ENT UK Undergraduate Essay Prize 2018

What can ENT UK do to improve care in the developing world?

Chang Woo Lee
Final Year Medical Student
University of Cambridge

Word count: 2848

Page | 1

1. Introduction
The developing world constitutes the majority of the world’s landmass and are home to more than
50% of its people.1 Despite this, ‘Fact file on health inequities’ provided by the World Health
Organization (WHO) painfully reflects how the world is torn by gross health inequalities.2

Ear, Nose and Throat (ENT), also known as Oto(rhino)laryngology, is no different. The developing
world harbours the greatest burden of ENT disease.3 The majority of the world’s 466 million people
with disabling hearing loss are found in the developing world, yet less than 3% of people who need a
hearing aid are thought to have one.4 In 2010, more than 50% of newly diagnosed cancers were
from the developing world, and it is projected to increase to 70% by 2030.5 However, despite the
high burden of disease, there is a severe shortage of ENT surgeons, audiologists and speech
therapists, equipment and infrastructure, managerial skills and leadership in much of the developing
world.6

ENT UK is the professional membership body that represents Ear, Nose and Throat and its related
specialties in the UK.7 Acknowledging the global burden of ENT disease, ENT UK has established a
global health section with a clear mission to “develop high-quality, sustainable care in the specialty
across the world, with the hope that equity in health can be achieved for all with a particular focus
on developing countries where there is a lack of appropriate resource and a high burden of
disease”.8

In this essay, I will review other organisations’ previous attempts at improving care in the developing
world to identify both the success factors and the difficulties they have faced. Reflecting on them,
recommendations for ENT UK will be made regarding what ENT UK can do to improve care in the
developing world. The topic of improving care in the developing world exceeds the scope of this
essay. Therefore, the discussion will be limited to four key areas: gaining global awareness and
support, working in partnership, delivering healthcare, and sustaining success (figure 1).

Figure 1. A schematic diagram of the current ENT UK global health plan. (Author’s personal
interpretation based on the information from ENT UK About Global Health8)
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2. Gaining global awareness and support
In the year 2000, the Millennium Development Goals (MDGs) were developed by the United Nations
(UN) to fight global poverty.9 The UN acknowledged the severe inequality in global healthcare, and a
significant three out of eight goals were directed at improving care in the developing world (Figure
2).10 Since the development of the MDGs, they remained the overarching development framework
for the world, and represent the world’s biggest and the most successful global promise that has
been made about rapidly reducing human deprivation.10 Thus, understanding how the UN chose its
eight goals represent an opportunity for ENT, an area of health which has not been acknowledged by
the UN, to successfully gain global awareness and support.

Figure 2. The eight Millennium Development Goals (the official logo11). Goals 4, 5 and 6 are
directed at improving healthcare in the developing world.

On reviewing the history of the MDGs, Professor Hulme from Manchester concluded that
“inherently complex, messy and unpredictable processes that incrementally, sometimes by design
and sometimes by accident, gave birth to the MDGs”.12 Focusing on global health, despite the
growing evidence and publicity for global health inequalities towards the end of the 20th century12,13,
health issues were in fact originally ignored by the UN. We the Peoples, a document that later
developed into the MDGs, only mentions one health issue: HIV/AIDS.14 It is unclear as to why the UN
prioritised and only included HIV/AIDS.12 Fast forward the time to the summer of 2000, the MDGs
were announced. All of sudden, infant, child and maternal mortality featured as two separate goals,
and the topic of HIV/AIDS was expanded to cover other major infectious diseases (Figure 2).10

This sudden change was driven by the successful lobbying from numerous organisations backed by
powerful political figures.12 At the time, global child health was being heavily promoted by UNICEF15,
and there was a big women’s movement increasing their global presence and influence.16
Furthermore, for infectious diseases, direct incentives existed for the developed world to get
involved. They realised with globalisation, infectious diseases could re-emerge in their own
countries, and worse, they acknowledged the threat of antibiotic resistance and treatment resistant
Page | 3

pathogens spreading from South to North.17-19 The U.S. Department of Defence in its 2013 report
explicitly mentions that “infectious diseases have been a persistent threat to the health and
readiness of the U.S. armed forces… consequently, the U.S. military has made understanding,
preventing, and treating infectious diseases a priority”.20

Moving away from politics, epidemiology is crucial in highlighting the importance and prevalence of
a disease.21 The nature of infectious diseases makes data collection for epidemiological studies
easier compared to chronic non-infectious diseases.22 A disease outcome that can be measured with
a mortality rate provides a powerful picture on a global stage. However, when it comes to noncommunicable diseases such as hearing loss, a major global ENT burden, conducting epidemiological
studies become more challenging. It is widely known that hearing loss has devastating consequences
for psychosocial well-being, quality of life and economic independence.23-25 However how do you
quantify such disability? At which point does hearing loss become disabling? Consequently, unlike
infectious diseases, to this day, no standardized protocols and classification methods exist for
hearing loss to allow countries to conduct relevant population-based surveys to assess the
epidemiology and its burden.22 This is reflected by the presence of widely available statistics on the
global burden of infectious diseases while for hearing loss, only few sources provide an estimate.26

Recommendations for ENT UK

1. Highlighting the importance and prevalence of ENT disease globally is crucial
a. Come up with standardized protocols and classification methods to aid
epidemiological studies worldwide
b. Research how global ENT disease burden may be of direct relevance to the
developed countries

2. Lobby
a. Use the information obtained through recommendation 1.
b. Utilise the existing platform of MDGs27
i. An effective prevention, recognition and treatment of disabling hearing
impairment are probably critical to attainment of goals 1 and 2 of MDGs
(Figure 2)
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3. Working in partnership
“Alone we can do so little; together we can do so much” Helen Keller

A partnership is defined as a collaborative relationship between two or more parties based on trust,
equality and mutual understanding for the achievement of a specified goal.28 If two or more parties
share a mutual interest, working together leads to the sharing of expertise, resources and
experience, all of which increases the likelihood of each party achieving their goal more efficiently.29

Thus, for ENT UK to achieve its global health mission successfully, it is a must to forge partnerships
with charitable organisations who are interested in improving care in the developing world (Figure
1). In this section the focus will be on non-charitable organisations to highlight their equal
importance.

3.1 Other healthcare professions

Patients are now increasingly managed in a multidisciplinary team (MDT) setting. The practice is
evidence-based with studies demonstrating a better patient outcome with an MDT approach.30 The
same is true for global health. Without the knowledge and the support from related specialties and
other healthcare workers, ENT surgeons alone will struggle to successfully improve global ENT
health.

Currently, there is a movement to address disability which is not addressed in the MDGs.22
Ophthalmology for example suffers from a high global burden of blindness, a disabling health issue
not acknowledged by the MDGs.31 In addition, people with infectious diseases acknowledged by the
MDGs – TB, malaria and HIV/AIDS – are at high risk of developing hearing impairment either from
their infections or their treatment.32-34 However, as the global focus has been on reducing the
mortality rate, the disability-free survival of infectious diseases has unfortunately been ignored.35
Thus, working with other specialties will increase the chance of making this movement to address
disability successful, and thereby allow ENT to gain more global awareness and support.

3.2 The UK

Limited resources, infinite demand – the NHS is becoming ever more resource-stretched. Under its
current pressure, sending the NHS staff to volunteer abroad sounds counter-intuitive.

Or is it? Studies actually show that the NHS benefits enormously from overseas volunteering through
education, learning, improvements in staff morale and leadership development, as well as through
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sharing in innovations with partners abroad.36,37 After all, the fundamental problem of ‘limited
resources, infinite demand’ in healthcare is the same in the NHS and in the developing world.36 The
central government and the local trusts are slowly beginning to acknowledge this, and they are
increasingly supporting global health.37

However, despite this trend, the current UK environment for overseas volunteering is questionable.
First, supports for global health are ‘under the radar’.37 The beneficial effects of overseas
volunteering to the NHS are not well established, and people fear promoting global health in the
NHS.37 Second, the working environment for the NHS staff wishing to volunteer abroad is
inadequate. Volunteers report they either had to use their annual leave or resign from their post to
take part.37 Last, the developing countries require the volunteers to be registered.37 This means that
under the current system of revalidation, the recently retired doctors from the UK cannot volunteer
abroad.37 This should be addressed as they represent a highly-skilled population who are more likely
to make longer trips whilst not leaving any gaps in the NHS services.37

3.3 The host country and the local community

Research shows that humanitarian activities, despite their good intentions, can introduce significant
financial, political, social, and ethical risks to the healthcare sustainability of a developing
community.38 In order not to introduce such risks, studies emphasise the following points38:

1. Humanitarian activities must be ‘host country driven’ – the host country must acknowledge
the problem and want the aid
2. The volunteers must maintain a good relationship with the local community, understand
their culture and their needs

The story of Global Polio Eradication Initiative illustrates the importance of the above two points
(box 1). Furthermore, a group of neurosurgeons from the International Hospital for Children, after
reviewing their nineteen mission trips over a 12-year period, concluded “it is critical that each trip be
based on an evident need for surgical assistance, and that each trip occurs only after an invitation
from the host country”.39
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Box 1. Case study: The Global Polio Eradication Initiative (GPEI) (created using information
from The World Health Report 2003, Toole et al., 2016 and Musa et al., 2015)40-42

A host country driven foreign aids
•
•
•
•

Backed by epidemiological studies and increasing awareness, the polio-endemic
countries acknowledged the severity of the problem
Even the poorest countries with very limited health budget, such as Somalia, made
a significant financial contribution to the polio eradication programmes
Foreign aids were wanted and welcomed
By 2003, the number of endemic countries fell from over 125 to only seven

A breakdown of trust leads to a shut-down of foreign aids
•
•
•
•
•

In Afghanistan, Nigeria and Pakistan, complex international politics led to a local
spread of hostility towards vaccination through a circulation of false information
The volunteers initially responded by ‘doing what was right’ – a forceful
vaccination out of frustration – disregarding how the locals felt about the situation
This led to a breakdown of trust between the volunteers and the locals, and made
the situation worse
To combat the circulation of false information, and to regain the local’s trust, GPEI
later responded by working very closely with the local leaders and the community
The situation has now improved

Recommendations for ENT UK

1. Forge partnerships with charitable organisations, other healthcare professions and allied
specialties, the central government and the local trusts within the UK, and the host country
and the local community.

2. Demonstrate that this is a ‘win-win’ partnership, a partnership that brings benefits to all
participants involved, to incentivise involvement.

3. Create a right environment for UK trainees to volunteer abroad through partnerships with
UK organisations
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4. Delivering a high-quality and cost-effective care that is sustainable
Traditionally, healthcare has been delivered horizontally or vertically.43 A horizontal delivery of
healthcare emphasises long-term investments in infrastructure and the expansion of publicly funded
healthcare systems.44 A vertical delivery of healthcare implies a selective targeting of specific
interventions not fully integrated in health systems.45,46

Clinical outreach via short-term missions is a popular humanitarian activity utilised by many
organisations to improve care in the developing world. This represents a vertical delivery of
healthcare. Critiques of short-term missions, or any vertical approach, argue that:

1. Generalised lack of regulation of international missions means the issues of patient safety,
quality control, and impact assessment are easily overlooked which in turn leads to lower
standard of care and poor cost-effectiveness.38,48

2. The ‘hit and run’ approach lacks sustainability and an inadequate patient follow-up38,49

3. Only addresses one health issue47

In response to the first criticism, organisations started to establish clearly defined goals for their
missions beforehand and collected data throughout to control their missions’ quality and to study
their missions’ outcomes. Evidence now shows short-term missions can deliver a cost-effective,
high-quality care.36,38,50 With this in mind, and considering the importance of maintaining a positive
relationship between the locals and the volunteers discussed in section 3.3, it would be desirable to
plan a mission thoroughly beforehand, and to educate the volunteers before sending them on their
missions. Evidence exists for a pre-mission training leading to a better mission outcome.37

In response to the second criticism, education is now being typically cited as the most effective way
of establishing long-term healthcare sustainability.3,51,52 Numerous organisations have demonstrated
an establishment of sustainable care in the developing world through short-term missions which had
a primary objective of education and skill transfer.53-56 In these studies, sustainability was defined by
a number of procedures performed independently by the local team following short-term missions.
There is also an increasing evidence for having few long-term volunteers on site significantly
increasing the effectiveness and the impact of short-term missions, making them more efficient and
sustainable.36,50

The third criticism demonstrates the main limitation of a vertical approach and highlights the
importance of a horizontal approach to truly reduce the gap in health inequality between the
developed and the developing world. The horizontal approach has its own limitations however,
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notably its extreme slowness and a harder measurement of mission outcome compared to its
vertical counterpart.47 To overcome the limitations of both the horizontal and the vertical
approaches, yet aiming to harness the power of both, a diagonal approach has been proposed
(figure 3).47

Figure 3. A diagonal approach to utilise the benefits of both the horizontal and the vertical
delivery of healthcare (figure from Patel et al., 2012).47

Professor Fagan from Cape Town suggests various ways in which the global ENT community can
contribute to improve care in the developing world. His suggestions may illustrate how we can
transition from a vertical to a horizontal delivery of healthcare to achieve health equity in the longrun, whilst initially utilising the speed of a vertical approach to address the immediate health need.1,3
His suggestions have been summarised in box 2.
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Box 2. Transitioning from vertical to horizontal (created using information from Fagan 2012 and Fagan 2014)1,3

Academic support
•
•
•

Clinical observerships for qualified specialists from the developing countries to learn from the UK
system and implement back in their countries.
Deliver teaching courses
Free, open access to ENT medical journals and textbooks

Foster leaders with strategic international fellowship
•
•

Strategic nomination of international fellows to evenly distribute highly trained ENT surgeons
throughout the developing world thereby increasing outreach.
The trained fellows will go back to their own countries to practice, teach and establish new ENT
units.

Standard setting
•
•
•

Challenges exist with a discrepancy in resources between the developed and the developing
countries
But an exposure to developed world practice through clinical observership and fellowship is
important so that clinicians in developing countries know what standards to aspire to.
The standard setting can be maintained through ENT UK’s engagement as external examiners in
specialist examinations in the developing countries.

Developing world practice guidelines
•

Research should be conducted to develop world practice guidelines for ENT.

Appropriate technology & equipment
•
•
•

Developed world ENT revolves around high technology and high-cost practices, which are not
translatable in developing countries.
Research focusing on technology and techniques appropriate and transferable to a developing
world setting should be encouraged.
Live audio-visual links should be sought after to allow ‘lunchbreak overseas volunteering’
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Recommendations for ENT UK

1. Plan any humanitarian activities (missions) carefully beforehand, identifying clear short-term
and long-term objectives, and how to measure them. Evaluate the quality and the costeffectiveness of the mission as well.

2. Train volunteers before sending them on a mission

3. Study the benefits volunteers bring back to the UK to encourage global health involvement
in the UK – ‘a win-win partnership’ (section 3)

4. Professor Fagan’s recommendations (box 2)

5. Sustaining success
The efforts made by the current generation must be sustained, and not lost, to ensure that ENT UK
can continuously improve care in the developing world to truly achieve its mission.8 There has been
a surge of interest in global health in recent years amongst medical students evidenced by the
increasing number of elective and international health intercalated courses.57 ENT UK should utilise
this trend to increase awareness in global ENT health to the future generation of doctors. Increased
awareness leads to more interest, and more interest leads to more action.58

Global health expertise has been explicitly recognised as an important asset within the GMC
“Tomorrow’s Doctors”.59 There is an increasing evidence that overseas volunteering helps an
individual to develop leadership skills, be more innovative, and it creates a platform for learning and
enhancing skills especially for junior doctors.36,37 ENT UK should advertise these facts to the trainees,
and incentivise them to participate in such programmes.

Recommendation for ENT UK

1. Engage the future generation and incentivise them to take part in global health
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6. Conclusion
Improving care in the developing world is a highly challenging task. In a resource poor country, the
economic constraints are severe, and health must compete against other national priorities for its
budget allocation. Different health issues must then further compete for individual funds within this
small budget. Moreover, there is a severe shortage of trained medical staff in these countries, and
the situation is made worse by an issue of ‘brain drain’ where highly qualified staff leave their
country for a better life.1,3 Thus, we turn for global support, but we face the same issue: infinite
demand, limited supply. Reviewing the development of the MDGs revealed that gaining global
attention and support is not a straight forward process. The disability inducing nature of global ENT
disease burden presents us with unique challenges we must overcome in making ourselves more
competitive on a global stage. An additional layer of complexity exists when we realise the
developed world practice is not directly translatable to the developing world practice due to a lack of
infrastructure, technology and resources.

However, despite these challenges, improving care in the developing world is possible, and is a task
that should be encouraged as it brings benefits to both the developing and the developed worlds,
and to the individuals involved.

I believe the following four points are the most important things ENT UK can do to successfully
improve care in the developing world:

1. Highlight the importance and prevalence of ENT disease globally
2. Forge a win-win partnership with charitable organisations, other healthcare professions and
allied specialties, the central government and the local trusts within the UK, and the host
country and the local community.
3. Deliver carefully planned humanitarian activities with well-defined short-term and long-term
objectives supplemented by recommendations from box 2
4. Engage the future generation

I believe this framework should lead to an increased awareness for global ENT health, which should
positively feed-back on this framework. This should ultimately allow ENT UK to continuously and
successfully improve care in the developing world with more support in the future (figure 4).
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Figure 4. A conceptual framework ENT UK can use to successfully improve care in the
developing world (Authors own).
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