RCOA AND NIAA ETHIOPIA REPORT
I joined Health Volunteers Overseas and spent two weeks teaching anaesthesia
in Addis Ababa, Ethiopia, from December 4th to 18th 2010.

Why go?
I spent much of my childhood and, so far, several months of my professional life in
the developing world. I have developed an active interest in the improvement and
development of safe anaesthetic practice in such resource poor settings. I have
witnessed the tangible and enduring benefits produced by improving education and
training, such that medical teams can become self-sufficient, rather that depending on
long-term external aid. With this in mind, I decided to join Health Volunteers
Overseas (HVO).

HVO
Health Volunteers Overseas (HVO) is a private non-profit organisation dedicated to
improving the availability and quality of healthcare in developing countries through
the training and education of local health care providers.

Why Ethiopia?
Ethiopia is suffering a great shortage of qualified health professionals and anaesthesia
is one of the most adversely affected specialties. As of 2009, Ethiopia possessed only
12 qualified anaesthetists and about 400 nurse anaesthetists to support the entire
population of 74 million people spread over an area of over 1.2 million square
kilometers.
The reasons for this are manifold. The specialty is unpopular with doctors as they are
paid poorly compared to surgical colleagues, it has a poor status, attributed in part to
the number of nurses practicing anaesthesia, and there is an ongoing significant “brain
drain” to more developed countries.

The Project
I was based in Ethiopia’s biggest government teaching hospital, Black Lion Hospital.
My intended role was to teach and help develop a Masters of Anaesthesia training
programme in Ethiopia. This is the first year of the Masters course and 13 students
had enrolled.
Together with Addis Ababa University (AAU), HVO have begun a rolling curriculum
to train nurse anaesthetists who already have a bachelor’s degree in anaesthesia, with
individual clinical experience ranging between 4 and 20 years. The program aims to
bring students up to date on current best practice in anaesthesia, and then focus on
teaching additional skills to justify a Masters level of training (e.g. neuroanaesthesia,
regional anaesthesia). The program is primarily clinically based with volunteer
instructors supervising 2-3 students in the operating theatre at a time, providing
hands-on training for 4 days of each week. The fifth day is set aside for lectures at the
AAU.

The Plan
The Royal College of Anaesthetists and the National Institute of Academic
Anaesthesia kindly agreed to fund my participation in this project. This would have
been impossible for me without their generous support.
I collected donations of equipment and drugs to take with me, and sought advice on
working in this challenging environment. The Association of Anaesthetists (AAGBI)
and the World Federation Society of Anaesthesiologists (WFSA) very kindly lent me
a “Lifebox” pulse oximeter, the prototype for the Global Pulse Oximetry Project. This
was an invaluable piece of equipment that undoubtedly made a positive difference,
and is the subject of a separate written report that I have produced. The last part of the
planning process was preparing the six didactic lectures I was to give.

The Challenges
As expected, there are many aspects to a trip like this that were somewhat testing.

Language barriers
According to a census in 1994, there are 77 languages spoken in Ethiopia, of which
Amharic is the most widely recognised, with English as the most common foreign
language. However, there really was a significant language barrier that meant little
effective direct communication was possible with patients and relatives. The Masters
students were generally competent English language speakers, but on my part,
simplified, slowly spoken English was necessary for optimal communication.

The drugs
The only inhalational agent available was Halothane, in a vapouriser that hadn’t been
calibrated in over 10 years and with no inhalational anaesthetic monitor. Clinical
vigilance was therefore paramount in estimating depth of anaesthesia. The available
intravenous (IV) anaesthetic agents were Ketamine and Thiopentone and the muscle
relaxant choice was between Suxamethonium and Pancuromium. Pethidine was the
only opiate available, with no IV non-steroidal anti-inflammatories or paracetamol.
For spinal anaesthesia, the choice was simply Bupivicaine or Heavy Lidocaine, but to
be used with care due to the poor availability of Ephedrine and complete lack of
Alpha-agonists.

The Equipment
The first issue was that from a Developed World perspective, the anaesthetic
equipment belongs to a bygone era. I had certainly never used a Boyle’s machine
before!
The second issue was the lack of the monitoring equipment anaesthetists hold dear to
their heart. No capnography, ventilators, monitors of ventilation such as tidal volume
or airway pressure monitors. The one pulse oximeter available between 7 operating
theatres and the three ECG machines with barely readable traces gave cardiac surgery
an undesirable added excitement. It therefore goes without saying that there is no
arterial line or central line kit, never mind transducers, even in the ITU.

With most equipment in short supply, the emphasis was on “bleaching and re-using”.
Most items, including endotracheal tubes, epidural needles and spinal needles were
put in the ever-present bleach bucket by the machine before reutilization. With no
nerve stimulators or block needles available, nerve blocks were the domain of the
brave or desperate, utilizing landmark techniques with a cutting needle as the only
option.

The third issue is of complete disorganisation in equipment storage such that a
department-wide search on a daily basis was necessary before an operating list can
start. An average delay of 45 minutes each morning was common.
Lastly, I was shocked by the equipment “graveyard” of kindly donated kit. Sadly, a
state of the art Drager machine is of not much use when the host country does not
know how to use, how to service it, and can’t afford, let alone get hold of the parts
needed to fix it when it breaks.

The case mix
Major surgery of most specialties was performed at Black Lion Hospital. Patients
commonly presented with advanced pathology and in very compromised states
having waited long before presenting or travelled far and wide to arrive at this
tertiary referral centre.
Paediatric surgery with a large neonatal component was a significant bulk of the
work. Most surgery was as an emergency, with trauma, congenital abnormalities
and infections being the main conditions encountered. Elective surgery was a
minority of the workload, mainly for fistula surgery, hernia repairs, and second
stage management of congenital conditions.

Other specialities included:
Thoracic surgery: Pneumonectomy and lobectomy
Cardiac: Pericardectomy
Upper Gastrointestinal: Oesophagectomy
Neurosurgery: Back surgery, craniotomy
Major urological and gynaecological surgery
A lot of the surgical cases would have a significant morbidity even if performed
in the developed world. Performing an oesophagectomy in Ethiopia, on the other
hand, is quite another proposition. With no epidural kits available, no invasive
monitoring equipment, no warming or temperature measuring devices, no blood
gas machines and an intensive care unit akin to a low-dependency ward, the risk
of the procedure is greatly increased.
The postoperative recovery
The recovery room consisted of a room without supplemental oxygen or
monitoring equipment, manned by two theatre staff possessing no airway
management skills or formal training.
After 10-20 minutes observation, the patient is discharged into the care of his or
her family. With nursing ratios of 1 nurse for every 30-70 patients,
postoperative observations and drug administration was negligible.
Supervision
As an HVO volunteer one was expected to supervise students and therefore not
need supervision. Although the Programme Director was available at the end of
the ‘phone, there was no clinical backup. In the short time I was there, this
actually presented no noteworthy problems, but future volunteers should be
aware that they are expected to be independent practitioners.

Teaching anaesthesia
I employed various methods:
•
•

•

•

Bed-side teaching in the operating theatre, including
o Anaesthetic pre assessment and planning anaesthetic technique
o How to vary techniques according to specific surgical scenarios
Problem based learning
o Examples of emergency situations and how to manage them
o Hypoxia management and prevention
o Blood transfusion triggers
Didactic/lecture based
o Recognition of the sick child
o Advanced Paediatric Life Support
o Pre-eclampsia, recognition and management
o Effective communication and other non-technical skills
Skills teaching
o Thoracic epidural insertion
o Double lumen endotracheal tube insertion
o Caudal nerve blocks in children

The students have very good theoretical knowledge but are less competent
practically. For example, they can usually recall the class of a given drug and its
mechanism of action, but often will not know in what situations to give it, how to
dilute it and what dose to use.

HVO: the practicalities
Communication with the HVO administration was competent and timely.
General pre-departure briefing was certainly adequate, but specific information
about this project was a little vague, but perhaps understandably so given its
infancy.
There is an apartment available in which the two volunteers live in separate
bedrooms. It is spacious and cleaned on a daily basis during weekdays. There are
electricity and water cuts at frequent irregular intervals that can last up to 72
hours. The apartment is close to local amenities such as shops and restaurants. It
is a 20-minute car journey to the hospital. There is a driver available to take
volunteers to and from work and for any other local small errands. The cleaner
and driver, on a weekly basis, expect a small tip, 50 Birr (approximately £3) a
week is an acceptable amount. Taxis are easily available from near by main
roads. The area felt generally safe and I experienced no safety problems. The
Ethiopians were welcoming and friendly and generally very appreciative of our
efforts.

SUMMARY
An incredible experience that was challenging, rewarding and worthwhile. This
is a very poor country and volunteers will see heartbreaking poverty. In the
hospital as elsewhere, things are done very differently, or not done at all. But in
my experience, different didn’t always mean entirely wrong. These students are
knowledgeable and experienced, working hard in a very difficult environment.
There are some things that you can change and some things that you can’t and
probably shouldn’t. I plan to return, with the usual large supplies of humour and
patience.
Dr Rola Hallam

