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Welcome to the sixth edition of The International
Anaesthetist e-newsletter.
I mentioned in the February newsletter that
this would be a busy year for the Global
Partnerships team, and that has certainly
been the case in the first four months of
2019. As our Global Partnerships Strategy
2016–2019 enters its final phase, we
are reflecting on our achievements so
far, and thinking about the next phase
of our strategy, which will be launched
next year. I have recently returned from
Arusha, Tanzania, where the College, along
with the College of Anaesthesiologists
of Ireland, the World Federation of
Societies of Anaesthesiologists and the
Association of Anaesthetists, attended a
meeting about the future of the College
of Anaesthesiologists of Eastern, Central
and Southern Africa (CANECSA). This was
a very positive start and we will provide
you with more details on its development
in a later edition.
On 22 March 2019, we held the Global
Anaesthesia: Engaging the Collective
event here at the College. An excellent
array of speakers and delegates opened
the forum for very interesting discussions.
I would like to convey my special thanks
to our international speakers, including
Professor Bruce Biccard, who travelled from
South Africa, and Dr Meena Cherian, who
came from Geneva.

We ran, jointly with the Australian and
New Zealand College of Anaesthestists
(ANZCA), the Hong Kong College of
Anaesthesiologists (HKCA) and the
College of Anaesthetists of Ireland
(CAI), the New Worlds Come Explore
conference from 29 April to 3 May
2019 in Kuala Lumpur. Thanks to those
of you who joined us.
This edition covers a wide range of topics:
Dr Bantel outlines a day in the life of an
anaesthesiologist in Germany, Dr Singh
highlights the challenges of relocating
to a new country as an anaesthetist,
Dr Janice Fazackerley, our vice-president,
writes about her experiences in France in
the 1990s, and our new Deputy Global
Partnerships Chair, Dr Ian Geraghty,
encourages you to get in touch and
continue to engage with us. As always,
I would like to reiterate that this is your
newsletter and we want it to be of your
interest, so please stay in touch with us
to let us have your thoughts, ideas and
articles! (global@rcoa.ac.uk).
Professor Ellen O’Sullivan
Chair of the Global Partnerships
Committee and RCoA Council Member
@RCoANews
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A day in the life of...

Dr Bantel at Klinikum Oldenburg,
Germany
Dr Carsten Bantel, Consultant in Anaesthetics and Pain Medicine,
European Medical School Oldenburg-Groningen

I am working as a consultant anaesthetist and pain specialist in the anaesthetic
department of Klinikum Oldenburg, which is an acute hospital, tertiary referral centre
and one of four medical campuses of the European Medical School OldenburgGroningen, located in the city of Oldenburg.
The hospital covers a population of about
one million in a region called Weser-Ems.
This is located in the north-western part
of the state of Lower Saxony in northern
Germany and it stretches from the North
Sea in the north to the Teutoburg Forest in
the south, and it is wedged between the
Dutch border in the west and the River
Weser in the east.

We train medical and nursing students
and our hospital is actively involved in
research. As an anaesthetist, I get to see
patients of all ages, most of them severely
affected by their medical condition. My
role involves leading the inpatient pain
service, coordinating our departmental
teaching activities and undertaking pain
medicine research.

Klinikum Oldenburg specialises in the
treatment of cardiac diseases, cancer and
paediatric cases. As you would expect,
the primary aim of Klinikum Oldenburg is
to cure its patients, but the hospital is also
committed to providing support to those
patients suffering from incurable illnesses
through its multidisciplinary pain and
palliative care services. Our anaesthetic
department has 219 doctors and nurses
who treat more than 20,000 patients each
year, of which 4,000 are children and
3,000 are cardiac surgical patients. We
lead and staff the city’s ambulance service
and run two intensive care units, with 37
beds. We also manage an acute pain
service, with two permanent pain nurses
who have 8,000 patient contacts per year.

The strength of our hospital in general, and
the anaesthetic department in particular,
is the state-of-the art equipment and
the friendly environment. As a leading
telemedicine centre (which allows
us to treat patients remotely through
telecommunication technology), our
department provides medical support
for Germany’s off-shore wind-energy
production facilities in the North Sea.
Unsurprisingly, Klinikum Oldenburg was
officially named one of Germany’s most
innovative hospitals in 2017. At present,
Klinikum Oldenburg’s greatest challenge
is to find enough qualified medical staff
(doctors and nurses) to maintain and
expand its services.
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Partner update

The Zambia Anaesthesia
Development Program
Dr Jayne Sutherland, ST5 Anaesthetist in Training, Wales Deanary

The Zambia Anaesthesia Development Program (ZADP) is an international
healthcare partnership with the aim of ‘developing anaesthesia in Zambia by
collaborating with local anaesthetists through training, improvement in safety, quality
of care and research between the UK and Zambia’.
This programme is designed to mutually
benefit anaesthetists in training from
both countries. Our aim is to provide
quality clinical education and supervision
in Zambia to anaesthetists in training;
support graduated anaesthetists to lead
the development of the specialty; and
develop medical education and quality
improvement projects to improve patient
care and safety.
Junior and senior anaesthesia registrars,
military trainees, our in-country consultants
and visiting consultants currently support
the programme.

The ZADP Group

ZADP teaching fellows and military
trainees provide the bulk of anaesthesia
training through in-theatre mentorship
and teaching; facilitating the academic
lecture programme; and supporting exam
preparation. This year the team have
also been involved in the assessment,
development and piloting of additional
training sites in Zambia, which will be
essential to increasing training capacity, as
well as heading up a national recruitment
drive to increase applications to
anaesthesia. Support is also provided for
locally-led quality improvement projects
and to run hospital-wide training initiatives.
To ensure that local clinical problems are
targeted, quality improvement (QI) projects
are championed by Zambian anaesthetists,

who are supported by ZADP. To enhance
the approach to QI, ZADP provides training
in the most up-to-date techniques, and
some of the largest projects in the last year
have included:
■■ reducing airway incidents in ICU

through the implementation of
a stocked and audited difficult
airway trolley and training in airway
emergencies and drills
■■ increasing the availability and safety

of providing regional anaesthesia
with training opportunities, increased
numbers of nerve stimulators, procuring
a supply of plain bupivacaine and
intralipid and introduction of ‘stop
before you block’
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■■ reducing maternal morbidity and mortality rates through

training 127 staff (including midwives, doctors, nurses,
porters and medical students)
■■ basic life support for the obstetric patient
■■ team training through the use of high fidelity simulation

and working with management to introduce and
train staff to use a maternal obstetric early warning
score system, working towards a standard operating
procedure with management for perimortem sections
■■ improving neonatal outcomes through the creation

of a multidisciplinary neonatal working group which
co-ordinates and runs training in neonatal resuscitation
and works to identify and improve barriers to effective
resuscitation; this includes equipment checklists,
replacing lost items and inserting phone lines to
improve communication.
2018 was an important year for ZADP, with our in-country
consultant, Dr Crichton, leading on the handover of the
academic training programme to the Zambian training
faculty. Dr Crichton has played a key role in negotiations
to agree the expansion of trainee numbers and accredited
training sites. We continue to invest in the leadership and
teaching capabilities of the local faculty through delivery
of the Inspire teaching course and fellowship opportunities
in the UK.
Short-term consultant sub-specialty visits were also
introduced in 2018. Mentors and mentees are paired up
and focus their time on a specialist area. Advanced training
is provided in paediatrics, regional anaesthesia, critical care,
airway and trauma. We hope to continue to build on these
successes in 2019.
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The Cambridge Yangon Trauma
Intervention Partnership:

IMPROVING TRAUMA CARE AT YANGON GENERAL HOSPITAL

Dr Tom Bashford
Clinical Research Fellow, NIHR
Global Health Research Group
on Neurotrauma and Specialist
Registrar in Anaesthetics,
Cambridge University Hospitals
NHS Trust

Dr Thinn Hlaing
Honorary Lecturer in
Pathology, University of
Medicine 1, Yangon, and
Country Director, THET
Myanmar

Dr Rowan Burnstein
Consultant in Anaesthesia and
Intensive Care, Cambridge
University Hospitals NHS
Trust; Head of School of
Anaesthesia, Health Education
East of England

The Cambridge Yangon Trauma Intervention Partnership (CYTIP) is an institutional
health partnership which seeks to improve the care of trauma patients at Yangon
General Hospital, Myanmar. It has run since 2014, supported predominantly
through the Tropical Health Education Trust (THET), and has developed a
range of projects supporting both clinical and academic engagement between
Cambridge and Yangon.
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The story so far
In 2014 World Health Organization
(WHO) country data showed that injuries
accounted for 11 per cent of deaths in
Myanmar, with unintentional injury the 6th
highest cause of Disability Adjusted Life
Years (DALYs). In light of this, the CYTIP was
developed in 2014 as a health partnership
between the University of Medicine 1 and
Yangon General Hospital, Myanmar, and
Cambridge University Hospitals NHS
Trust (CUH). Since its inception, this has
been coordinated by Cambridge Global
Health Partnerships (CGHP), a charitable
programme based on the Cambridge
Biomedical Campus that provides support
and guidance to healthcare staff and
academics to engage with global health
safely, effectively and ethically. CYTIP has
the overarching aim of improving the care
of trauma patients at Yangon General
Hospital (YGH) through an integrated
systems approach.1
The CYTIP consists of six core arms, with
clinical leadership shared between the UK
and Myanmar, and overall coordination
by CGHP (Figure 1). Each arm has
developed an independent programme
of engagement, with integration between
them. A variety of approaches has been
employed, including short didactic
teaching courses, workshops, bilateral
exchange visits, long-term placements,
local and national research projects,
and ongoing informal support between
partners. Each arm conducts monitoring
and evaluation of its own specific
interventions, and two independent
external reviews have been completed of
the overall project. Trauma care at YGH has
improved across a wide variety of domains
as a result of CYTIP, however there is still
much to be done.
The CYTIP has been principally supported
by THET, through the UK Government
Health Partnership Scheme (HPS), with
additional funding from the Rangoon
General Hospital Reinvigoration Trust
(RGHR) and Brighter Future Foundation. In
addition, it has partnered with the National
Institute of Health Research Global Health
Research Group on Neurotrauma (NIHR
GHRGN) to support specific research
activities focusing on traumatic brain injury,
and is a core member of the Myanmar UK
Health Alliance (MUKHA).

Figure 1 A schematic overview of the arms of CYTIP

Future directions
Health partnerships are dynamic
relationships between institutions, which
evolve over time. The CYTIP programmatic
interventions have developed from simple
to complex projects, based on feedback
from both visitor and host departments,
external reviewers, the literature around
heath partnership working, clinical
evidence, and educational theory, as part

of an action learning cycle (Figure 2).2

In general, each arm of the CYTIP has
demonstrated a similar trajectory with initial
engagement focusing on short bilateral
visits and the provision of taught courses
to Myanmar clinicians, with subsequent
development into a richer model involving
long-term placements, academic projects,
and established relationships between
partner clinicians. Given the prominence
of YGH in the Myanmar health system,
this has led to participation in the national
conversations regarding trauma care,
intensive care provision, support of
international and regional conferences,
postgraduate curriculum reform, and
the inclusion of CYTIP in emerging
new projects such as advanced clinical
simulation teaching.
The CYTIP model for an established
partnership is described in Figure 3.
Multiple points of engagement spanning
the involved clinical specialties exist, from
direct clinical skill sharing to informing
national policy to primary academic
research, underpinned by programmatic

monitoring and evaluation. As an example,
the collaboration between the CYTIP
and the NIHR GHRGN has combined a
national intensive care survey undertaken
by the CYTIP team, and a systemsmodelling project run by the NIHR
GHRGN, to provide a more detailed
understanding of trauma management
in Myanmar – in turn informing CYTIP
programmatic work, advice on national
policy and local care delivery.3,4
The provision of trauma care involves
multiple areas of the healthcare system
working in concert. The CYTIP works
across several of these. Future work will
focus on how these can be coordinated,
both clinically and programmatically. An
existing example is the use of long-term
CUH nurse volunteers, currently working
to support both the YGH physiotherapy
team and YGH ICU nurses in delivering
those skills taught on courses delivered by
visiting CUH teams.5

Lessons for others
Health partnerships require a substantial
investment of time and effort from all of
the parties involved. If they are to tackle
complex clinical problems, they need a
variety of individuals, empowered to act
in their own areas of expertise, but with
overarching coordination, a common
purpose, and the authority to engineer
change. Integration is needed, both
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vertically between the different mechanisms
of engagement, and horizontally between
the different arms of the project, if their
potential to effect changes to care is to
be fully realised. However, the biggest
determinant of success is the fostering and
maintenance of a true partnership of equals
between HIC and LMIC participants, in line
with THET’s Principles of Partnership.
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Figure 2 The Action Learning cycle of CYTIP

Figure 3 A model for an established heath partnership project

Trauma operating room, Yangon
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The challenges of moving between
countries as an anaesthetist
Dr Anil Singh, Head and Consultant Critical Care Gastrointestinal,
Liver Transplantation and HPB Surgery, Sir H N Relaince Foundation Hospital, India

‘Globalization is not a monolithic force, but an evolving set of consequences-some good,
some bad and some unintended. It is the new reality.’
John B Larson
Globalization: a rendezvous with reality, 31 October 2007 (www.huffingtonpost.com)
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With these words in mind, I moved from
India to Cambridge UK, to work as a
Senior Clinical Fellow at Addenbrooke’s
Hospital. My idea was to use the clinical
experience in the UK to gain a Certificate
of Eligibility for Specialist Registration
(CESR) for the General Medical Council’s
(GMC) Specialist Register, which would
allow me to work in the UK as a consultant.
However, my new life in the UK would not
be as easy as I had initially envisaged. The
problem started with the visa process itself
and I learnt that bureaucracy is painful
wherever you go!
As soon as I arrived in the UK, I realised
that you should never underestimate British
weather, even in summer. Hailing from a
tropical country like India with temperatures
averaging around 30oC, it felt like someone
had put me inside a refrigerator. I had
to wear three layers of clothing, and
heating in the house was not a need
but a requirement.
Food was one of my major challenges.
Being Indian, I loved my food spicy and
the food in the UK was nowhere close to
that. Soon enough, I reached a conclusion:
to cope with all the changes, I needed my
family in the UK with me.
Finding accommodation that suited
my needs was not an easy task either.
Initially, as I came to the UK on my own, I
stayed in the hospital campus. However,
when my family moved to the UK, as the
Addenbrooke’s Hospital did not allow
families with children on the campus, I had
to start the journey of finding a house. The
main prerequisite was for the house to be
near the hospital, which was hard to find.
Not knowing the system, and how the
housing industry worked in the UK, did not
help. To add to that, if the general cost of
living in Cambridge was three times higher
than in India, the cost of renting at the time
seemed excessive.

Moving from a developing country to
a developed one had advantages, but
getting used to the protocols, machinery,
colleagues and patients was challenging.
For example, as a general norm, patients in
the UK were usually admitted on the day of
surgery and I saw them just minutes before
anaesthesia was provided. I would only see
the patient beforehand if they were very
sick or already admitted in the ward/ICU.
I also felt that patient’s expectations were
higher in the UK than in India. In addition, a
few drugs that were used in the UK, such as
Metaraminol, Remifentanil, Cisatracurium
and Ropivacaine, were all new to me. We
also used to induce anaesthesia in the
anaesthetic room and transfer patients to
the operation theatre, which was not the
practice I was used to.

Accept the
challenges so
that you can
feel the
exhilaration
of victory
George S Patton
As quoted in Textbook of
Phacoemulsification (1988) by William F
Maloney and Lincoln Grindle, pg79.

Adapting to a new system, the NHS, and
its way of working, was a slow learning
process. Compared to the system I
was used to in India, I felt that the NHS
was (technologically speaking) more
advanced, but it was hard for me to go
paperless and get used to computer-based
data entry – typing not being my forte
certainly did not help!
Five months after my arrival in the UK my
original plans of becoming a consultant
and staying in the country for good
changed. The decision to go back to India
was accelerated by two very important
factors: my mother had to return home, as
her visiting visa was about to expire, and
a great professional opportunity came
up in India. I was indeed offered the post
of my dreams: leading an anaesthesia
transplant programme.
Living in the UK and adapting to a different
healthcare system have enriched me
both as an anaesthetist and as a person.
My experience in the UK has also
taught me that challenges can indeed
become opportunities.

I never thought that language would be
a barrier as I had a good command of
the English language. However, initially it
was hard to understand the local accent.
Although I got used to it in a week or so
and I was able to understand conversations
in context, it was still difficult to catch
certain words.
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Europe:
forgive, but do
not forget us
Dr Janice Fazackerley, RCoA Vice-President
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By the time this gets to print, the UK’s future relationship with Europe may be
decided. Whatever has happened, it is time for British anaesthetists and their College
to remind all Europeans in the UK – and UK nationals in Europe – that we continue to
respect you, and value your work and friendship.
It has been amazing, but sad, to realise
just how many work colleagues, trainees,
and College staff, who we had regarded
as ‘one of us’, now feel unsettled and
even alienated. We hope that by showing
enduring support, all Europeans will
continue to feel wanted and appreciated.
Doctors who go to work overseas
often choose a low- or middle-income
country for a contrasting resource-poor
medical experience. Others choose an
English-speaking country for ease of
communication and acceptance. Wherever
they go, the experience will change them
and their outlook. Working in Europe offers
a wealth of different cultures, languages,
and healthcare systems, yet is still close
to home. Conversing at work in a second
language is mastered by many doctors
practising in the UK, and having been in
their shoes, I admire them all. Patients,
true to their name, are generally patient,
but doctors’ conversations are testing,
demanding and unforgiving. Speaking
another language fluently is a wonderful
and marketable skill, and it opens the door
to a different culture, with the ability to
enjoy new books, films, customs, food,
holidays and outlooks.
While providing healthcare with little or
no resource is a great teacher, there are
many learning opportunities in a different

developed country. Resources are similar
to home, and the population has similar
expectations. Yet the treatments, attitudes
and outcomes are different, and one is
challenged to think why. The organisation
of healthcare systems and workforce are
often taken for granted by a doctor on his
or her home ground, and it is refreshing
to see practices such as night work being
optional and remunerated separately,
nurse-anaesthetists running surgical lists,
senior nurses in charge of surgical wards,
and patients choosing to travel hundreds
of miles for perceived best care. We need
to dig deep to maintain a UK medical
workforce, and the ways in which our
European neighbours deploy hospital and
primary care staff can help our planning.
Not everything is perfect in Europe,
but learning what does not work well is
equally important.
My European experience is based on
France in 1992, and even clinical work
held surprises, and challenged accepted
beliefs. With twelve years of anaesthesia in
England behind me, I shocked anaesthetists
and theatre staff alike by being unable
to manage blood transfusion. Spoiled
by years of being provided with a crossmatched unit showing the patients’
name, I could not conceive of any other
way. After a crash course from a nurse
anaesthetist, I could check group-specific
blood against the patient with reagents
in theatre, to say nothing of setting up
and running a cell saver. The particular
workforce challenge at the time was
that the university hospitals were not
popular with nurse anaesthetists, the
only form of anaesthetic assistant.
I had to prepare and work alone
to give many anaesthetics, and
while I do not recommend it,
it made me a tidier worker.
The provision of a limited

number of approved drugs for anaesthesia
was initially interpreted as a restriction on
my clinical freedom, before I realised that
they all worked perfectly well, and were
approved for good reason.
While I was in France, the Maastricht
Treaty was signed, and even then Britain
was unsure of its place in Europe. Much
discontent was related to European laws
and rules which had to be obeyed in Britain.
We delighted in the need to ban certain
crisp flavourings and some shapes of fruit
and vegetables. Those same rules in France
were noted and interpreted pragmatically,
causing no comment. I do not advocate
wrongdoing, but a more relaxed approach
to red tape might have eased Britain’s
European journey. However, the medical
red tape of registration was costly and
stressful, and again I salute all the overseas
doctors who have to beg time away from
work to struggle with visas, work permits,
and visits to embassies. Britain’s primary
medical qualifications – Bachelor of
Medicine and Bachelor of Surgery – need
plenty of explanation to those who expect
to see the word ‘doctor’ mentioned. France
excelled in its knowledge and requirements
of every subsection of the European
Specialist Register. Free movement is
one area that held huge advantages for
healthcare workers, and it will be sad to see
obstacles placed in the way.
It may be more challenging to access
work in Europe in future, but do not be
deterred from crossing the Channel in
either direction. It will be a rewarding
experience. Europe may take time to
forgive the UK, but we must not forget the
wealth of opportunity on our doorstep.
Nor must we forget the huge contribution
of Europeans to our health services, which
we hope will continue.
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The FRCA
examinations
for international
medical
graduates
Graham Clissett, RCoA Head of Examinations

The Fellowship of the Royal College of Anaesthetists (FRCA) exams consist of an
integrated programme of summative assessments in two parts – Primary and Final –
each of which appraise different competencies using validated assessment methods
to test a broad spectrum of knowledge, understanding, skills, behaviours and attitudes
defined by the UK anaesthetic training curriculum.
They form an integral part of the
programme of assessments and provide UK
anaesthetists in training with the opportunity
to demonstrate the required outcomes and
determine satisfactory passage through
training at set critical progression points
within their training programme.
However, the FRCA examinations are not
only open to UK trainees. They provide
international medical graduates (IMGs) with
an opportunity to prove their knowledge
and understanding of UK anaesthetic
clinical practice against the standard
expected of a UK anaesthetic doctor. They
provide IMG doctors who are already
working in the NHS with a route into the
UK training programme and, through
success at the Final examinations, the ability
to achieve fellowship of the Royal College
of Anaesthetists.
IMGs working in the NHS will have
already passed their own national
qualifications. The College recognises
this by accepting a number of overseas
anaesthetic qualifications in place of the

Primary FRCA as part eligibility towards the
Final examinations. Acceptable overseas
qualifications, which can be used as
exempting qualifications against the Primary
FRCA, are listed in the FRCA examinations
regulations at paragraph 19.

are automatically provided with free access
to e-Learning Anaesthesia (e-LA). If you
are working outside the NHS, modules are
available for purchase via the e-Integrity
website. As a College member, you receive
discounted access to e-LA.

Anaesthetic doctors who are not working
in the UK NHS can use the Temporary
Examination Eligibility (TEE), as a route
to applying for the Primary FRCA
examinations, and around 9 per cent of
exam candidates travel from outside the
UK, many on long-haul flights, to sit the
Primary FRCA examinations.

Achieving success at FRCA examinations
whilst meeting the demands of a busy
clinical role is challenging for any doctor.
However, it is testament to the hard work,
high standards and determination of
IMGs working in the NHS and overseas
anaesthetic doctors travelling into the UK,
that they not only pass their own national
qualifications, but are resolute to prove their
knowledge and anaesthetic competence
against the UK national standards.

All doctors have a wealth of experience
in passing exams while in medical school
and this follows through into their national
training programmes. However, we all need
some assistance in how best to prepare
for high stakes exams. To this aim, there
are a number of resources for candidates
available to doctors preparing for the
FRCA exams, which can be found on
the exam pages of the College website.
Anaesthetic doctors working in the NHS
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Get in touch please
Dr Ian Geraghty, Deputy Chair, Global Partnerships Committee

I am very honoured to have been appointed
Deputy Chair of the Global Partnerships
Committee.
I am a semi-retired consultant anaesthetist
and intensivist, still working two days a week
in a district general hospital. I am a Dublin
graduate and I spent the early part of my
career in the Royal Navy, where I trained
in anaesthesia and intensive care medicine
and gained some skills in delivering
anaesthesia care in some challenging
and often remote environments. I then
worked in a Manchester teaching hospital
for 21 years.
I have been involved with the College and
anaesthesia training since 1992 and have
held many training positions, culminating
in being the lead regional adviser. I have
been involved in curriculum development
over many years. In recent years, I have also
been involved in anaesthesia training and
capacity building in Zambia and Rwanda.
I think it is fair to say that the College
has, until fairly recently, been content to
focus on its core activities in the UK. Since
2016, after the publication of the Lancet
Commission report on Global Surgery,
the College has adopted a much more
international role, with the establishment
of its Global Partnerships Committee and
strategy, with strong support from our
current president, Professor Ravi Mahajan.
One of Global Partnership’s key
aims is to develop our links with our
international fellows and members and to
collaborate with them, and their national
organisations, in areas such as research,
education, curriculum development and
competency-based training programmes
and examinations. We have recently
worked with the Hong Kong College
of Anaesthesiologists in some of these
areas and we welcome the opportunity
to work with other nations in both the
developed world and in low- and middleincome countries (LMICs). At a time when

anaesthesia-related mortality continues
to fall in high-income countries, the same
does not hold true for LMICs where it is
increasing. There is probably a variety of
reasons for this, including late presentation
of pathologies and poor provision of
resources, especially for postoperative care,
but undoubtedly a key factor is the lack of
capacity in the anaesthesia workforce.
A major project for this year is to assist
and advise the nascent College of
Anaesthesiologists of Eastern, Central and
Sothern Africa (CANECSA) in its strategy
to build training programmes to rectify
the huge unmet need for safe anaesthesia
and perioperative care provision in subSaharan Africa.
I have recently returned from a working visit
to Rwanda where I had the opportunity to
meet several anaesthesiology specialists
and residents, as well as non-physician
anaesthesia providers. It is extraordinary to
see how this beautiful country, which was
torn apart by genocide only 25 years ago,
has rebuilt itself into a modern progressive
society. It was also very encouraging to
learn of the great steps its anaesthesiology
training programme has made to begin
to address workforce capacity issues with
support from the Minister of Health.
I would very much like to hear from you
about the issues you face in your nations
and what you feel the College might do to
support you and your organisations, and,
indeed, how you might contribute to the
work of your College.
Please email any ideas, comments or
suggestions to global@rcoa.ac.uk

Royal College
of Anaesthetists
Churchill House
35 Red Lion Square
London WC1R 4SG
020 7092 1709
global@rcoa.ac.uk
www.rcoa.ac.uk/
global-partnerships
@RCoANews

RoyalCollegeofAnaesthetists
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Discount
available
exclusively to
international
members

Exclusive discounts on our
award-winning e-learning

If you are looking to expand your knowledge, either for training or continuing
professional development (CPD), you can enjoy a specially discounted rate on
our e-learning. This discount is available exclusively to international members of
the Royal College of Anaesthetists.
Written by leading clinical experts in the UK, e-Learning Anaesthesia (e-LA) supports specialty training and CPD
for doctors, nurses and other anaesthesia practitioners. It is widely used across the UK National Health Service.
Available online, e-LA includes over 800 interactive e-learning sessions, with images, videos and animations,
as well as an extensive e-library of journal articles and self-assessment exercises. The content is packed with
interactive features, which help to bring the subject matter to life and put theoretical knowledge in a practical
context. Complex concepts are explored and carefully assembled using frame-by-frame animations to illustrate
key points.
As an international member of the College, you can access this high-calibre learning for just £100 (single-user
licence for 12 months). The list price is £600 per year so this special offer represents fantastic value for money for
a world-class resource.
To take advantage of this offer, please register on our special discount page.
Further information is available on our programme page.

Fitter Better Sooner
Endorsed by

The Royal College of Anaesthetists has developed a toolkit that offers
patients the information they need to prepare for surgery, including the
important steps they can take to improve health and speed up
recovery after an operation.
The Fitter Better Sooner toolkit consists of:
■■
■■

■■

one main leaflet on preparing for surgery
six specific leaflets on preparing for some of the most common
surgical procedures
an animation which can be shown on tablets, smart phones, laptops and TVs.

You can view the toolkit here: www.rcoa.ac.uk/fitterbettersooner
We have also created printable posters, flyers and stickers to help you signpost patients to the
toolkit. The animation can be shown on TVs in waiting areas. You can find all these additional
resources and instructions on how to download the animation in MP4 format on our website
here: bit.ly/RCoA-FBSresources
Please share this toolkit with colleagues in both primary and secondary care settings.

It has been shown
that people who
improve their
lifestyle in the run up
to surgery are much
more likely to keep
up these changes
after surgery.

CPD 15
credits

#RCoAUpdates

UPDATES IN ANAESTHESIA,
CRITICAL CARE AND PAIN
MANAGEMENT
17–19 June 2019 | Mercure Holland House Hotel and Spa, Bristol
24–26 September 2019 | RCoA, London
Stay ahead of the curve and join us for three days of new ideas in anaesthesia, critical care and pain management. Discover
new developments on the horizon from today’s thought leaders and learn how best to combat the growing issues you will face
in your anaesthetic practice.
Programmes include:

Bristol

London

■■

Anaesthesia at extremes of body weight.

■■

Muscle wasting in the critically ill patient.

■■

Perioperative care and dementia.

■■

Intubating the unstable cervical spine.

■■

How to start a QI project.

■■

Long term outcomes following ICU.

■■

Consent in anaesthesia.

■■

Awake tracheal intubation guidelines.

■■

Decision making in airway management.

■■

ICU in the 21st century: current challenges in the UK.

BOOK YOUR PLACE NOW – OUR UPDATES EVENTS SELL OUT FAST

%

www.rcoa.ac.uk/events

Discounts available for RCoA-registered Senior Fellows and Members, Anaesthetists in Training, Foundation Year Doctors
and Medical Students. See our website for details.

