lived within 30min of
Cotonou, where appropriate surgery was available to them,
effectively eliminating some access barriers highlighted
as critical deficiencies in surgical systems by Meara et al'
While measurement of the actual safety of the local surgical
structure was not a part of this study, results suggest that
perceived safety within the local surgical system is a critical
component to patient uptake of services. Many partici-
pants indicated they felt local teams lacked skills and feared
having surgery would result in death; this perception of
insufficient safety in surgery is based on stories and expe-
riences, not on empirical measurements of actual surgical
system safety in Cotonou hospitals. However, fear of surgery
is a known barrier to care, with women over three times
more likely than men to experience such fear.” Mercy
Ships’ screening teams have developed rural screening
strategies, shown to reduce some of these fears for patients
who received surgery in Madagascar.*®

While STMMs can affect change in a few hundred or
thousand patients, the legacy among the greater popula-
tion seems a potential dependence on and development
of trust in foreign surgical providers, possibly connected
to a distrust of local providers. The potential enduring
legacy of STMMs is one of trusting only foreigners for
surgery, possibly leaving behind a legacy of distrust and fear.
Millions of dollars are funnelled into strengthening surgical
systems in LMICs; roadmaps for high-income countries
have been suggested’ and implemented, including massive
investments in training, infrastructure and equipment.?’
However, patient perspectives have not been considered;
the implications of this research suggest even if systems were
in place and local hospitals were performing safe, acces-
sible and affordable surgery, patients may still be unwilling
to consider local surgery. Mission-based surgical providers
need to consider ways to mitigate this legacy of distrust of
local providers. Sustainability of care and capacity building
must be key goals of each STMM.

The burden of unmet surgical need is significant, partic-
ularly in LMICs, where an estimated 94% of the popula-
tion cannot access safe, timely and affordable surgery.' As
many non-profit organisations, foundations, charities and
governments work independently and together to address
this public health crisis, patient perspectives must be taken
into consideration and barriers to surgery addressed.
Findings of this study highlight perspectives of patients
influenced by mission-based surgical provision as unfavour-
able towards local providers and services. Organisations
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working to strengthen these local providers and services
must take this into consideration as they develop training
programme and systems-strengthening initiatives, to influ-
ence the perceptions of the patients with regard to surgery
and surgical systems. For any surgical systems strength-
ening programme to be effective in lowering the burden of
surgical disease, patients must be willing and able to receive
provided services. Trust is a key component to patient care-
seeking behaviour® and favourable outcomes improving
the populations’ trust towards local surgery teams should
be an integral part in any capacity-building or development
programme in LMICs.

This study found overwhelmingly positive views of their
surgery and care with Mercy Ships, perhaps not surprising,
since in the Africa Mercy hospital, patients experience a
1:3 nurse to patient ratio; in local hospitals, this can be
as much as 1:30. In addition, patient care in local hospi-
tals can be extremely expensive and patients are often
required to purchase all medical supplies in addition to
paying for clinical care and bed space.” Patients in the
Africa Mercy hospital pay for nothing and are given enough
disposable supplies to continue any lingering wound care
after discharge. Patient attitudes of appreciation are likely
influenced not only by the care they received but also the
knowledge this experience will not cost them their home
or livelihood. Participants used expressions of gratitude
and voiced no criticism of their care. Although the research
team aimed to reassure participants that there were no right
and wrong views and that all views would be acceptable, it
cannot be known whether participants may have felt reluc-
tant to express negative views. A limitation to the study
may be the positionality of the first author as a foreigner
and previous volunteer with Mercy Ships, which may have
induced bias in participants seeking to give only good feed-
back to the organisation out of a sense of gratitude or obli-
gation. To mitigate against any perceived power imbalance,
the researcher was introduced as a research student, not
a Mercy Ships volunteer, and interviews took place after
the Mercy Ships mission to Benin had completed. The
researcher travelled with two Beninese counterparts for
interpretation, safety and cultural assistance; every inter-
view was discussed while reflecting on any potential expres-
sions of bias, power imbalance or other influence on the
trustworthiness of the data collected. Reflexivity continued
throughout the analysis. However, these exceptionally posi-
tive attitudes to STMMs and a sense of gratitude have also
been reported in the literature for aid recipients.'**’ Roche
et al described a potential power imbalance for aid recipi-
ents of STMMs, possibly reflecting recipients’ inability to
navigate, access or afford local healthcare, leading to a
sense of obligatory gratitude to the compassion shown by
the STMM team.”’ They emphasised that STMMs could
inadvertently contribute to inequalities in health in LMICs
by adding to the complexities of a local healthcare system,
which may not be accessible or affordable to all.*” Working
with local healthcare providers, aiming to explore their
needs and how healthcare can be improved for all should
be an essential part of all STMMs."!

Recommendations

Mercy Ships and other mission-based organisations
should consider how their interactions with local surgical
teams and training programme are perceived by patients
receiving care. For example, Mercy Ships offers clin-
ical training for local physicians and nurses, but should
expand the amount of direct interaction these clinicians
get with patients. The number of participants noting
poor reception of patients in local hospitals suggests
additional training in the care of and interaction with
patients from a non-clinical, interpersonal-focused way
could be beneficial. Participants specifically appreciated
that Mercy Ships staff explained everything they were
doing; supporting research suggests patients who undey
stand what is happening during a medical procedure
feel much less fearful throughout the process.” Ulti®
mately, patient trust of local providers must be increased;
through patient advocacy, so patients feel less fearful
about surgery, and through provider training in trust
building behaviours. Missions and local surgical teams
must work together to increase patient trust and improve
patient experiences. A best-practices framework, such as
that developed by Cheng et al,'’ built on the work by Maki
et al,” and adapted to the organisation and environment,
should be followed for each mission to ensure sustain-
ability of care, planning of long-term impact, integration
of local healthcare systems and helping local provision to
become fully self-sufficient. Ultimately, the goal should
be that STMMs are no longer required, and that holistics
accessible, quality care is provided locally.

Limitations

The findings of this study are presented with limitations.
The sample was selfselecting and therefore not all patients’
views may have been included. For example, while all
participants interviewed had positive feedback and expe=
riences with Mercy Ships, there may be patients who had
poor experiences that were not reached. While participants
shared they were no longer fearful of foreign surgery, there
is no way of knowing how many potential patients with
treatable surgical conditions never came to seek care due to
fear, or were offered a surgical space but did not keep thejr
appointment due to fear or distrust. There may also he
patients in Benin who do not fear local hospitals and have
received care, who were never a part of the Mercy Ships
programme and therefore not included in our sampling. As
discussed above, the positionality of the researcher may also
have been a limitation.

CONCLUSION

Existing research on perspectives and experiences of
surgical patients is limited. However, patients are a crit-
ical piece of a well-functioning surgical system, and their
perspectives, beliefs and behaviours must be taken into
consideration in any surgical systems’ strengthening
programme. This research shows Mercy Ships and other
foreign mission-based surgical providers, while meeting
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an immediate need in patients’ lives and leaving a positive
impact therein, may be leaving behind a legacy of distrust
and fear that no amount of surgical systems strength-
ening can overcome. Global surgery, as an emerging
field of study that is expanding and growing extremely
quickly,” needs to abandon the colonial mindset and
focus on systems strengthening that directly incorporates
a patient’s needs, satisfaction and trust in local systems;
otherwise, the impact will be shortlived and unsustain-
able without foreign support.
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