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ABSTRACT

This discursive paper recounts the history of laparoscopic surgery in the English-
Speaking Caribbean since the first recorded procedure in 1991. We discuss the
challenges faced by early laparoscopic surgeons and analyze how they seized
opportunities to overcome barriers against laparoscopy. This paper is important as it
can serve as a template for the development of laparoscopic surgery in other low-
resource areas across the globe.
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Introduction

Many authors have written about the challenges
of delivering surgical care in low and middle-
income countries (LMICs) in the English-speaking
Caribbean [1-7]. Although laparoscopic and
robotic surgery are well accepted and rapidly
advancing in high-income countries [8,9], the
English-speaking  Caribbean  continues to
struggle with minimally invasive surgery (MIS).

The aim of this paper was to review the history of
laparoscopic surgery in the English-speaking
Caribbean. We also discuss the progress of MIS
and analyze the ground gained amidst the
challenges and opportunities that exist in
English-speaking Caribbean LMICs.

Methodology

This is a discursive paper that recounts the
history and progress of laparoscopic surgery in
the LMICs in the English-speaking Caribbean.

CURRENT STATUS OF LAPAROSCOPIC
SURGERY:

Although MIS was introduced to the English-
speaking Caribbean in 1991 [10], this was
followed by a period of stagnation for almost two
decades [11]. During this time, very little MIS was
performed throughout the region. There were
few nations where MIS was performed in small,
highly selected pockets, but the majority of
LMICs had no real access to this service
[1,6,1011,12,13,14].

In the year 2010, concomitant with the
repatriation of several MIS-trained surgeons to
the region [3,4], there was an increase in the
number and complexity of laparoscopic cases
across the region. But it was clear that the region
continued to struggle. For example, in the year
2012, only 23% of cholecystectomies were
attempted laparoscopically in the most populous
nation in the English-Speaking Caribbean [15].
There is little published data to document the
utility of MIS across the region from 1991 to
2010, and that in itself is testimony to the
unpopularity of MIS in that period.

Currently, there are many published reports of
MIS being used across the region, but they are
still mostly originating from the more populous
LMICs [1,3,11,12,13,14,15], and there is not
widespread availability of MIS to the population
at large in the English-Speaking Caribbean.

Statement of the Problem:

Although the English-Speaking Caribbean is
comprised of approximately 7.5 million persons,
the population is scattered over 17 nations
across a wide geographical area, separated by
large swathes of the Caribbean Sea [1]. Many of
these are independent nations with their own
Governments, healthcare budgets, and
independent healthcare systems. This creates
several problems:

A. DIFFICULTY ATTRACTING SUBSPECIALISTS:
The population of each LMIC is small, numbering
<100,000 persons in 76% of English-Speaking
Caribbean nations [1]. Some nations have
populations as small as 5000 persons [1]. With
small populations and limited healthcare
budgets, many small nations find it difficult to
attract subspecialty-trained surgeons.
Laparoscopic surgeons may not wish to work in
low-volume settings where they may de-skill and
the financial remuneration is less lucrative than
that in developed nations. Therefore, the reality
is that most of the less-populous LMICs in the
English-Speaking Caribbean have no resident
laparoscopic surgeons.

B. LIMITED HEALTHCARE FUNDING:

Many of the LMICs in the English-Speaking
Caribbean can only afford to devote a small
proportion of their annual budget to healthcare
[3]. The Pan American Health Organization
(PAHO) reported that average public health
expenditure is approximately 4% of the gross
domestic product for the region [16].

Tenuous funding limits the availability of
intensive care unit (ICU) beds, monitoring
equipment, blood banking stores, personal
protective equipment, surgical consumables as

well as laparoscopic equipment [2,4,6,7].
Therefore, surgeons work in a difficult
atmosphere under constant pressure to

“conserve precious resources”. Therefore, many
patients end up having open surgery even when
they are candidates for MIS.

C. SCARCE LAPAROSCOPIC EQUIPMENT:
Narayansingh et al. [1] reported that as recent as
the year 2014, laparoscopic equipment was only
available in 26% of public hospitals in all English-
Speaking Caribbean nations. This means that
74% of LMICs in the Caribbean cannot offer their
patients laparoscopic surgery, even if the
expertise did exist.
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In addition, maintenance of laparoscopic
equipment is often not prioritized in English-
Speaking Caribbean hospitals. Perry et al [17]
reported that 40-60% of hospital medical
equipment in developing countries “was out of
service”.

D. DEFICIENCIES IN SURGICAL LEADERSHIP:
Many authors have explained how deficient
surgical leadership stifled the development of
MIS in the English-Speaking Caribbean [6,18,19].
This is no different to the situation in Germany
when Prof. Erich Muhe was dismissed by the
German  Surgical Society Congress after
introducing laparoscopic surgery [20], but
similarly, it does apply long-lasting drag on
surgical progress.

Health care management requires the direction
of institutional resources and professional groups
to promote population health. It requires training
in healthcare leadership and management. One
of the problems in English-Speaking Caribbean
LMICs is that there is a limited cadre of persons
to fill leadership positions. Therefore, in many
instances, candidates are selected to Aill
management posts based on seniority, clinical
experience, or political affiliation, rather than
formal training in healthcare management [19].
These surgical leaders who have no formal
training lack the emotional intelligence and
leadership skills described by Goleman et al [21]
and are unequipped to effectively steer the
healthcare systems.

Imagine the possibility that persons chosen
based on seniority would likely not have MIS
training and that these persons are given control
over institutional resources in order to direct
health care delivery. It is easy to appreciate the
conflict of interest. Instead of uniting those they
lead, they may use administrative powers to
erect barriers and marginalize younger surgeons,
fueling their outward migration from the
healthcare systems [22,23].

Money et al [22] published an insightful report
on the differences between generations of
surgeons. They pointed out that most current
surgical leaders belong to the baby boomer era
(born between 1945 and 1964) and differed from
young surgeons in generations X and Y in life
philosophies, work ethic, sources of motivation
and expectations. These factors create a

disconnect between leaders and surgeons in the
later generational groups, making it difficult for
an individual to lead a group of persons with
whom they cannot identify [22].

If we put this into context, we must recognize that
most progress in MIS occurred over the past two
decades, and many of the current surgical
leaders would have had little MIS exposure
during their training. Therefore, it might be an
unreasonable expectation to expect them to
support and encourage procedures that they
themselves may not be able to perform and may
not fully understand [22].

Cawich et al [18] pointed out that the surgical
leader must accept that they will become
outdated far more rapidly than their
predecessors or contemporaries in other fields.
The MIS surgeons who trained in the early 21st
Century, for example, would have already lost
ground unless they continued to learn advanced
techniques such as single incision laparoscopy
(SILS), natural orifice transluminal endoscopic
surgery (NOTES), and robotics. On top of that,
they may be required to support their juniors
who, in a short time, may be able to do things
that even the young leader cannot do [18]. This is
a serious challenge to the psyche of even the
most mature surgical leader. Therefore, humility
[22,23] and charisma power (influence through
personal character) [24] are indispensable
qualities of modern surgical leaders - again very
different from the philosophies of earlier
generations.

E. LIMITED OPPORTUNITIES FOR TRAINING IN
MINIMALLY INVASIVE SURGERY

There are two medical universities providing
post-graduate surgical training in the English-
speaking Caribbean: The University of the West
Indies (UWI) and the University of Guyana (UG)
[11,14]. These universities prepare graduates for
independent practice in the English-Speaking
Caribbean. However, the universities have
limited and unstructured exposure to MIS in their
curricula up to the year 2023. Therefore, to get
experience in MIS, aspiring surgeons are
required to seek training in developed nations,
contributing to a “brain drain” [25,26].

F. OUTWARD MIGRATION / "BRAIN DRAIN"

There is a well-documented problem of outward
migration of healthcare workers to developed
nations [25-30]. There are reports that 70-90% of
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educated English-Speaking Caribbean persons
end up migrating to North America [3,25,26].
This outward migration drains the region of
potential expertise, making it difficult to retain
quality staff within the healthcare delivery
systems.

G. INTER-ISLAND COLLABORATION:

In the existing situation where many LMICs have
a paucity of equipment and/or expertise, one
would think that a rational response would be to
facilitate surgeon and/or patient transfers within
the region. Disappointingly, this has not been
prioritized by policymakers in the English-
speaking Caribbean. Surgeons are not free to
move between the nations to provide badly
needed healthcare. In order to do this, the
surgeon is required to register in each LMIC,
often with onerous registration requirements that
limit the impetus to assist.

In this climate, surgeons in smaller nations have
to either perform open procedures with little
support or transport their patients to a distant
island or developed country. In this case, the
local healthcare systems do not have the
opportunity for development.

Solution

It is now clear that the LMICs in the English-
Speaking Caribbean region have quite different
work atmospheres to developed nations.
Therefore, we have developed creative ways to
work around these limitations in resource-poor
environments:

A. ATTRACTING SPECIALISTS:

The success of a healthcare system rests on
retaining trained, competent, and motivated
staff. Unfortunately, the majority of surgeons who
seek fellowship training in developed nations do
not return to the Caribbean [3,4,11]. Many times,
they are overwhelmed by the challenges of
returning to work in the English-Speaking
Caribbean, 'starting from scratch’, lack of support
from colleagues, and the insurmountable
thought of working in an ailing system. McGaw et
al [5] reported that the main reasons for
operating room staff emigration were workplace
dissatisfaction and insufficient work-related
rewards.

We can examine this in the context of Abraham
Maslow's hierarchy of needs theory [31], which
identifies ‘belonging’ as the second most

important need after the most basic physiologic
and safety needs are met. In the context of MIS,
this is the desire to be accepted and appreciated
by colleagues in the operating room who interact
on a daily basis. We must strive to eliminate
tenuous  interpersonal  relationships, poor
communication, and human conflict that produce
hostile environments not conducive to workplace
satisfaction [18,32,33]. Generally, the surgical
community should strive for fairness in the
workplace and nurture a culture of freedom of
expression, while avoiding racial, class, and
gender discrimination [18,19,22].

Fredrick Herzberg's [34] adaptation suggested
that employee motivation hinged on reward-
recognition relationships (Maslow's ego-status
need) and a sense of achievement (Maslow'’s self-
actualization need). Caribbean LMICs may not
have the financial resources for bonuses as
reward power, but they can still use extrinsic
motivators as simple as managerial praise,
recognition ceremonies or even increased
autonomy on the job to empower and motivate
their staff.

B. HEALTHCARE FUNDING:

Healthcare funding is a complex issue. But the
bottom line is that policymakers must recognize
that long-term investment is needed in both
human resources and equipment. We discuss the
acquisition of equipment below. However human
resource training is important for policymakers.

C. ACQUISITION OF LAPAROSCOPIC
EQUIPMENT:

The start-up cost for MIS is high, but it is well
accepted that laparoscopic surgery is cost-
effective to the health care system in the long
term [6,35,36]. Many healthcare funders may be
reluctant to meet the financial demands of high
start-up costs, but organized and effective
lobbying from providers and users may help
steer policymakers in the right direction.

Wilson et al [6] approached this problem
through public-private partnerships. They were
unable to get funding to start an MIS program
and so worked in collaboration with industry-
private  companies agreed to provide
consumables on  consignment,  donated
consumables, and provided loaner equipment to
start an MIS program in a government hospital
[6]. Once it was demonstrated to be feasible, it
was easier to get support and funding.
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Another model is actively forming partnerships
that do not need to be linked to funding.
Through interpersonal relationships, we have
formed links with developed nations to develop
multidisciplinary team (MDT) processes and
provide expertise [10,23]. When these links
mature, they help to develop can open channels
to receive used or decommissioned equipment
and/or consumables.

Another model was used in Jamaica, where only
basic laparoscopic equipment existed in public
hospitals. MIS surgeons recognized that they
needed consumables to work, and so offered
their patients laparoscopy once they could
independently procure consumables [4,19].
Although initially greeted with resistance, it was
easily accepted once the system was shown to
work.

Finally, we must recognize that hospital
administrators answer to Governments, who in
turn answer to the population. This is a powerful
tool when used in the correct way. Recognizing
this, Wilson et al [6] decided to provide free
educational public lectures to the population at
large on the benefits of laparoscopy. When the
population became educated, they began to
demand this service of the hospitals. When the
public voice demanding MIS was loud enough, it
supplemented the lobbying from MIS surgeons,
and this put pressure on healthcare
administrators to step up to the plate.

Wilson et al [6] stated that changing the
perception of MIS at a national level would
require support from surgical leaders and
policymakers. Anecdotal experience suggested
that lobbying from laparoscopic surgeons alone
would not be sufficient, and this drove their plan
to stimulate concurrent lobbying from end users
of the healthcare system.

D. HONEST AND APPROPRIATE SURGICAL
LEADERSHIP:

We have already made it clear that effective
leadership is important because there is the
potential for people to erect barriers to success
when they feel threatened. We believe that it
should be mandatory for the next generation of
surgical leaders to have formal managerial
training, and perhaps regional universities
should integrate management courses into their
post-graduate surgical degree courses for future
generations.

We also believe that the existing tradition of
selecting surgical leaders based on seniority,
clinical experience or political affiliation should
cease immediately. None of these criteria
magically prepare surgeons to become good
leaders or healthcare administrators. Instead of
solving problems ineffective leaders may erect
further barriers, demotivate surgeons, and
exacerbate the “brain drain”. We also advocate
for mandatory continued training, regular
performance evaluations, and enforcement of
accountability for persons in formal leadership
roles.

Effective leaders must recognize that they need
cooperation from their staff [27], and this can
only be achieved by mastering their own
interpersonal interaction techniques. There must
be less reliance on coercive power (a leader's
influence through fear or the ability to punish
employees) because it does not promote desired
actions [37]. Instead, leaders should rely more on
charisma power (the ability to influence through
force of character). In English-Speaking
Caribbean LMICs, this may be achieved by
creating common interest groups, that would
involve laparoscopic surgeons and give them a
stake in the organization.

E. PROVIDE FORMAL OPPORTUNITIES FOR
TRAINING IN LAPAROSCOPIC SURGERY

We previously pointed out that none of the
institutions in the region incorporated formal MIS
training. However, there are now many well-
trained and proficient MIS surgeons in the
English-speaking Caribbean to easily achieve
this. If opportunities for MIS training are made
available in the region, this could help to stem
outward migration.

Interestingly, a unique situation has evolved in
the English-Speaking Caribbean. In the early 21st
century, open surgeons in leadership /
administrative positions erected many barriers to
implementation of MIS [4,6,11,15,18,38], but this
had an unintended positive effect. When open
surgeons occupying administrative positions did
not allocate institutional resources to procure
laparoscopic consumables (such as staplers), it
forced MIS surgeons to develop their
laparoscopic skillsets (such as intra-corporeal
suturing) and increased their proficiency. These
regional MIS surgeons have found ingenious
ways to overcome other obstacles and
understand existing challenges in the region.
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Therefore, they are now perfectly poised to teach
these techniques adapted to resource-poor
environments to surgical mentees.

Alternatively, by simply taking the initiative to
approach existing partners in developed nations
to arrange fellowships or observer periods,
regional surgeons and surgical leaders could
help to increase trainee surgeons’ motivation,
self-worth, and workplace satisfaction.

F. SURGICAL MENTORING TRAINING

Calderon et al [39] recently published results of a
survey that showed a major source of workplace
dissatisfaction in the English-Speaking Caribbean
was a lack of effective mentorship. If more
regional surgeons became available as mentors,
this could help to develop MIS. The ideal surgical
mentor should have extensive training [40,41],
experience [41], good technical  skills
[1,10,11,12], emotional intelligence [14,18,19],
professional integrity [19,22], patience [18,42]
and good communication skills [43,44]. This may
also require formal training.

Three authors have made powerful statements to
capture effective mentorship qualities: Singletary
et al [45] suggested they “rejoice in the
successes of their mentee, recognizing that their
mentees may rise to greater levels than they did”.
Naraynsingh et al [1] wrote they "must expect
their mentees to supersede their own
performance in order to consider themselves
successful.” Cawich et al [38] stated that
“effective and honest mentors should have
sufficient emotional maturity to allow mentees to
develop freely while assisting to maximize their
potential”. These three authors have made
passionate statements, but they all capture the
essence of good and effective mentors in
surgery.

G. INTER-ISLAND COLLABORATION:

Currently, there is room for improvement in inter-
regional collaboration in surgery. We have
already made the point that, due to independent
healthcare systems, specialists who are in high
demand are not allowed to provide care to
nearby countries. The medical registration
systems are almost always onerous and
prohibitive. Better Governmental collaboration to
have regional registration may overcome this
limitation. It is something that has been achieved
before, with the inter-governmental cooperative
body, the Organization of Eastern Caribbean

States (OECS), and the integrated currency, the
Eastern Caribbean Dollar [46].

We believe it is important to identify common
interest groups who share an interest in MIS and
the unified desire to promote it regionally. In this
regard, there are three common interest groups
in the region: The Caribbean College of
Surgeons (CCQOS), the Caribbean Association of
Endoscopic  Surgeons (CaSES), and the
Netherlands-Caribbean Foundation for Higher
Clinical Education (NASKHO). By facilitating
partnerships regionally and with international
groups, these groups can assist with mentorship,
support, and engaging members in the region
who also operate in challenging Caribbean
environments.

Another example of inter-island collaboration is
to utilize workshops [1,12,13,14]. In this model,
we have invited experts from the region to
import expertise, rather than exporting a patient
in need. By doing this, the entire healthcare
system can improve their skill sets and results for
a long-term investment. We have found that the
industry is keen to support this and they have
actively organized and funded training
workshops in the region, with funding by
Medtronic Latin America [12,13,14], Ethicon, and
Karl Storz [1,47]. These workshops were
invaluable to mentor entire surgical teams to
develop MIS in their environments
[1,12,13,14,47].

Cawich et al [48] introduced the concept of
distance mentoring for advanced MIS, where a
surgical mentor remotely facilitates another
surgeon to perform procedures without
physically being present in the operating room.
The wuse of cheap and readily available
equipment for distance mentoring was described
in detail in prior publications [48,49]. In summary,
a mentee surgeon performs an operation using
two devices to allow the mentor to view the
operative field and laparoscopic feed by live
stream. They have shown that the technique
could be used with 96% success and good
outcomes in emergencies [49] and hepatobiliary
surgery [50,51].

Robotic surgery would be a good solution since
the operator console does not need to be in the
same operating room. However, full robotic
surgery remains non-existent in the Anglophone
Caribbean up to the year 2024, largely due to
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cost constraints. The FreeHand® robot (Freehand
2010 Ltd., Guildford, Surrey, UK) was introduced
to the Caribbean in 2021 [47]. It was a robot with
a single arm to control the laparoscope. The
important point is that the technology was made
possible through a private-public partnership
between the Government of Trinidad & Tobago,
Freehand 2010 Ltd. (Guildford, Surrey, UK), and
a local distributor (AA Laquis Ltd). This once
again reinforces our argument about the
potential for partnerships in the region.

H. CRITICAL ASSESSMENT OF THE
HEALTHCARE ENVIRONMENT

The Caribbean healthcare environment differs
significantly from developed countries. We work
in resource-poor settings with many challenges.
We have found ways to overcome these
challenges that may not be suitable for large,
developing countries. We advocate, therefore,
that surgeons must critically appraise their local
hospitals and understand the pitfalls in their
environment in order to introduce a policy that
would maintain quality service delivery that suits
the local healthcare environment [52].

|. REGULAR AUDITS AND CONTINUOUS
MONITORING OF OUTCOME PARAMETERS

We must prioritize documentation because
proper record-keeping is necessary in order to
demonstrate tangible benefits for the health care
system. Regular clinical audits are important
instruments to ensure quality control by
identifying  ongoing  problems and are
prerequisites to achieving their solutions.

Continuous monitoring of outcome parameters is
an essential part of substantiated quality control
which would serve as the core data to audit,
benchmark, and have as a dashboard function
[53]. It is also imperative in the volume-quality
privileging discussion in which the region and
other LMICs will have to justify their work.
Currently, work is ongoing to develop a
continuous outcome-based monitoring system
customized for the region, comparable to the
American College of Surgeons’ Surgeon Specific
Registry system.

Conclusion

The English-Speaking Caribbean healthcare
environment differs significantly from developed
countries. Caribbean surgeons have devised
creative ways to overcome challenges and
permanently incorporate laparoscopy into the

Caribbean surgical armamentarium. These
maneuvers can be used as a template to develop
minimally invasive surgery in other resource-poor
environments.

Medical Research Archives | https://esmed.ora/MRA/mra/view /2665 7




Research

mss | Challenges and Opportunities

vedcal | History of Laparoscopic Surgery in the English-Speaking Caribbean and Progress Amidst a Mix of

References

1. Naraynsingh V, Bahadursingh S, Maharaj R,
Harnarayan P, Cawich SO. Surgery in the West
Indies: A perspective from Trinidad. Curr Med
Res Prac. 2014;4:1126-129.

2. Ward E, Fox K, Ricketts L, et al. A Review of
hospital care in Jamaica: Morbidity and Mortality

patterns, resource allocation and cost of care.
West Ind Med J. 2001; 50 (S2): 21.

3. Plummer JM, Roberts PO, Leake PA, Mitchell
DIG. Surgical care in Jamaica in the
laparoendoscopic era: challenges and future
prospects for developing nations. Perm J. 2011;

15(1): 57-61.

4. Cawich SO, Cherian CJ, Wilson C, Baker A,
Lloyd C, Thomas C. Challenges against the
advancement of minimally invasive surgery in
Jamaica: A national hospital survey. West Ind
Med J. 2012; 61(S4): 54

5. McGaw CD, Tennant |, Harding HE, Cawich
SO, Crandon W, Walters CA. Healthcare
workers’ attitudes to and compliance with
infection control guidelines in the operating
department at the University Hospital of the West
Indies, Jamaica. Int J Infect Control. 2012;
8(13):1-4 doi 10.3396/ijic.v8i3.023.12

6. Wilson CB, Cawich CO, Simpson LK, Baker
AJA. Starting a Laparoscopic Surgery Service in a
Rural Community Hospital in Jamaica: Successes
and Challenges of the Percy Junor Hospital
Experience. Caribb Med J. 2014;76:16-19

7. Hariharan S, Chen D. Costs and Utilization of
Operating Rooms in a Public Hospital in Trinidad,
West Indies. Perm J. 2015; 19(4): e128-32.

8. George El, Brand TC, LaPorta A, Marescaux J,
Satava RM. Origins of Robotic Surgery: From
Skepticism to Standard of Care. JSLS.
2018;22(4):e2018.00039

9. Leake PA, Qureshi A, Plummer J, Orkainec A.
Minimally invasive surgery training in the
Caribbean - a survey of general surgical
residents and their trainers. West Ind Med J.
2012:61(7):708-715.

10. Cawich SO, Pooran S, Amow B, Ali E,
Mohammed F, Mencia M, Ramsewak S, Hariharan
S, Naraynsingh V. Impact of a medical university

on laparoscopic surgery in a service-oriented
public hospital in the Caribbean. Risk Manag
Healthc Policy. 2016;9:253-260.

11. Parker M, Ramdass MJ, Cawich S, Fa Si Oen
P, Rosin D. A historical perspective on the
introduction of laparoscopic basic surgical
training in the Caribbean and factors that
contribute to the sustainability of such training.
Int J Surg. 2019;72:6-12.

12. Cawich SO, Kabiye D. Developing
Laparoscopic Surgery on the Caribbean Island of
St. Lucia: A Model for Public-Private Partnership.
Cureus. 2019; 11(10): e6011. DOI
10.7759/cureus.6011

13. Cawich S O, Burgess P E, Ranglin-Robinson
D, et al. Single-Incision  Laparoscopic
Cholecystectomy: Initial Report From the Turks
and Caicos Islands. Cureus. 2021; 13(5): e14891.
DOI 10.7759/cureus. 14891

14. Cawich SO, Mahadeo C, Rambaran M, Amir
S, Rajkumar S, Crandon IW, Naraynsingh V.
Advancement of laparoscopic surgery in Guyana:
a working mode for developing countries. Adv
Med Educ Pract. 2016;7:605-610

15. Cawich SO, Simpson LK, Wilson C, Baker A,
Cherian C, SoTwe Y, Bonadie KO, Williams EW,
Lloyd C, Thomas C. Healthcare workers' Attitudes
Toward Laparoscopic Surgery for Gallbladder
Disease in the Caribbean. Current Med Res Pract.
2019;9(1):10-13.

16. PAHO. Health in the Americas: Health
Financing in the Americas. [Available online at:
https://www.paho.org/salud-en-las-americas-
2017/ubh-financing.html]. Accessed on
September 17, 2023

17. Perry L, Malki R. Effectiveness of medical
equipment donations to improve health systems:
how much medical equipment is broken in the
developing world? Med Biol Eng Comput. 2011;
49:719-722

18. Cawich SO, Johnson PB, Dan D, Naraynsingh
V. Surgical Leadership in the Time of Significant
Generational Diversity. Surgeon. 2014; 12(4):
235-6

19. Cawich SO, Harding HE, Crandon IW, McGaw
CD, Barnett AT, Tennant I, Evans NR, Martin AC,

Medical Research Archives | https://esmed.ora/MRA/mra/view /2665 8




Research

mss | Challenges and Opportunities

vedcal | History of Laparoscopic Surgery in the English-Speaking Caribbean and Progress Amidst a Mix of

Simpson LK, Johnson PB. Leadership in Surgery
for Public Sector Hospitals in Jamaica: Strategies
in the Operating Room. Perm J. 2013:17(3):121-
125.

20. Reynolds W. The First Laparoscopic
Cholecystectomy JSLS 2001:5(1):89-94.

21. Goleman D. What makes a Leader? Harvard
Business Review. 2004; 82(1): 82-89.

22. Money SR, O'Donnel ME, Gray RJ. In the time
of significant generational diversity - Surgical
leadership must step up! The Surgeon. 2014; 12:
3-6

23. Cawich SO, Johnson PB, Shah S, Roberts P,
Arthurs M, Murphy T, Bonadie KO, Crandon W,
Harding HE, Abu-Hilal, Pearce NW. The
Multidisciplinary Team Approach to
Hepatobiliary Diseases: A Working Model in the
Caribbean Setting. J Multidisciplinary Healthcare.
2014; 7:227-30

24. Negron R. Personal Networks and Migration
Decision: The Case of Jamaican Brain Drain. J
Identity and Migration Studies. 2012: 6(1): 43-63.

25. Dugger CW. Small Developing Lands Hit
Hardest by Brain Drain. New York Times. 2005;
A9: 9

26. The Joint Commission: Strategies for
addressing the evolving nursing crisis. Jt Comm
J Qual Saf. 2003; 29(1): 41-50.

27. Hauff HM. Where has all the staff gone?
Strategies to recruit and retain quality staff. Prog
Transplant. 2007; 17(2): 89-93.

28. Johnson N. Analysis and Assessment of the
Brain Drain Phenomenon and its Effect on
Caribbean Countries. Florida Atlantic
Comparative Studies Journal. 2009; 11: 1-16.

29. Dexter F, Ledolter J, Wachtel RE. Tactical
decision making for selective expansion of
operating room resources incorporating financial
criteria and uncertainty in subspecialties’ future
workloads. Anesth Analg. 2005; 100(5): 1425-32.

30. Maslow AH. A Theory of Human Motivation.
Psycholog Rev. 1943; 50: 370-396.

31. Macario, Alex. Are Your Hospital Operating
Rooms  “Efficient”?  Anesthesiology = 2006;
105:237-40.

32. Strum DP, Vargas LG, May JH, Bashein G.
Surgical suite utilization and capacity planning: a

minimal cost analysis model. J Med Syst
1997,21:309-22.

33. Herzberg F. One More Time: How Do You
Motivate Employees? 1968. Harv Bus Rev. 2003;
81(1): 87-96.

34. Plummer JM, Mitchell DIG, Arthurs M, Leake
PA, Deans-Minott J, Cawich SO, Martin AC.
Laparoscopic colectomy for colonic neoplasms in

a developing country. International J Surg
2011;9(5):382-385.

35. Bailey HH, Dan D. An economic evaluation of
laparoscopic  cholecystectomy  for  public
hospitals in Trinidad and Tobago. West Ind Med
J2005;54(2):110-115.

36. Montana PJ, Charnow BH. Leadership theory
and practice. In Barron’s Business Review Series
3rd edition. Barron’s Publishers 2000. Chapter
14; Pg 254-275.

37. Cawich SO, Griffith S, Wilson C, FaSiOen P,
Burgess P, Thomas DA, Mencia M, Pearce NW.
Distance Mentoring in Minimally Invasive Surgery
in the Caribbean: A Model for Low Resource
Environments. Curr Med Res Prac. 2021; 11(3):
125-9

38. Calderon C, Maraj A, Roopnarine C, Crichlow
J. WISQ (Women in Surgery Questionnaire): A
Glimpse at the Caribbean Perspective. Am J Res
Med Sci. 2021; 6(1): 1-4.

39. Shiwani HM. Mentoring for Surgical Skills: A
Tool To Share The Workload. J Can Chir.
2007;50(6):432-433.

40. Weiss A, Lee KC, Blair SL, Ramamoorthy S.
Eliminating Mentors in Favour of Collaborators:
Review and Challenge of Current Mentorship
Literature. J Minim Invasive Surg Sci. 2015;4(2):1-
5.

41. Entezami P, Franxblau LE, Chung KC.
Mentorship in surgical training: a systematic
review. HAND. 2012;7:30-36

Medical Research Archives | https://esmed.ora/MRA/mra/view /2665 9




Research

mss | Challenges and Opportunities

vedcal | History of Laparoscopic Surgery in the English-Speaking Caribbean and Progress Amidst a Mix of

42. Cook A, Khoury A, Bagli D, MclLorie GA, El
Ghoneimi A, Farhat WA. The development of
laparoscopic  surgical  skills in  pediatric
urologists: longterm outcome of a mentorship-
training model. Can J Urol. 2005;12:2824-8.

43. Alfa-Wali M. Surgical Leadership Through
Coaching. J Surg Educ. 2013;70(5):680-682.

44. Singletary SE. Mentoring Surgeons for the
21st Century. Ann Surg Oncol. 2005;12(11):848-
860.

45. Randall R, Shepherd J, Van Beek F, Rosales
JR, Zermeno MR. The Eastern Caribbean
Currency Union: Institution, Performance and
Policy Issues. 2000. Chapter 2: The Financial
System. Publisher: International Monetary Fund.
ISBN: 9781557758941. Available online at
https://doi.org/10.5089/9781557758941.084

46. Cawich SO, Arulampalam T, Senasi R,
Naraynsingh V. Robot-Assisted  Minimally
Invasive  Surgery: First Report from the
Caribbean. Cureus. 2021;13(10):e18739.

47.Cawich SO, Griffith S, Wilson C, Narayansingh
V. Distance mentoring in advanced minimally
invasive surgery in the Caribbean: A model for

low-resource environments. Curr Med Res Prac.
2021; 11(3): 125-128.

48. Cawich SO, Mencia M, Thomas D, Spence R,
Milne D, Naraynsingh V, Barrow S. Trauma
Surgery via Distance Mentoring: A Model
Inspired by the 2020 Pandemic. Trop Doct. 2021.
52(1): 102-103.

49. Griffith S, Cawich SO, Mencia M, et al.
Laparoscopic Liver Resection by Distance
Mentoring from Trinidad to Barbados: A Report.
Cureus. 2019; 11(9): e5796.

50. Cawich SO, Simpson L, Josephs A.
Laparoscopic Hepatectomy  via Remote

Mentoring From Jamaica to Trinidad. Cureus.
2021; 13(12): 20177.

51. Cawich SO, Naryansingh G, Ramdass MJ,
Mencia M, Thomas DA, Barrow S, Naraynsingh V.
Responses to Disrupted Operative Care during
the Coronavirus (COVID) Pandemic at a
Caribbean Hospital World J Clin Cases. 2022;
10(3):74-80

52. Eyob B, Boeck MA, FaSiOen PR, Cawich SO,
Kluger MD. Ensuring safe surgical care across
resource settings via surgical outcomes data &

quality improvement initiatives. International J
Surg 2019; 72: 27-32.

Medical Research Archives | https://esmed.ora/MRA/mra/view /2665 10




