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Editorial

Progress Towards Better Trauma Care in Under-Privileged Countries
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In 1996, the world health organization (WHO) published a landmark booklet, entitled “global burden of disease” (GBD). In this booklet, it was reported that an “epidemiologic transition” is underway. In addition, it was
stated that in developing regions, the incidence of death
caused by injuries will approach that of communicable
and nutritional diseases by 2020 (1).
In 1990, about 5 million people died of injuries of different types. If no effective measures are taken, road traffic accidents (RTA) will be ranked the third cause of disease
burden worldwide (1). However, these figures fail to describe the problems caused by injuries in developing countries. From 1980 to 1995, the incidence of RTA deaths decreased by nearly 20% in high-income countries, while the
incidence rate almost doubled in Asian regions (2). Moreover, death due to injuries disproportionally affects men,
who are traditional breadwinners and family protectors in
developing countries. RTA is the leading cause of death
among men aged 15 - 44 years, and RTA deaths pose a significant risk to the economies of developing countries.
GBD brought injuries to the foreground as a serious
public health concern. Following its publication, various
efforts have been made in both developed and developing
countries. One noticeable aspect of improvement is finding better and more efficient ways of handling and caring for trauma victims. Another important development
is the understanding that injuries are a preventable public health problem (3). By categorizing injuries as an epidemic, we need to deploy a 2-pronged approach, involving
trauma care and trauma prevention, both requiring a good
infrastructure which is lacking in developing countries.
1. How Does One Provide Trauma Care in Developing
Countries?
With the shortage of trained personnel and lack of
physical infrastructure, most trauma care measures, developed in high-income countries, are difficult to apply in
low- and middle-income countries. Through acknowledgment of this problem, a flurry of activities has taken place,
such as trauma care education in Egypt (4) and trauma
management courses in sub-Saharan Africa (5). In the development of these courses, healthcare professionals have

partnered with local physicians and authorities. These
courses account for infrastructure constraints and local
practices to develop usable protocols for trauma care in
both pre- and post-hospital phases. Further help is also on
the way. The AO Alliance Foundation has recently opened
trauma care facilities in both Ghana (6) and Malawi (7).
These are just some examples of initiatives, which are either ongoing or underway.
2. How Does One Prevent Trauma?
It is important to realize that the major causes of injuries not only vary from one country to another, but also
differ among different populations within a given country. For instance, while in developing Asian countries, RTA
is the leading cause of death among young men, in SubSaharan Africa, the main cause of injury-related death is
war among both men and women (1). Given this heterogeneity, it is important to understand the root causes of
injuries so that local and national authorities can begin
to design preventative measures. This has been accomplished successfully in the United States through trauma
registries. The lessons learned should be shared and adjusted for the environment of less affluent countries (8). A
number of projects have been started in this direction. To
name a few, a trauma registry system was established in the
United Arab Emirates in 2003, and a pilot program has just
started this year by the AO Alliance Foundation to establish
a district-level trauma registry system in Malawi.
Since the 1990’s, more studies have been performed on
the global burden of injuries. A study published in 2016
showed that the death toll of injuries has dropped from
around 5 million in 1990 to 4.8 million in 2013 (9). In a
way, the world has become a safer place for everyone. However, the authors of GBD pointed out that this improvement occurred mainly in high-income countries. Taking
a closer look, one realizes that the disability-adjusted life
year (DALY) rate has increased in South Asia, as well as West
and South sub-Saharan Africa. One has to conclude that
further efforts should be made in these under-privileged
regions.
On the 20th anniversary of the first publication of GBD,
I would like to encourage the readership and perspective
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authors of the Journal of Orthopedic and Spine Trauma
to think of the bigger picture and make a difference. We
should participate in and encourage our colleagues to attend educational programs, join and establish trauma registries, and communicate with public health authorities.
There are still a lot of shortcomings. Hopefully, in the coming 20 years, on the 40th anniversary of the first GBD, we
can show that traumas are better handled and managed in
under-privileged areas around the world.
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