



Report of Anaesthesia course in Awassa, Southern Ethiopia.

October 24th – November 3rd 2008
Introduction

This was a planned visit to run a 5-day course for anaesthetic practitioners working in southern Ethiopia. It was arranged in collaboration with the Southern Ethiopia /Gwent Health Link and followed an exploratory visit to the region with the Link in October/November 2007.

Personnel

Dr Paul Clyburn and Dr Jill Curtis had carried out the exploratory visit last year and were joined on this visit by Dr Richard Roberts who was making his first trip on behalf of the charity.

Preparation for Anaesthetic Course

Morning of 26th spent visiting Awassa Referral Hospital, the location of the course, and prepared the room and discussed with Dr Abbera the arrangements for the course.

Anaesthetic Course 
The course ran from Mon Oct 26th – Friday 30th Oct. and took place in the skills room of the medical school with 18 students. The teaching was highly interactive with topic teaching, group discussions, scenario illustrations, small group teaching and workshops
Topics included:

· Pre anaesthetic assessment and planning ahead

· Managing aspiration risk

· Safe general anaesthesia

· Safe spinal anaesthesia

· Airway assessment and difficult/failed intubation

· Management of common critical incidents

· ATLS

· Resuscitation including neonatal
· Recognition of sick patients and basic resuscitation

· Fluid balance

· How to teach (for more experienced students)

· Useful local blocks (for more experienced students)

At the end of the course, we distributed as fairly as we could a number of textbooks that we had brought out. These included;

Oxford Handbook of Anaesthesia, Oxford Handbook of Obstetric Anaesthesia, Clinical Anaesthesia (Gwinnut), Local and Regional Anaesthesia, and two Abbott booklets: Pocket guide to practical peripheral nerve blocks and Aids to Anaesthetic Emergencies. In future, we should take out sufficient copies of Oxford Handbook of Anaesthesia for each student, which the AAGBI will provide.

We identified three experienced anaesthetists from Hossana, Gidolo and Awassa Hospitals where they were not using pulse oximetry and donated an oximeter to each as part of the Global Oximetry project. It is hoped that the three anaesthetist will provide useful data on the introduction and clinical use of oximetry for the project. 

Pre and Post course Test

This was in the form of a multiple true false MCQ with the same questions given to students at the start and end of course. All students performed better at the end of course test with a mean improvement of over 15% in score. On reflection, the test questions were rather hastily put together and in future could be better designed and targeted towards course objectives. The pre test could also give a better guide as to what topics would need special attention during the course.
Course Evaluation
The students completed an evaluation at the end and universally scored it as excellent. 

 What we learnt from students

· Anaesthesia in Southern Ethiopia is solely delivered by non physician anaesthetists, usually form a nursing background. The experience and training is variable – some trained to degree level but others with a more limited training. Post graduate professional development is limited.

· Anaesthetic practitioners (AP) usually work alone without dedicated assistance. Some work as the only AP in the (small) hospital.

· Clinical work is usually emergency or urgent. Elective surgery is limited and when carried out involves gross pathology. As a result the caseload is complex, involving sick patients, neonates and babies, and difficult airways.
· Choice of anaesthetic technique is limited by drug availability and equipment

· Thiopental or ketamine for induction

· Suxamethonium (repeated for shorter surgery) and pancuronium for neuromuscular block (neostigmine and atropine usually available for reversal)

· Halothane (or iv ketamine) for maintenance

· Limited opiate availability (also not well used)
· Oxygen from cylinders, O​​​​2 concentrators, or none. Plenum vaporisers driven by O2 or air compressors. Circle system (with absorption) seem common. 
· No mechanical ventilators so that ventilation by hand which, as there is no assistance, probably leads to hypoventilation (not good with halothane)
· GA usually associated with tracheal intubation.
· Spinals used for CS when equipment and local anaesthesia available (LA seems to be a problem). Use reusable large Quinke needles with likely high incidence of PDPH. 
· Do not carry out lateral tilt (surgeons not happy)
· Ephedrine sometimes available but usually have access to adrenaline. BUT only treat spinal induced hypotension with fluids (got impression that bp readings not frequent). Admit that CS patients usually sick before delivery but don’t treat this.
· Very limited monitoring though some have access to pulse oximetry. No ECG, automated bp, gas analysis. Do use pre cordial stethoscope.
· Don’t work outside theatre – no assessment of cases, no post op care. Limited recovery facilities

· Cricoid pressure not usually done because of lack of assistance.

Overall, we were full of admiration of the way APs coped under very difficult situations and doubted whether we could work under such conditions.

Lessons for the Future
· As yet we do not know whether there will be future interest in running another anaesthetic course; will need to await feedback from Awassa. If so, it is important to know whether it will be a new cohort of students and the level of experience of the prospective students.
· It was clear that the students we taught fell into two distinct categories: experienced qualified anaesthetic practitioners and trainee anaesthetic practitioners some of whom were not yet working without direct supervision. The educational needs for the two groups were quite different. In future we should limit delegates to one category or the other or be prepared to run two parallel courses.
· We should keep a tighter  check on attendance – one or two students missed some sessions (? Private practice) and we should make it clear that absences will result in loss of per dium payment.

· With the experience gained we could plan the course better with clear objectives, and pre and post tests targeted at evaluating knowledge and skills towards these objectives.

· We need a better understanding of future costs. The financial arrangements were made difficult as payment needed to be made in local currency, exchanged in advance on entry to the country. The costs were half those estimated and it was difficult exchanging the surplus back to international currency at the airport. Awassa is a developing commercial centre and we should explore the possibility of exchanging hard foreign currency in local banks as required.
Conclusion
Ethiopia suffers similar problems with delivering anaesthetic services that we have seen in other sub Sahara African countries. In addition to poor resources, the anaesthetic practitioners are further limited by their knowledge and skills, and thus potentially benefit from postgraduate training and development. We believe that the course was successful and worthwhile. We learnt a lot from the experience and this needs to be used in planning any future collaboration. 

Paul Clyburn

Jill Curtis

Richard Roberts
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Course Programme
	
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	8:30-10:00
	Travel and registration
	Pre test

Anaesthetic preoperative assessment
	Theoretical background to spinal anaesthesia
	Managing critical incidents in recovery ward.
	Follow up test

Useful local blocks



	10:30-12:00
	Travel and registration
	Aspiration risks
	Giving a safe spinal anaesthetic
Block assessment

Managing complications
	Common LA blocks (senior students)
Dealing with anaesthetic problems (junior students)
	Group discussions on solving common problems faced by delegates in their work place.

Reflection of key things learnt

Summary of key learning points



	13:30-15:00 
	Introduction

Aims

Expectations

Getting to know one another


	Difficult airway workshop
Planning ahead

	Workshop -

Airway assessment 

Failed intubation 
	Workshop -

ATLS
	Feedback and awarding of certificates

	15:30-17:00
	Small group discussions on common problems in workplace
	Giving a safe general anaesthetic 
	Teaching skills (senior students)

Small group discussion of difficult topics
	Workshop -

Recognising sick patients and Rususcitation
	Travel
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