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Background: Surgical disciplines often lack executive leadership training. To address this gap, the University of Cape
Town’s Global Surgery Division partnered with its Graduate School of Business to create a novel leadership programme
for surgical system strengthening in low- to middle-income countries. This study evaluated the programme’s impact on
alumni careers and development.

Methods: A cross-sectional study was conducted using a structured online questionnaire distributed to all 72 alumni
(2022-2025) of the University of Cape Town (UCT)’s Executive Leadership in Global Surgery programme. Quantitative
data on professional development, career outcomes, and programme engagement were collected.

Results: A total of 43 participants completed the survey (59.70% response rate). Up to 36 participants (83.70%) found the
programme transformative or partially transformative, and 37 (86.00%) rated the curriculum as highly relevant. After the
programme, 29 (67.40%) reported significantly improved confidence and 13 (30.20%) reported moderate improvement.
Over half (23, 53.50%) increased involvement in policy or advocacy, and 9 (20.90%) received a promotion or new
leadership role. Most (35, 81.40%) applied the skills daily or weekly, and 14 (32.60%) expanded programme projects
into larger initiatives. Prior training and experience were not significant predictors of leadership evolution. Key barriers
included time constraints and limited institutional support.

Conclusion: The UCT Executive Leadership in Global Surgery course provides practical leadership and implementation
tools through a novel business-school framework. By building competence, confidence, and a professional network,
this model shows potential to strengthen surgical systems across Africa and similar settings. Such programmes could be

adopted by other business schools in partnership with surgical departments.
Keywords: global surgery, health systems strengthening, leadership, quality improvement

Introduction

The global burden of surgical disease remains immense,
with billions lacking access to safe, timely, and affordable
surgical care. This disparity is most acute in low- to middle-
income countries (LMICs), where health systems are often
under-resourced and under-strengthened.! The World Health
Organization (WHO) and The Lancet Commission on
Global Surgery have highlighted the dire need for global
efforts to improve surgical care, especially in LMICs.!?
Addressing this critical gap requires more than clinical
expertise; it demands skilled leadership to build capacity,
advocate for policy change, and manage complex surgical
systems effectively.

Leadership in surgery is increasingly recognised as
essential for advancing health system strengthening
and improving surgical outcomes globally.>* Executive
leadership programmes are uniquely positioned to cultivate
essential leadership competencies.’ They equip professionals
with strategic management and change leadership skills
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through real-world challenges, fostering executive thinking
often absent from clinical training.

Conventional surgical training develops technical
mastery but often fails to prepare surgeons for systems-
level leadership.” Combining rigorous, strategic discipline
of business education with the complex realities of global
surgery creates a powerful synergy. This novel approach — a
surgical leadership course taught within a business school
environment — could bridge this gap. The programme
design was informed by principles of experiential and
transformative learning theory, emphasising critical
reflection, peer dialogue, and the application of knowledge
to real-world projects to foster profound shifts in perspective
and practice.® It could provide surgical system professionals
with a unique toolkit to lead effectively, drive innovation,
and achieve sustainable improvements in surgical care.”!°

This study aimed to evaluate the impact of a surgical
leadership course taught within a business school
environment — the Executive Leadership in Global Surgery
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course at the University of Cape Town (UCT) — by exploring
its influence on alumni’s professional development,
assessing subsequent career trajectories, and identifying
alumni-led initiatives and continued engagement in global
surgery after course completion.

Material and methods

Study design

This cross-sectional study used a descriptive, quantitative
survey approach, collecting data from course alumni
through a structured questionnaire to capture information on
their professional development, early career outcomes, and
post-course engagement in global surgery.

Reporting guideline

This study was reported in accordance with the CHERRIES
(Checklist for Reporting Results of Internet E-Surveys)
guideline."!" The completed checklist is provided as a
supplementary file.

Setting and context

The University of Cape Town’s Executive Leadership in
Global Surgery programme, delivered through its Graduate
School of Business, aims to equip surgeons, anaesthetists,
and health systems leaders with global surgery, leadership,
management, advocacy and diplomacy training to address
surgical disparities in resource-limited settings. By
leveraging participants’ diverse experiences, the programme
fosters cross-cultural collaboration and problem-solving.
This innovative programme is convened by the Division of
Global Surgery in the Faculty of Health Sciences and aims
to prepare leaders to navigate complex, resource-constrained
health environments.!>!3

Admission to the programme is competitive and targeted
healthcare specialists (surgeons, anaesthetists), hospital
managers, and health officials who demonstrated existing
leadership experience and a commitment to strengthening
surgical systems. The course tuition was approximately $1
460 USD. The programme was delivered through a blended
model that combined on-site and remote learning, utilising
UCT’s state-of-the-art facilities and digital platforms. The
model was built around three core phases: an initial series
of preparatory webinars to establish foundational concepts,
an intensive in-person contact week in Cape Town for
immersive learning and direct engagement with faculty
and peers, and a subsequent 4-month compulsory project
component practical application of knowledge. During
this final phase, participants developed and implemented a
context-specific implementation or research project in their
home country, supported by dedicated coaches and regular
virtual check-ins.

The curriculum was structured around five core
competencies designed to address key gaps in surgical
systems leadership. These were: 1) Surgical Systems
Strengthening focused on applying analytical frameworks
— such as the World Health Organization’s (WHO) health
systems building blocks and The Lancet Commission on
Global Surgery’s indicators — to assess and improve the six
core components of a surgical system; 2) Innovation involved
developing and scaling new technologies and processes, often
employing human-centred design principles to overcome
resource constraints; 3) Leadership and Management centred
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on cultivating strategic skills, using tools like stakeholder
analysis and SWOT (strengths, weaknesses, opportunities,
threats) analysis to drive organisational change; 4) Quality
Improvement and Programme Management provided the
tools for designing and evaluating projects using established
methodologies like Plan-Do-Study-Act (PDSA) cycles and
logic models; 5) Policy, Advocacy and Diplomacy equipped
leaders to effectively engage with stakeholders and shape
health policy through the crafting of evidence-based policy
briefs and advocacy strategies.

Data collection methods

A comprehensive, in-depth survey (see Addendum) was
developed in collaboration with global surgery education
experts to evaluate the impact of the course, capturing data
from alumni up to four years post-completion. The survey
assessed sustained impact across key domains: practical
application of leadership competencies, career advancement,
engagement in global surgery initiatives, and professional
network value. The survey instrument was developed de
novo for this evaluation, as no validated tool existed for the
specific context of a business-school-based global surgery
leadership programme. To ensure face and content validity,
the draft instrument was iteratively reviewed by a panel of
three experts in global surgery education, health professions
education, and survey design. Their feedback was used to
refine question clarity, relevance, and comprehensiveness.
Full psychometric validation (e.g. factor analysis for
construct validity, Cronbach’s alpha for internal consistency)
was not pursued. This decision was pragmatic, based on the
small, fixed population size (n = 72), which is insufficient
for robust validation analyses, and aligns with common
practice in early-stage programme evaluations where the
primary goal is to generate preliminary evidence of impact
and inform programme development. The instrument was
pilot-tested with alumni to refine clarity and relevance. Pilot
responses were excluded from the final analysis, though
participants were re-invited to complete the revised survey to
maintain statistical power given the small target population.
The survey was subsequently distributed via email and
direct message on social media using REDCap'* to alumni
with contact information provided by the UCT Global
Surgery division. The survey was open from 15 June to 15
August 2025, with weekly reminders sent on Wednesdays to
encourage participation. Participation was voluntary with no
incentives given to participants.

Data analysis

Survey data were analysed using the latest version of R
(version 4.5.1)" to generate descriptive statistics and, where
applicable, inferential statistics to assess the programme’s
impact on participants’ leadership skills and career
progression. Inferential analyses were exploratory and
unadjusted for multiple comparisons. Logistic regression
was used to model leadership role evolution (binary
outcome: yes/no) with predictors of prior leadership course
(yes/no) and years of experience (continuous). Fisher’s
exact test and chi-square tests were used for categorical
comparisons, and Spearman’s correlation for ordinal/non-
parametric relationships.
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Sampling

The survey was distributed to all 72 alumni from the 2022—

2025 cohorts, constituting a census of the target population.
All alumni were invited, and the resulting sample of 43
comprising 13 from the 2022 cohort, 16 from 2023, 22
from 2024, and 21 from the 2025 cohort represents a period
sample of those who chose to participate.

Results

Participants’ demographic and professional
characteristics

A total of 43 participants completed the survey (59.70%
response rate), representing 14 countries (13 from Africa).
The mean age was 42.26 years, with 58.14% female.
Most respondents were from South Africa (34.88%) and
Zimbabwe (11.65%), with diverse surgical specialties
represented. The majority worked in public hospitals
(58.12%), held a Master’s degree (83.72%), and were full-
time clinicians (78.60%). Nearly half of participants attended
the programme in 2025 (48.80%). In Table I, participants
could select multiple working settings, hence the total
exceeds 43. Of the 43 respondents, 16 (37.20%) reported
more than one professional setting, with the most common
combination being ‘“Public hospital” and “Academic/
Research/University”. Detailed characteristics are presented
in Table I.

Table I:Participant demographic and professional characteristics
(n=43)

Characteristic =~ Category Value/frequency
(percentage)
Age (years) Mean 42.26
Median 41
Mode 44
Range 30-60
Sex Female 25 (58.14%)
Male 18 (41.86%)
Country of South Africa 15 (34.88%)
origin Zimbabwe 5(11.65%)
Kenya 3 (6.98%)
Uganda 3 (6.98%)
Zambia 3 (6.98%)
Nigeria 3 (6.98%)
Somalia 2 (4.65%)
Namibia 2 (4.65%)
Ghana 2 (4.65%)
Ethiopia 1(2.32%
Germany 1(2.32%)
Botswana 1(2.32%)
Tanzania 1(2.32%)
Malawi 1(2.32%)
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Professional Anaesthetist 7 (16.30%)
background General Surgeon 7 (16.30%)
Neurosurgeon 6 (13.95%)
Paediatric Surgeon 5(11.62%)
Medical Officer 4(9.30%)
Orthopaedic Surgeon 3 (6.98%)
Urologist 2 (4.65%)
Program Manager 2 (4.65%)
Professional nurse 1(2.32%)
Surgical trainee 1(2.32%)
Midwife 1(2.32%)
Plastic surgeon 1(2.32%)
Obstetrician and gynaecologist 1(2.32%)
Ophthalmologist 1(2.32%)
Working Public hospital 28 (58.12%)
setting Academic/Research/University 11 (25.58%)
Private hospital 10 (23.26%)
Private sector company 3 (6.98%)
NGO/Non-profit 3 (6.98%)
Government 2 (4.65%)
Intergovernmental organisation 1(2.32%)
Public-private hospital 1(2.32%)
Highest Bachelor’s degree 3 (6.98%)
f:]lgational Master’s degree 36 (83.72%)
Doctor of Philosophy degree 1(2.32%)
Post-Doc 3 (6.98%)
Practicing Yes: Full time 33 (78.6%)
clinician Yes: Part time 4(9.50%)
No 5 (11.90%)
Experience in 0-5 years 3 (7.10%)
field (years) ¢ 10 years 17 (40.50%)
11-15 years 7 (16.70%)
+16 years 15 (35.70%)

Programme 2022
participation 2023
year

6 (13.95%)
6 (13.95%)
2024 10 (23.31%)
2025 21(48.80%)

Programme experiences and perceptions

Participants reported learning about the programme primarily
through colleagues or word of mouth (48.83%, 21/43). The
main motivations for enrolling were leadership development
(83.70%, 36/43), expanding knowledge in global surgery
(53.49%, 23/43), career advancement (23.26%, 10/43), and
networking opportunities (27.90%, 12/43). Just over half
of the participants (55.80%, 24/43) had completed other
leadership courses prior to this programme. When asked
to rate the overall quality of this programme compared to
other leadership courses they had taken, 62.80% (27/43) felt
it exceeded other courses, 32.60% (14/43) found it similar,
and 4.60% (2/43) considered it inferior. Most participants
(83.70%,36/43) described their experience as transformative,
with 16.30% (7/43) reporting it as partially transformative.
The survey question defined a transformative experience
as one that “led to a significant shift in your perspective,
approach, or capabilities as a leader in global surgery.” The
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Table II: Participant motivations, barriers, perceptions of the programme and project during programme

Characteristic/Question Category/Response Count Percentage (%)
How heard about the programme Colleague/word of mouth 21 48.83
Social media 11 25.60
UCT website 7 16.27
Conference/workshop 4 9.30
Motivation for enrolling in programme Leadership development 36 83.70
Expanding knowledge in global surgery 23 53.49
Career advancement 10 23.26
Networking opportunities 12 27.90
Done other leadership courses Yes 24 55.80
No 19 44.20
Rate of programme compared to other This one exceeded other(s) 27 62.80
leadership course Was similar 14 32.60
Was inferior 2 4.60
Was experience transformative Yes 36 83.70
Partially 7 16.30
What enjoyed most about the programme Contact week lectures 26 60.46
The project 7 16.28
Networking 5 11.63
Level of organisation and coordination 5 11.63
Themes in the curriculum found most Quality improvement 32 74.40
useful Health systems strengthening 28 65.10
Surgical leadership 20 46.50
Policy engagement 20 46.50
Change management 19 44.20
Introduction to Global Surgery 17 39.50
Capacity building 13 30.20
Innovation 12 27.90
Community engagement 9 20.90
Project category Quality improvement 27 62.80
Access to surgical care 17 39.50
Health systems strengthening 15 34.90
Workforce development 5 11.60
Implementation of surgical programmes 5 11.60
Surgical research or innovation 3 7.00
Community engagement 3 7.00
Global surgery policy and/or advocacy 3 7.00
Surgical education or training 1 2.30
Current status of project The project has evolved or expanded into a larger initiative 14 32.60
The project is ongoing in its original form 12 27.90
The project ended and has not continued 11 25.60
I have launched a new initiative inspired by the project 6 14.00
Relevance of curriculum content to role Highly relevant 37 86.00
Somewhat relevant 6 14.00
Barriers faced while participating in the Time constraints 24 55.80
programme, if any Limited institutional support (participant’s institution) 9 20.90
Limited institutional support (UCT) 1 2.30
Financial challenges 7 16.30
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aspects of the programme participants most enjoyed were
the contact week lectures (60.46%, 26/43) and the project
component (16.30%, 7/43) (Table II).

Competences and skills

Most useful curriculum themes were quality improvement
(74.40%, 32/43), health systems strengthening (65.10%,
28/43), surgical leadership (46.50%, 20/43), policy
engagement (46.50%, 20/43), and change management
(44.20%, 19/43). Programme projects focused on quality
improvement (62.80%, 27/43), access to surgical care
(39.50%, 17/43), and health systems strengthening (34.90%,
15/43), with others addressing workforce, research, policy,

community, and education. One-third of projects evolved

into larger initiatives (32.60%,

14/43), while others

remained ongoing (27.90%, 12/43), ended (25.60%, 11/43),

or inspired new initiatives (14.00%, 6/43). Nearly all
participants (86.00%, 37/43) found the curriculum highly
relevant. Common barriers to full participation and project
completion were time constraints (55.80%, 24/43), limited
institutional support from the participant’s home institution
(22.90%, 10/43) and financial constraints (16.30%, 7/43)
(Table II).

Reported programme’s impact on confidence,
leadership roles, and practice

Up to 67.40% (29/43) of participants reported a significant
improvement in confidence, 30.20% (13/43) reported
moderate improvement, and 2.40% (1/43) reported
slight improvement in their confidence level following
programme’s completion. Regarding leadership role

Table III: Summary of participant outcomes, impact, programme involvement, leadership interest, and barriers following the global surgery

programme
Category Sub-category/response option Count Percentage (%)
Confidence after programme Significantly improved 29 67.40
Moderately improved 13 30.20
Slightly improved 1 2.40
Leadership role evolution after Became more involved in policy/advocacy work 23 53.50
program Took on a leadership position in my organisation/received a promotion 9 20.90
Improvement in empowering/managing others 5 11.60
No change in my role 6 13.90
Frequency of application of Daily 26 60.50
leadership and management skills Weekly 9 20.90
Occasionally 8 18.60
Programme’s impact on driving Significant impact 29 67.40
change Moderate impact 13 30.20
Minimal impact 1 2.40
Initiation/contribution to global Initiated a global surgery project/programme 12 27.90
surgery initiatives after programme Participated in a global surgery project/programme initiated by someone else 7 16.30
None 24 55.80
Does your institution have a global Yes 8 18.60
surgery programme, unit, centre, or No 33 76.70
division? :
Don’t know 2 4.70
Would you be interested in Yes 33 76.70
leading a global surgery academic No 5 11.65
programme at a university?
Don’t know 5 11.65
Interest in leading a global surgery  Yes 40 92.90
implementation programme with an No 1 2.40
NGO, government, or multilateral - §
institution Don’t know 2 4.70
Interest in leading a policy Yes 36 83.70
programme at governmental level No 3 7.00
Don’t know 4 9.30
Likeliness to recommend the Yes, highly recommend 38 88.40
programme to others No response or not specified 5 11.60
Number of classmates kept contact ~ None 4 9.30
with 1-2 classmates 9 20.90
3-5 classmates 20 46.50
6-10 classmates 6 14.00
11-15 classmates 2 4.70
More than 15 classmates 2 4.70
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evolution, 53.50% (23/43) became more involved in policy
or advocacy work, 20.90% (9/43) took on a leadership
position or received a promotion, 11.60% (5/43) reported
improvement in empowering or managing others, and
13.90% (6/43) reported no change in their role. The
frequency of applying leadership and management skills
learned from the programme was daily for 60.50% (26/43),
weekly for 20.90% (9/43), and occasionally for 18.60%
(8/43). Programme impact on driving change was rated as
significant by 67.40% (29/43), moderate by 30.20% (13/43),
and minimal by 2.40% (1/43). For initiation or contribution
to global surgery initiatives, 27.90% (12/43) had initiated a
project or programme, 16.30% (7/43) had participated in a
project/programme initiated by someone else, and 55.80%
(24/43) had not yet contributed (Table III).

Global surgery and leadership education

Among participants, 18.60% (8/43) reported that their
institution had a global surgery programme, unit, centre, or
division, 76.70% (33/43) reported none, and 4.70% (2/43)
were unsure. A majority expressed interest in leadership
roles: 76.70% (33/43) in academic programmes at a
university, 92.90% (40/43) in implementation programmes
with an NGO, government, or multilateral institution, and
83.70% (36/43) in policy programmes at the governmental
level. Most participants (88.40%, 38/43) indicated they
would highly recommend the programme. Regarding peer
connections, 46.50% (20/43) maintained contact with 3-5
classmates (Table III).

Relationship between prior leadership courses,
experience, and leadership role evolution
(non-significant)
To examine the association between prior leadership courses
and leadership role evolution after the programme, the odds
ratio (OR) was calculated from a 2 x 2 contingency table,
and its statistical significance was assessed using Fisher’s
exact test. Participants with prior leadership courses had
higher odds of evolving their leadership roles (OR = 5.08),
but this result was not statistically significant (two-sided p =
0.077). Among participants with prior leadership courses, 22
of 24 reported leadership role evolution, compared with 13
of 19 participants without prior courses.

A logistic regression model was performed to assess the
independent effects of prior leadership courses and years
of experience on leadership role evolution. Both predictors

Table IV: Logistic regression predicting leadership role evolution

showed trends toward higher odds of evolution, but neither
reached statistical significance (Table IV).

Analysis of long-term impact by time since
programme completion

A Spearman’s rank-order correlation examined the
relationship between years since programme completion
and participants’ likelihood of initiating or contributing
to a global surgery initiative, policy, or program (n = 43).
Descriptive analysis showed variation by cohort: among
the 2024 graduates, 7 out of 10 (70.00%) had initiated or
contributed to an initiative, followed by 4 out of 6 (66.70%)
in the 2022 cohort. In contrast, only 1 of 6 participants
(16.70%) from the 2023 cohort reported involvement, while
7 of 21 (33.30%) of the most recent 2025 graduates had done
so. Overall, 18 initiatives were launched or supported across
the four cohorts, representing 44.20% of participants.

A Spearman’s rank-order correlation was conducted to
assess the relationship between time since programme
completion and initiative implementation. No statistically
significant association was found (p = 0.166, p = 0.287).
The 95% confidence interval ranged from 0.141-0.444,
crossing zero and further supporting the absence of a
significant monotonic relationship. These results suggest
that the number of years since completing the programme
is not a significant predictor of initiative implementation in
this cohort.

Perceived transformative impact over time

A chi-square test of independence examined the relationship
between time since programme completion and perception
of the experience as transformative (“Yes”) versus partially
transformative (“Partially”’). To meet assumptions, the
2-year (n = 6) and 3-year (n = 5) groups were combined into
a single “2+ years” group (n = 11).

The association was statistically significant (¥* (2, n =
43) = 10.98, p = .004). Cramer’s V was calculated (V =
0.51) to assess the strength of the association, revealing a
large effect size. Participants immediately after completion
and those two or more years post-programme universally
rated the experience as transformative, whereas one-year
post-completion, 72.7% reported it as transformative. This
suggests a short-term dip in perceived impact, with long-
term perceptions remaining strongly positive (Table V).

Predictor Coefficient Std. error z p-value Odds ratio 95% CI OR lower  95% CI OR upper

Intercept -0.595 1.156 -0.515 0.607 — — —

Prior leadership course 0.957 0.817 1.171 0.241 2.60 0.53 12.87

Experience 0.588 0.465 1.266 0.206 1.80 0.72 4.47

Table V: Chi-square analysis of time since programme completion and perceived transformation

Time since completion Transfor-mative Expected »* Contri- Partially Transfor-mative Expected »* Contri-
(Yes) — observed bution — observed bution

0 years (2025 cohort) 21 19.53 0.11 0 1.47 1.47

1 year (2024 cohort) 8 10.23 0.49 3 0.77 6.53

2+ years (2023 & 2022) 11 10.23 0.06 0 0.77 0.77

Total 40 - - 3 - -
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Discussion

Cultivating a community of practice: the mid-career
multidisciplinary cohort

The participants’ mean age of 42.30 is a significant
finding, indicating the programme appeals to mid-career
professionals. Whilst the participants are at a career stage
where leadership opportunities are likely to arise, the
programme may have served to accelerate or position
them for their next promotion. These are not novices, but
experienced clinicians who have firsthand experience
with systemic barriers to care. Their enrolment reflects a
deliberate effort to gain the skills needed for health systems
reform, not just to manage clinical challenges.

The high proportion of respondents (37.20%) holding
multiple professional roles (e.g., clinician and academic)
further defines this cohort as highly driven individuals likely
to seek out and benefit from such advanced training.

The strong female representation (58.10%) is particularly
noteworthy against the backdrop of a surgically male-
dominated field and under-representation of women in
leadership roles globally.®!® This suggests that the programme
may be attracting a pool of high-potential female leaders
who are actively seeking the skills and networks to advance
their impact, potentially offering a model for addressing
gender equity in global health leadership.

Furthermore, the multidisciplinary nature of the cohort,
from anaesthetists and neurosurgeons to programme
managers, mirrors the reality of surgical system delivery,
which requires collaboration across specialties and
professions.” The programme created a simulated
health system where participants practised real-time
interdisciplinary negotiation. It attracted senior leaders
— professors, directors, and CEOs — who, despite diverse
sectors, shared a foundational cohesion that strengthened
peer learning and fostered a strong, lasting community. This
interdisciplinary approach mirrors other effective healthcare
leadership initiatives.20->2

The allure of applied learning: why quality
improvement over other competences

Participants’ strong preference for Quality Improvement
(QI) and Health Systems Strengthening highlights a critical
need among surgeons in resource-limited settings. This
finding aligns with Deilkas et al.2* whose work underscores
physician engagement in QI. While topics like innovation
appeal intellectually, mid-career professionals facing
medicine stock-outs and theatre delays find QI the most
actionable skill.>*?> QI provides a structured methodology
to solve the problems that frustrate them daily. This explains
why most projects were QI initiatives; participants were
eager to apply a new, practical lens to longstanding, familiar
challenges. The fact that over half of these projects either
evolved into larger initiatives or are still ongoing is a
testament to the programme’s success in fostering not just
theoretical understanding, but implementation capability.
This moves the needle from “knowing” to “doing,” which
is the fundamental goal of effective leadership development.

The confidence to lead and the network to sustain it

The widely reported improvement in confidence is an
important outcome. While this confidence boost is strongly
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linked to the programme’s curriculum and peer network by
the participants, simply being selected for a competitive
course can be a validating and empowering experience.?®
The programme’s business school environment, which
emphasised case-based learning, pitching ideas, and peer
feedback, seems to have effectively contributed to build this
crucial attribute.?’ This newfound confidence yielded tangible
results: over half of participants engaged in new policy work
and one-fifth earned a promotion. This demonstrates they
were not only empowered but also institutionally recognised
as leaders. These advancements, occurring within just three
years for many, signal strong early impact with potential
for even greater influence as careers progress. While these
career advancements are encouraging and temporally
associated with the programme, we acknowledge that they
are multifactorial. Participants were likely high-achievers
prior to enrolment, and their advancement may reflect a
combination of the programme’s training, their own drive,
and evolving institutional needs.

The surge in internal confidence is reinforced by a network
created by the participants. The sustained connections
between participants across 14 countries creates a vital
“community of practice.” This network has the potential to
act as a permanent source of peer support, technical advice,
and collaborative opportunity, effectively extending the
value of the programme far beyond its formal duration and
creating a resilient pan-African web of change agents.?$-30

Filling a void: creating the missing pipeline of
global surgery leaders

The finding that 76.7% of participants come from
institutions without formal global surgery units highlights
a major deficit. This reveals not an underused pipeline,
but its absence, creating a critical opportunity. Here, the
programme’s role expands beyond training to cultivating a
leadership cohort and professional network where formal
structures are lacking.

This finding echoes concerns raised in by Francis et al.’!
about scarcity of leadership opportunities for young global
surgery leaders particularly within African institutions,
where formalised programmes are limited. Without such
institutional pathways, emerging leaders face structural
barriers that hinder both scholarship and practice.

Against this backdrop, participants’ ambitions to lead
academic (92.90%), implementation (76.70%), and policy
(83.70%) initiatives can be understood as a direct response
to this systemic vacuum. Their goals reflect the emergence
of a workforce preparing to establish the very systems that
are currently inadequate.

Graduates of this programme should be viewed not merely
as alumni, but as key assets in global surgery — researchers,
teachers, and innovators poised to strengthen surgical
systems. Early evidence shows participants are already
applying their skills daily (60.50%), empowering colleagues
(11.60%), and scaling projects into larger initiatives
(46.60%). By contributing to agencies that govern and fund
surgical care, they can drive structural change. This replicable
model of multidisciplinary leadership development does not
just transform the leader, it also equips them to transform
surgical systems.
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Limitations

This study has several limitations that must be considered
when interpreting its findings. First, the reliance on self-
reported data is susceptible to recall and social desirability
biases; while anonymisation likely mitigated this, it cannot
be eliminated. Second, the survey instrument, while
developed with expert input, lacked formal psychometric
validation, which may affect the precision of measured
constructs like confidence and transformative impact. Third,
the absence of a control group makes it challenging to
attribute outcomes like promotions or policy involvement
solely to the programme. Fourth, the uneven response across
cohorts and the potential for non-response bias — where
more engaged or positively influenced alumni may have
been more likely to participate — should be acknowledged.
However, the novelty of the discipline and the course, would
not have allowed for similar comparators. Fifth, the small
sample size, particularly within cohort subgroups, limits the
statistical power and reliability of inferential analyses and
generalisability of these specific findings. Finally, the high
proportion of recent 2025 graduates (48.8%) may introduce
recency bias in ratings of the experience as ‘transformative’.

Strengths

According to our knowledge, this is the first programme of
this kind in the world — an Executive Leadership in Global
Surgery taught through a Graduate School of Business. The
study provides insights on the impact of the course and the
outcomes of the course, from 4 different cohorts, providing
insights on immediate and medium-term outcomes at year
0, year 1, year 2, and year 3. The programme appears to act
as a potent catalyst for individuals already predisposed to
leadership, equipping them with tools, skills, and networks,
to develop their leadership.

Recommendations and generalisability

For future research, longitudinal approaches could help assess
how outcomes evolve over time. Qualitative methodologies
might also offer deeper insight into the experiences and
mechanisms behind leadership development. Where
possible, including comparison groups could strengthen
understanding of the programme’s specific impact, while
studies comparing this model to other training formats could
help identify its unique value.

The generalisability of this business-school partnership
model to other LMIC contexts depends on key contextual
factors: the presence of a strong academic business
school, committed surgical department leadership, and
funding to support participant costs. The core principles —
applied learning, multidisciplinary cohorts, and a focus on
implementation projects — are widely applicable. However,
adaptation would be needed to fit local institutional cultures,
resources, and health system priorities. This model presents
a viable template for other universities, including historically
disadvantaged institutions, to adapt in partnership with their
business or public health schools to build local surgical
leadership capacity.

Conclusion

The Executive Leadership in Global Surgery course
represents a novel and promising model for surgical
leadership education by integrating improvement science
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and leadership training within a business school framework.
The positive outcomes reported by alumni — including
increased confidence, career advancement, and project
implementation — suggest that the programme is strongly
associated with meaningful professional development. This
study indicates that targeted investment in the leadership
development of mid-career African surgical providers holds
significant potential as a key strategy for strengthening
surgical systems in Africa.
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Supplementary material:

CHERRIES Checklist

Study: Evaluation of a flagship business school programme in global surgery: A cross-sectional study

Item#  Checklist item Reported on page/line # or response

1 Describe survey design (e.g., cross-sectional, longitudinal, repeating cross-sectional) Page 2-3, Lines 5761

2 Provide rationale for chosen mode of data collection Page 4, Lines 101-122

3 Target population, sampling frame, sample, eligibility Page 5, Lines 132-137

4 Recruitment and personalisation Page 4-5, Lines 101-137

5 Incentives Page 5, Line 142143

6 Privacy and ethical considerations Page 5, Lines 138-146

7 Multiple entry protection Not an open survey; REDCap controls used
8 Dates of data collection Page 4, Line 120

9 Invitations and responses Page 4

10 Survey software Page 4

1 Pretesting Page 4

12 Adaptive questioning None used

13 Availability of questionnaire Available upon request

14 Data protection Secure REDCap platform

15 Cookies None used

16 IP checking Not performed

17 Summary of results to participants Not offered

18 Page views/visit starts Not recorded; 43 completions
19 Completed survey definition Page 4

20 Response rate 5970%

21 Logic checks Manual review only

22 Imputation/manipulation None performed

23 Data weighting None

24 Treatment of ‘Don’t know’ Treated as valid categorical responses
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Survey: Evaluating the Executive Leadership
in Global Surgery Programme

Purpose: This survey aims to assess the impact and
effectiveness of the Executive Leadership in Global Surgery
programme at the University of Cape Town (UCT). Your
responses will remain confidential and will be used solely
for research and programme improvement.

Section 1: Participant demographics
1. What is your age? (In whole numbers)

2. What is your gender? (Select one)
¢ Male
o Female
e  Non-binary/Other
o  Prefer not to say

3. What is your current title?
e Mr/Mrs
e« Doctor
e  Associate Professor
e Adjunct Professor
e Honorary Professor
e  Professor
e Other (specify)

4.  Which country do you work in? (Drop-down list of
countries)

5. What is your country of origin? (Drop-down list of
countries)

6. What best describes your professional background?
(Select what applies.)
*  Medical officer
*  General surgeon
*  Vascular surgeon
*  Paediatric surgeon
*  Trauma surgeon
*  Ophthalmologist
*  Plastic surgeon
*  Cardiothoracic surgeon
*  Neurosurgeon
*  Family physician
*  Emergency physician
*  Anaesthetist
*  Obstetrician and gynaecologist
*  Public health specialist
*  Professional nurse
*  Physiotherapist
*  Dental surgeon
*  Occupation therapist
*  Non-medical
*  Other(specify)

7.  What is your highest level of education?
* Diploma
*  Bachelor’s degree
*  Master’s degree
« PhD
e Post-doc
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8. Are you currently enrolled for any of the following
degrees? (Select what applies.)
*  Master of Public Health
*  Master of Business Administration
*  MSc Global Surgery
*  Master’s degree
«  PhD Global Surgery
*  PhD degree

9. Do you have any of the following qualifications? (Select
what applies.)
*  Master of Public Health
*  Master of Business Administration
*  MSc Global Surgery
*  Master’s degree - specify
*  PhD Global Surgery
*  PhD degree — specify

10. Where do you currently work?
*  Clinic
»  Public hospital
»  Private hospital
»  University
*  Non-governmental organisation
»  Private sector company
*  Government
*  Other specify

11. Are you currently practising as a clinician
*  Yes: full time
*  Yes: part time
+ No

12. How many years of experience do you have in your
field? (Select one.)
e 0-5years
e 6-10years
e 11-15years
e 16+ years

Section 2: Programme participation and
experience

13. Which year did you participate in the Executive
Leadership in Global Surgery programme? (Select one.)
e 2022

o 2023
o 2024
o 2025

14. How did you first hear about the programme? (Select
one.)
o UCT Website
e  Colleague/word of mouth
e  Conference/workshop
e  Social media
e Other (Specify)
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15.

16.

17.

18.

19.

20.

What was your primary motivation for enrolling in this
programme? (Select all that apply.)

e Leadership development

e  Career advancement

e  Expanding knowledge in global surgery

e Networking opportunities

e Other (Specify)

Overall, how would you rate the programme in terms of
quality and meeting expectations? (Select one.)

o Exceeded expectations

e Met expectations

¢ Somewhat met expectations

¢ Did not meet expectations

Have you done other leadership courses?
e Yes
¢« No

How would you rate this course compared to other
courses you have attended/know of?

*  This one exceeded other

e Was similar

*  Was inferior

Was your experience with this course transformative?
*  Yes

* No

* Partially

¢ Undecided

What did you enjoy the most from the course?

*  The contact week lectures

*  The project

¢ The networking

*  The level of organisation and co-ordination
*  The side-events

*  The webinars

Section 3: Program content and curriculum

21.

22.

Which themes in the curriculum did you find the most
useful? (Select all that apply.)

e Introduction to Global Surgery
e  Health systems strengthening
o Innovation

e Quality improvement

e Capacity building

e Policy engagement

e Community engagement

e Change management

e Surgical leadership

How relevant was the curriculum content to your
current professional role?

e Highly relevant

e  Somewhat relevant

e Neutral

e Notrelevant

Section 4: Impact on leadership and career

23. Since completing the programme, how has your
confidence in your leadership changed?
e  Significantly improved
e Moderately improved
o  Slightly improved
e No change
e Less confident

24. Since completing the programme, how has your
leadership role evolved? (Select all that apply.)
e Itook on a leadership position in my organisation
e Ireceived a promotion
¢ I became more involved in policy/advocacy work
¢ No change in my role
e Other (Specify.)

25. How often do you apply the leadership and management
skills learned in the programme? (Select one.)

e Daily

e Weekly

e Occasionally
e Rarely

26. How would you rate the programme’s impact on your
ability to drive change in your workplace or community?
(Select one.)

o Significant impact
e Moderate impact
e Minimal impact

e No impact

27. Have you initiated or contributed to any new global
surgery initiatives, policies, or programmes as a result
of this training? (Select all that apply.)

e Yes, I have initiated a global surgery project/
programme

e Yes, I have participated in a global surgery project/
programme initiated by someone else

e No, but I plan to in the future

e« No, I don’t intend to

28. If you answered yes to the above, please specify what
project and/or programme. (Type the answer.)

29. If you answered yes to the above, please specify what
project and/or programme. (Type the answer.)

30. Does your institution have a global surgery programme,
unit, centre, division
* Yes
* No
*  Don’t know

31. Would you be interested in leading a global surgery
academic programme at a university
*  Yes
* No
* Idon’t know
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32. Would you be interested in leading a global surgery an
implementation programme with an NGO, government
or multilateral institution?

* Yes
* No
*  Don’t know

33. Would you be interested in leading a policy programme
at government level?
*  Yes
* No
*  Don’t know

34. Since completing the course, which of the following
have you participated in?
(Select all that apply)

e  Conducted Global Surgery research

e  Published a Global Surgery paper

e Attended a Global Surgery conference

e Organised a Global Surgery event or meeting

o Invited UCT Global Surgery staff to your institution

e Been invited by the UCT Global Surgery course
for an activity or collaboration

e Lectured in any of the UCT Global Surgery courses

o Interested in lecturing in UCT Global Surgery
short courses

35. Have you contributed to a national or
international policy since taking the course?
(If yes, please describe below.)

36. Have you contributed to national or international
guidelines since taking the course? (If yes, please
describe below.)

37. Have you kept in touch with other classmates
o 12

¢« 3-5
¢« 5-10
¢« 10-15

e More than 15

38. Would you recommend this programme to others in
your field? (Select one.)
e Yes, highly recommend
e  Yes, with some reservations
« No

Section 5: Programme delivery & learning
format

39. What barriers, if any, did you face while participating in
the programme? (Select all that apply.)
e Time constraints
o Financial challenges
e Technological difficulties
o  Limited institutional support (UCT)
e Limited institutional support (Your Institution)
e None
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40. Did you complete your project and get certification?
e Yes
¢« No

41. Would you be interested in being part of an alumni

group?
e Yes
« No
42. Have you attended international global surgery
meetings?
e Yes
¢« No

Section 6: Future improvements and
suggestions

43. What additional topics would you like to see included
in the programme?

44. Which areas of the programme need improvement for
greater impact?
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