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Abstract
Background: Restricted access to surgical care is a significant determinant of
increased morbidity and mortality in low- and middle-income countries (LMICs).
In Pakistan, various factors such as economic constraints, lack of awareness, and
inadequate healthcare infrastructure contribute to this issue.
Objectives: This study aims to identify and analyze the barriers to accessing
surgical care in Pakistan and their impact on patients, with a focus on
understanding the delays in seeking and receiving surgical treatment.
Methodology: A cross-sectional survey was conducted from February to April
2010 at Indus Hospital in Karachi, Pakistan. The study included 202 patients
scheduled for elective surgeries involving general anesthesia. Data were collected
using a standard questionnaire in Urdu, covering sociodemographic information,
symptom severity, and reasons for delays in seeking surgical care. Statistical
analysis was performed using SPSS software.
Results: Out of 202 patients, 199 completed the survey. The median age was 34
years for females and 30 years for males, with 72.4% being male. The study found
significant delays in seeking surgical care, with financial constraints, lack of
awareness, and geographical barriers being the primary reasons. Women
experienced longer delays compared to men. The median symptom duration was 7
months for women and 4 months for men.
Conclusion: Barriers to accessing surgical care in Pakistan include economic
constraints, lack of awareness, and geographical challenges. Addressing these issues
through public education and improved healthcare infrastructure is essential to
reduce delays and improve surgical outcomes.
.

Keywords

Surgical care access, Pakistan,
healthcare barriers, patient delays,
healthcare infrastructure.

Article History
Received on 11 March 2025
Accepted on 11 April 2025
Published on 19 April 2025

Copyright @Author
Corresponding Author: *
Hira Chishti*2

INTRODUCTION
Over the last few years, restricted access to surgical
treatment has been identified as a key determinant of
increased rates of illness and mortality, particularly
in low- and middle-income nations. As per the
Global Burden of Disease study, approximately 11
percent of all diseases can be successfully treated with
surgery.1 This figure will, in the course of time,

increase with respect to evolving patterns of health
since the rising trend in ailments such as heart
diseases, stroke, cancer, and road traffic-related
injuries can be observed.2 Surgeries have always taken
a central part in critical regions of public health. For
instance, numerous obstetric complications may be
dealt with effectively only via immediate surgical
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interventions. Indeed, timely and correct surgical
care is likely to produce a greater impact in
decreasing deaths among mothers compared to
routine prenatal check-ups and surveillance.3 One of
the most significant problems is the unequal
provision of surgical care, as pointed out by the
much lower rate of surgeries performed in low-
income nations compared to the wealthier countries.
It is particularly problematic in low- and middle-
income nations, which happen to harbor the
majority of the world's inhabitants. Most regions in
these settings have widely described difficulties with
providing surgical care. Some of these include
insufficient facilities, sparse resources for medicine,
and an abysmal deficiency of skilled human health
resources.5 To close the vast gap between untreated
surgical conditions and increasing demands for
better surgical care, the World Health Organization
developed the Global Initiative for Emergency and
Essential Surgical Care (GIEESC). The aim of this
initiative is to improve the quality and safety of
emergency and essential surgical services in resource-
poor health facilities. GIEESC development
represents a breakthrough in solving the challenges
facing health systems and health care providers with
the offer of an international framework that can be
adapted in low- and middle-income countries.
Regardless of this, patient-level challenges still have a
major influence on whether or not people use the
available surgical services. In addition to augmenting
systems and training providers, it is also important to
understand perceived and actual barriers that
discourage people from seeking care. According to
the results of the Pakistan Demographic and Health
Survey, the main reasons why people shun
professional medical treatment are the expense,
distance or lack of transport, and a belief that no
treatment is necessary. Identification of these factors
is important before building or rebuilding a surgical
healthcare system.6

In rural Pakistan, a population-based survey
determined that a variety of factors stop individuals
from obtaining surgical care. These are lack of
education and awareness levels, cultural beliefs,
poverty, and insufficient capacity within the
healthcare system.7 Few studies have been done to
estimate unmet need for surgical care in developing
nations. A study published in 1987 was one such

study, where a population-based survey was
conducted in the districts covered by district
hospitals across Pakistan.8 It showed that Pakistan
had a surgery rate of just 124 operations for every
100,000 population, and just 1.5 to 9 percent as
compared to that of the thenWestern countries.
Even the number of available surgeons was also
much smaller in number at a mere 0.36 surgeons per
100,000 individuals, while a surgeon for 80
individuals is available in America. A more recent
critique of the challenges in providing surgical
services in Pakistan highlighted that the acute
shortage of medical professionals is just one of
multiple reasons for the poor situation for surgical
services in Pakistan.9 Efforts are being attempted to
resolve this problem by promoting the immigration
of healthcare workers on favorable terms. This is,
however, aggravating the already acute shortage of
healthcare workers in most developing nations, such
as Pakistan.10The city has an estimated population of
between 13 and 20 million, with the wider
metropolitan area accounting for around 25 million
inhabitants. This is a multi-ethnic, diverse city that is
growing rapidly due to a combination of internal
migration from rural districts, refugee inflows, and
natural increase.11

Litrature Review
Zafar SN, Fatmi Z, Iqbal A, Channa R, Haider AH,
et al.,conduct the study employed data from the
National Health Survey of Pakistan to investigate
disparities in access to surgical care in Pakistan. The
authors discovered that only 3.2% of the adults
interviewed had undergone abdominal surgery, and
with robust disparities among different population
groups. Urban residents were more likely to have
been operated on than rural residents, and age,
gender, and economic status also determined access
to surgical care. Overall, the study concluded that
access to surgical care in Pakistan is inadequate and
not equally distributed, most likely resulting in
preventable illness and death. 12

Samad L, Ashraf MN, Mohammad AA, Fatima I,
Fowler Z, Albutt K, Latif A, Meara JG, Pigeolet M, et
al., conduct this cross-sectional study assessed access
and cost burden for patients in need of essential
surgical care in Pakistan, surveying 526 patients at 13
public tertiary care facilities. 1. It was found that a
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high percentage of patients have long travel times to
access surgical care, with 73.8% having a 2-hour
access to facilities, and that the majority (53%) were
poor at baseline. 2. Besides, 79.5% and 70.3% of the
patients experienced catastrophic and impoverishing
health spending, respectively, indicating that patients
paying for surgical treatment incur a significant
economic burden in Pakistan.13

Zafar and McQueen, et al., point out that surgical
healthcare is increasingly being recognized as a
significant public health problem, but one that is
faced with inequalities, especially in developing
nations such as Pakistan, where the poorest segments
of society receive the least amount of surgical care.
Pakistan has an estimated 17 million annual deficit
of surgeries, with surgical disease resulting in more
deaths than infectious diseases, and excessive rates of
trauma and maternal mortality. The health
infrastructure suffers from corruption and neglect,
restraining access to surgery for the indigent and
rural populations, and the nation also lacks a
healthcare workforce and suffers from an inadequate
national policy toward surgical disease and
prevention.14

Thobani H, Shah MM, Ehsan AN, Khan S, et al.,
highlight the issue of equitable access to essential
surgery for stateless individuals in developing
countries like Pakistan, where structural deficiencies
such as the lack of population data, absent health
coverage policies, and minimal qualitative data on
barriers to surgical service delivery hinder their access
to necessary care, even when the infrastructure exists.
The authors emphasize the need for more research
and targeted interventions to address these systemic
issues and improve surgical care access for stateless
populations, arguing that addressing these barriers
through rigorous empirical and qualitative research
is essential.

Materials and methods
Study design:
In February to April 2010, a cross-sectional survey
was conducted in Indus Hospital in Karachi,
Pakistan. Patients scheduled for planned surgery
involving general anesthesia in various surgical
departments were included in the study. The
participants were enrolled sequentially one by one,
and informed consent was taken prior to the

investigation. A standard questionnaire prepared in
Urdu—the national language—was employed to
obtain data. The survey did not include patients who
were receiving emergency procedures or those with
trauma injuries. In children, the parents filled out
the questionnaire on their behalf.

Sample Size:
Since there was scant information from Pakistan and
neighboring nations regarding delays in surgical
conditions for seeking medical care, the sample size
was computed using Slovin's formula. This was out
of the volume of surgeries undertaken at the hospital
during the previous three months before data
collection commenced. A 7% error margin and an
estimated 10% non-response rate were added to the
computation, and this resulted in a required sample
of 202 patients.

Data collection:
The study collected information on participants'
sociodemographic background, their symptoms and
the severity they thought they were. Because literacy
levels are low in the population, interviewers read
out the questionnaire to the participants and gave
explanations where appropriate. Severity of the
symptoms was ranked on the basis of the patient's
own estimation as mild (no interference in activities),
moderate (some impairment), and severe (inability to
carry out activities). The patients were also asked
about the treatment obtained after onset of the
symptoms. The time between onset of symptoms and
initial contact with any health professional was
termed the "first interval," and that between being
listed for surgery and the operation being done as
the "second interval." Any time lag in both intervals
was estimated as perceived by the patients, and open-
ended questions were asked to determine their
perception and reasons for delays.

Data analysis and quality control measures:
The research team gave individual codes to open-
ended questions and responses which provided
additional information. All the information was
entered once in Microsoft Excel prior to being
moved to SPSS software (version 16; SPSS Inc.,
Chicago, IL, USA) for analysis. Statistical analysis
using the chi-square test and analysis of variance



ISSN: 3007-1208 & 3007-1216 Volume 3, Issue 4, 2025

https:thermsr.com | Sattar et al., 2025 | Page 501

(ANOVA) was used to uncover potential associations.
Odds ratios were likewise computed to determine
whether there was any association between gender
and several variables of interest.

Results
During the study interval, 202 interviews were
finalized, but three were excluded from the analysis
as they had incomplete or missing information. The
relatives or patients presented a median reported age
of 34 years for females and 30 years for males (Table
1). About three-quarters of the patients were male
(72.4%). The length of patient-reported symptoms
also varied widely, between one day and 30 years,
with a median of five months. Male patients were
admitted most commonly for orthopedic surgery
(60%), while female patients were admitted most for
fewer specialties, such as orthopedics (38%), urology
(19%), pediatric surgery (16.1%), and general surgery
(12.6%) (Table 1). About 25% of the patients
classified their symptoms as either mild or moderate.
Moreover, 31% stated that they had severe symptoms
at the beginning. Additionally, 13% described an
onset of symptoms that were initially mild but
developed to the level of moderate, and 5% reported
a development of symptoms from moderate to severe.
A lesser group, 2%, reported an escalating
development from mild to moderate to severe
symptoms. Median symptom duration was longer in
women at 7 months, compared to 4 months in men
(Table 1).
Nearly 78% of male patients indicated that a hospital
was the site where they first received treatment for
their illness, whereas just 58% of the female patients
said the same. Nearly 33% of females and nearly

18% of males consulted a general physician (GP) as
their first source of advice on treatment. In total,
more than 92% of the respondents were first advised
to have surgery when they were under treatment in a
hospital environment (Table 2). Women were more
likely to have a time gap between the onset of
symptoms and the first visit to a healthcare provider,
and 52.7% of women had delays compared with
37.5% of men (odds ratio [OR] 1.9). Two factors
were identified to be strongly related with delays in
this initial time frame: lack of awareness about
existing treatment possibilities (OR 3.8; 95%
confidence interval [CI] 1.4–10.3) and poor
comprehension of the severity or implications of the
condition (OR 2.4; 95% CI 1.2–4.8) (Table 3). A
delay in the second interval was noted by 123
patients (61.8%). There was no correlation between
the severity of symptoms at presentation and the
delay in this interval. The reasons for delays in the
second interval are explained in detail (Table 3).
Financial constraints were the most cited cause of
delay in the second period, noted by 29.6% of
patients, followed by environmental reasons (10.6%)
like access problems, geographical restrictions, and
city noise. A higher percentage of women (73%) than
men (58%) felt a delay between the initial time they
were advised to undergo surgery and the procedure
itself. Women were also almost 4.7 times more likely
than men to have co-existing medical conditions
(95% CI 1.5–15.1). Patients' reasons for delays were
noted verbatim as stated, with some being translated
into English and given in Table 4 to demonstrate the
complex issues for the patients (Table 4).
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Table 1: Baseline demographics and presenting complaints of 199 patients admitted for surgery at Indus
Hospital.
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Discussion
The findings of this study highlight significant
barriers to accessing surgical care in Pakistan, which
have profound implications for patient outcomes
and overall public health. The delays in seeking and
receiving surgical treatment are influenced by a
complex interplay of economic, social, and
geographical factors, which need to be addressed to
improve healthcare delivery in the region.
One of the most prominent barriers identified in
this study is the financial burden associated with
surgical care. A substantial proportion of patients
reported delays due to the inability to afford
treatment costs. This is consistent with previous
studies that have shown catastrophic health spending
and impoverishing effects on patients seeking
surgical care in LMICs. 5 The economic constraints
not only delay the initial consultation but also
prolong the time between being advised to undergo
surgery and the actual procedure. This financial

barrier is exacerbated by the lack of insurance
coverage and inadequate government support for
healthcare expenses, necessitating urgent policy
interventions to subsidize surgical care and provide
financial assistance to low-income families.
The study also underscores the critical role of
awareness and education in accessing surgical care.
Many patients delayed seeking treatment due to a
lack of knowledge about the severity of their
condition and available treatment options. This
finding aligns with the literature that emphasizes the
importance of public education in bridging
information gaps. 10 Enhancing health literacy
through community outreach programs and
educational campaigns can empower individuals to
recognize the need for timely medical intervention
and reduce delays in seeking care. Additionally,
training healthcare providers to effectively
communicate the importance of surgical treatment
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can mitigate patient apprehension and improve
adherence to medical advice.
Geographical challenges, including distance from
healthcare facilities and lack of transportation, were
significant factors contributing to delays in surgical
care. Patients from rural areas and regions with poor
infrastructure faced considerable difficulties in
accessing hospitals, which is a common issue in
LMICs. The study's findings suggest that improving
transportation networks and establishing more
healthcare facilities in underserved areas can alleviate
these barriers. Mobile clinics and telemedicine
services can also play a crucial role in extending
surgical care to remote populations, ensuring that
geographical constraints do not hinder access to
essential medical services.
The study revealed notable gender disparities in
accessing surgical care, with women experiencing
longer delays compared to men. This disparity is
influenced by several factors, including cultural
beliefs, household responsibilities, and lower
socioeconomic status. Women were more likely to
delay seeking treatment due to family obligations and
apprehension about undergoing surgery. Addressing
these gender-specific barriers requires targeted
interventions that consider the unique challenges
faced by women. Empowering women through
education, providing childcare support during
hospital visits, and promoting gender-sensitive
healthcare policies can help reduce these disparities
and ensure equitable access to surgical care.
The inadequacy of healthcare infrastructure,
including the shortage of medical professionals and
limited hospital capacity, was a significant barrier to
timely surgical care. The acute shortage of surgeons
and other healthcare workers in Pakistan exacerbates
the problem, leading to prolonged waiting times and
delays in treatment. Strengthening healthcare
infrastructure by increasing the number of trained
medical professionals, expanding hospital facilities,
and improving resource allocation is essential to
address these issues. Collaborative efforts with
international organizations and investment in
healthcare training programs can enhance the
capacity of the healthcare system to meet the growing
demand for surgical services.

Limitations:
Convenience sampling was used in the present study,
and thus patients interviewed may not necessarily
reflect issues encountered by the larger population of
the region. The relatively smaller sample size might
also have omitted some influencing factors,
particularly when performing subgroup analysis.
Thus, we recommend that the method and results of
this study be extended and implemented in a larger,
national survey to more fully appreciate the extent of
this significant issue.

Conclusions:
Delays to access surgical care commonly arise due to
factors such as unawareness of the disease and
treatment, economic constraints, distance from a
health facility, lack of transportation, cost of travel,
and religious or cultural beliefs. Most patients delay
seeking care until their condition is advanced,
potentially heightening the risk of surgical or
postoperative complications. To tackle these
problems, two major strategies are suggested:
strengthening public education to bridge
information gaps and improving healthcare
infrastructure to bring services closer and within
reach and affordable near patients' homes.
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