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The rural surgeon: a practice to strive for
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INTRODUCTION
The milestone publication of the Lancet 
Commission on Global Surgery in 2015 
carved a niche for the field of academic 
global surgery, creating space for partnerships 
between surgeons from high- income countries 
(HICs) and low- income and middle- income 
countries (LMICs).1 2 However, academic 
authors from HICs dominate the story of 
global surgery, frequently blocking out expe-
rienced voices from the front line.3 LMIC 
rural surgeons - at the forefront of providing 
access to surgery for the world’s poorest- work 
mostly in silence, and their contributions to 
global health remain largely undocumented. 
Rural surgery represents a space of true 
human connection, where clinicians battle 
face- to- face with the challenge of resource- 
limited care and celebrate health and joy 
alongside patients, colleagues and members 
of the community. However, with low trainee 
exposure to the field, significant perceived 
challenges to practising in low- resource envi-
ronments and high attrition rates, difficulties 
persist in maintaining a consistent, committed 
rural surgery workforce.3 4 How can we ensure 
high- quality surgical care in rural communi-
ties? What lessons can we learn from current 
rural surgeons, about their motivations and 
the path to ensuring a reliable workforce 
in rural areas? In this essay, we explore the 
motivations that drive surgeons to practise in 
rural settings and the barriers they face in this 
journey.

To better understand the draw of rural 
surgery, we look specifically at the Gudalur 
Adivasi Hospital (GAH), located in a small 
township in South India.5 Surrounded by the 
Nilgiri mountains, it is a 4.5- hour drive over 
135 km from the nearest airport, with limited 
road access to other facilities. The hospital 
caters primarily to the local tribal community, 
or ‘adivasis’, a marginalised population that 
has historically had limited access to modern 
healthcare systems. Established in 1990 by 
the Association for Health Welfare in Nilgiris 
(ASHWINI), the hospital has 50 beds, 2 oper-
ating rooms (ORs) and 8 peripheral centres, 

and serves primarily 20 000 tribal patients and 
more than 200 000 non- tribal patients. They 
provide a breadth of facilities, with standing 
surgical, anaesthetic, obstetric and gynaeco-
logical care, as well as general practice, micro-
biology, imaging and blood bank services. 
Clinicians visiting from nearby tertiary care 
centres such as St John’s Medical College in 
Bangalore provide additional services that 
range from orthopaedics to vascular surgery. 
By providing educational and employment 
opportunities for community youth, and 
women in particular, the ASHWINI team 
became a staple of the tribal society, earning 
the community’s trust.

Dr Nandakumar Menon, a co- founder of the 
GAH and ASHWINI, is a now- retired general 
surgeon and pillar of the wider community. 
‘Dr NK’, as he is fondly called, attended 
medical school in India before moving to the 
USA for his residency. His move to the USA 
was always contingent on eventually returning 
home to India, to care for the most vulner-
able communities. Following his training in 
the USA, he returned to India and started 
working with the tribal communities in the 
Gudalur area, building up the now- prolific 
health system from the ground up with his 
wife, Dr Shylaja Devi, a gynaecologist.

MOTIVATIONS TO GET INVOLVED
As evidenced by Dr NK’s story, rural surgery 
is for many, a calling rather than a choice of 
career. The decision to leave a comfortable 
surgical career in the USA or urban Indian 
institutions was an obvious one for Dr NK, 
who felt compelled to care for marginalised 
communities. To many, this drive to serve 
the underserved and give back to society is a 
moral imperative, a duty inherent to human 
existence. However, while the spirit of service 
is one that inspires many to pursue medi-
cine, very few continue the call to practising 
rural medicine. For Dr NK, the road to rural 
surgery was paved by exposure to the field 
and inspiring mentorship. Neither of these 
were easily found—driven by his own internal 
investment, he sought out opportunities 
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to participate in rural care. During medical school, he 
learnt of the higher mortality in rural areas and became 
increasingly curious about the cause. This question 
inspired him to spend his year off, prior to residency in 
the USA, practising at a rural missionary hospital in Tamil 
Nadu. Here, he observed firsthand from mentors that a 
rural surgeon must be involved in care outside of surgery, 
such as education and community building. This year of 
practice solidified his future path. When he returned to 
India from his US surgical residency, despite the urging 
of many other colleagues and advisors to pursue a more 
academic career, he remained committed to the goal of 
rural practice. Supportive mentors helped him develop 
critical skills like delivery of anaesthesia and identify 
potential rural practice opportunities. It was these expe-
riences and mentors, in combination with his unbreak-
able investment in service, that allowed Dr NK to create a 
thriving, community- centred rural practice.

MOTIVATIONS TO STAY INVOLVED
Getting GAH up and running was only the first of many 
milestones. As he worked with the community, Dr NK 
uncovered several challenges that further fuelled his 
passion for rural practice. As a rural surgeon, he was 
required to rely on not just technical expertise and oper-
ative skills, but also clinical acumen, to understand the 
patients’ widespread needs. For example, on noticing 
a predominance of joint pain and breathlessness in 
the patients, he recognised the diagnosis of sickle cell 
anaemia and set up a dedicated clinic. Further, faced with 
limited funds and supplies, he capitalised on exciting 
opportunities for frugal innovation. When Dr NK real-
ised the need for trauma care to treat farming accidents 
and animal attacks, he fashioned an OR, with a home-
made operating table, using natural light sources and 
practising waste reduction. By seeking out grants, public–
private partnerships and personal funders, the ASHWINI 
team was able to scale up their operative care to two ORs, 
even offering laparoscopy. A rural surgeon’s ability to 
engage with the intertwining impacts of socioeconomic 
status and health was another motivating factor. Dr NK 
was excited to prioritise the education of the commu-
nity they served, ensuring the sustainability of their initi-
ative. When approached by enthusiastic young tribals 
who could read and write in the regional languages, the 
team trained them to be nurses, pharmacists and labo-
ratory technicians. Moreover, to address the communi-
ty’s needs, they set up learning centres in villages to help 
supplement the local primary school curriculum. Today, 
non- tribals are a minority on the ASHWINI board—it 
was a key milestone to transition ASHWINI to a majority 
tribal- run organisation, so that the community itself sets 
its goals and shapes its future. Such undertakings speak 
to the many rewards of rural practice, from holistic clin-
ical work, exciting opportunities for innovation and 
unmatched relationships built with the community.

CALL TO ACTION
Rural surgery is a true representation of health 
equity, bringing the complexities of surgical care to 
the peripheries of society. Practising rural surgery 
requires clinical expertise, innovative perspectives 
and a genuine commitment to serve on an indi-
vidual level. Programmes such as the Rural Sensiti-
zation Program and the Rural Hospital Network in 
India can provide spaces for medical students and all 
types of health professionals to explore rural surgery 
and seek out employment opportunities.6 7 However, 
individual efforts are not sufficient in the path to 
improving access to surgical care—there must be 
systemic efforts to increase and strengthen the rural 
surgical workforce. Medical schools around the world 
should develop similar rural surgery opportunities 
and take thoughtful action to increase exposure and 
education on rural surgery.8 Residency programmes 
should carefully consider opportunities for training, 
research and mentorship in the rural context.9 More-
over, health systems must incentivise rural practice 
to attract and retain the necessary talent.10 Debt 
forgiveness programmes, increased salaries and tax 
subsidies are among the many ways governments can 
invest in sustaining a rural workforce. By publicising 
the work of rural surgeons, increasing trainee expo-
sure to rural medicine and incentivising practice, we 
can inspire a new generation of surgeons to engage 
in the rewarding, important work of achieving health 
equity worldwide. Surgeons like Dr Nandakumar 
Menon embody the true essence of holistic clinical 
care—creatively and masterfully serving the multifac-
eted needs of the community, beyond the OR. In Dr 
NK’s words, “I’m not a martyr, I’m having so much 
fun here”.
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