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Welcome to the November issue of
The International Anaesthetist
e-newsletter.
I am writing this on World Anaesthesia
Day – 16 October 2019 – and reflecting
on how far our specialty has come. Yet it is
only in recent times that we are increasingly
recognising that a lack of access to
safe anaesthesia and surgery is a major
global healthcare issue. As I mentioned
in the last iteration of this newsletter, we
are working on our latest edition of the
Global Partnerships Strategy. One of our
key objectives will be working in partnership
with overseas-based education providers
to deliver high-quality training to the
anaesthetic workforce. In this edition of
the newsletter, there is an article about
the plans for developing the College of
Anaesthesiologists for East Central and
Southern Africa (CANECSA). This initiative
is progressing well and shows the value
of working collaboratively to support our
colleagues in these countries.
In May 2019, we joined with the Australian
and New Zealand College of Anaesthestists
(ANZCA), the Hong Kong College of
Anaesthesiologists (HKCA) and the College
of Anaesthesiologists of Ireland (CAI) at the

New Worlds Come Explore conference
in Kuala Lumpur. Along with the College
President, Professor Ravi Mahajan, we
hosted a College membership gathering
at the event. This was very interactive and
it was nice to hear from our international
fellows directly.
This edition covers a wide range of topics,
including an article from Dr Lucy Williams
on sustainability. The Lancet Report 2015
suggested that addressing climate change
is a great opportunity to improve global
health. The College-wide policy is to
ensure that, as far as possible, our work is
carried out electronically, overseas travel is
undertaken when essential, and the College
will make a contribution to carbon offset
projects in our partner countries.
In this issue you will also hear from
Mrs Elena Fabbrani, our Policy and Patient
Information Manager, telling us about a
College resource designed for patients
to prepare for operations. Dr Luntley,
from Canada, describes a typical day at
the Alberta Children’s Hospital. Colonel
Parkhouse explores the challenges of
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training military consultants, Dr Wong
describes in a touching article her work
in Yemen, Dr Kulkarni and Dr Pavy tell us
about their experience setting up a pain
service in Doha, Qatar, and Dr Bowker talks
about his experience at Bugando Medical
Centre in Mwanza, Tanzania. We hope you
enjoy reading these articles.
I would like to remind you of a few
upcoming events to put in your diaries…
Firstly, our next global-themed event,
Global Anaesthesia: Health Equity, will be
held on 24 March 2020 at the College.
This conference will be of interest to
anyone who has an interest in the delivery
and provision of anaesthesia across the
world and is being run jointly by the
College and the World Anaesthesia
Society. At the event, we will also launch

our next Global Partnerships Strategy. We
have some renowned speakers attending,
including Professor Farai Madimbamuto,
from CANECSA, and Dr Janicke MellinOlsen, President of the World Federation
of Societies of Anesthesiologists. I
would also like to remind you not to miss
Anaesthesia 2020, which will be held in
Manchester in May 2020. Last year’s event
was a great success and sold out, so make
sure to book early.

Happy World Anaesthesia Day!
Professor Ellen O’Sullivan
Chair of the Global Partnerships
Committee and RCoA Council Member
@RCoANews

As always, I would like to reiterate that this
is your newsletter and we want it to be of
interest to you, so please keep in touch
with us to let us have your thoughts, ideas
and articles (global@rcoa.ac.uk).

SAVE 10%

Limited early bird
places available
– quote

EARLY10

when booking

18–20 May 2020

Old Trafford, the Home of Manchester United
Co-badged with:

Book your place at:
www.rcoa.ac.uk/anaesthesia
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A day in the life of...

Dr Jeremy Luntley in Alberta,
Canada
Dr Jeremy Luntley, Staff Paediatric Anaesthesiologist, Alberta Children’s Hospital, Canada

The Alberta Children’s Hospital (ACH) in Calgary is a 141-bed standalone paediatric
hospital. We provide care for children from central and southern Alberta, along with
tertiary speciality care for southern British Columbia and Saskatchewan, an area
larger than the whole of the UK.
Our hospital is one of the busiest paediatric
centres in Canada; last year we carried
out around 11,000 operations and 1,000
MRIs under general anaesthetic. Across the
whole hospital, we treated around 90,000
individual patients.
One of the key differences between my
UK practice and here is the variability
across my work week. I typically work
clinically four days per week but the
days and assignments aren’t fixed so I
retain a wide skillset which is satisfying. In

addition to the seven daily operating
rooms in ACH, our section provides
anaesthesia cover to an offsite dental clinic,
a 24-hour comprehensive acute pain
service, complex pain and preoperative
clinics, diagnostic imaging and
interventional radiology, and a hospitalwide sedation service.
We have 23 staff anaesthesiologists, all
of whom have post-fellowship training. I
primarily work in ACH, but will travel to
the other university-affiliated hospitals
in Calgary to supply anaesthetic care
for children if there is a specific need. I
am also a member of the paediatric
critical care retrieval service.
All staff anaesthesiologists
are part of the broader
university department
of anaesthesiology
and hold associate
professorships to
reflect our teaching
responsibilities.

I spend my non-clinical time teaching in
the dedicated simulation centre in ACH.
We run sessions for medical and nursing
students, together with supplying education
for the various residents in the hospital.
With the change to competency-based
training, our use of simulation is increasing.
We also provide outreach simulation
education to our referring hospitals, which
can include overnight trips due to the
distances involved. Resident training is
primarily operating room based, with broad
similarities to the UK model.
All anaesthesia is provided by staff
(consultant)-level anaesthesiologists; we
don’t utilise nurse anaesthetists in Canada.
This increases night-time work, but we do
have the day off before and after on-call, so
overall work/life balance is superior to my
previous life in the UK.
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Partner update

Global Anaesthesia
fellowship: Mwanza, Tanzania
Dr Matthew Bowker, Consultant Anaesthetist, Manchester, UK

Image shows Bugando
in the background over
Lake Victoria

I had a long-held desire to live and work in sub-Saharan Africa and after completing
my training, I undertook a six-month global anaesthesia fellowship in Tanzania. This
fellowship is a joint collaboration between a German organisation called Medical
Mission Institute (MMI) and Bugando Medical Centre (BMC). It is also approved by
the College for an Out of Programme Experience (OOPE).
The MMI works with worldwide centres
to support a variety of health-related
programmes. The anaesthesia partnership
spans over 15 years and focuses on support
of educational programmes and capacity
building. The postgraduate training
programme for physician anaesthetists is
the main focus of this collaboration.
BMC is a tertiary level referral hospital
located in the city of Mwanza, in northwestern Tanzania. It serves a huge
population of approximately 15 million
people. The anaesthesia department
supports 11 general, two emergency
and one obstetric theatre and a 13-bed
multidisciplinary intensive care unit (ICU).
Additionally, anaesthesia services are
provided for imaging, endoscopy and the
cancer centre. There are two consultant
anaesthetists, with Dr Benard Kenemo
as head of department. The hospital
has a range of specialties, including
cardiothoracic, plastics, neurosurgery,
neonatology and major trauma.
My main responsibility was teaching the
anaesthetists in training in preparation
for their final exam. This was in the form

of daily supervised theatre work and
classroom tutorials. Simulation training in
anaesthesia has been recently introduced
into BMC and I had the opportunity to
develop this service further. In theatre
I would help organise and supervise
complex cases such as oesophagectomies,
craniotomies and neonatal laparotomies.
The familiarity of the equipment available
at BMC came as a pleasant surprise and
was far from my preconceptions of drawover vaporisers and ether; we even had
sevoflurane and a glideslope! However,
monitoring and equipment was sometimes
unavailable with capnography, bougies and
even ECG stickers proving to be premium
items. Oxygen failures were also a frequent
hazard. Regional anaesthesia was popular,
and I had the opportunity to teach some
common blocks and learn new ones, taught
by a visiting Tanzanian anaesthesiologist.
This fellowship has taught me a great
deal about the challenges in provision of
anaesthesia in resource-restrained settings.
While my aim was to help bring about
improvements to anaesthesia services,

it has truly been a two-way street where
I have learnt a huge amount from my
Tanzanian colleagues and taken advantage
of some amazing opportunities. My
experience was further enhanced by the
excellent mentorship by Dr Kenemo,
Dr Riaz Aziz and Dr Arndt Melzer. Their
reassuring advice, counsel and support
have played a crucial part in shaping the
incredible experience I have had during
this fellowship.
I would recommend this fellowship to
anyone seeking a perspective on global
anaesthesia. It is deeply embedded in a
long-standing partnership of trust and
friendship between two institutes. The
learning extends far beyond the clinical
skills into a deeper understanding of the
complexities of healthcare systems in
resource-limited settings and the immense
resilience of those working in it.
For more information please visit:
www.rcoa.ac.uk/global-partnerships
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Preparing for surgery:

Fitter Better Sooner

Helping patients make the most of
the perioperative period
Elena Fabbrani, RCoA Policy and Patient Information Manager

Having an operation is a major event in a patient’s life. Many will have had limited
previous exposure to hospitals and may not know what to expect. There is much
patients can do to improve their physical and mental health prior to surgery, which
can have a significant impact on their recovery and long-term health. Understanding
the steps they can take can empower patients to make lasting changes.
Fitter Better Sooner is a patient information
toolkit aimed at helping patients prepare
for surgery. It introduces ways in which
they can optimise their health, lifestyle
and activity levels ahead of a procedure.
It also deals with the practicalities of
actively planning for both an admission to
hospital and for their recovery at home.
The earlier the patient sees this information,
the more time they have to make
meaningful changes.

The toolkit comprises:
■■ an electronic leaflet
■■ an animation for showing on screens

in waiting rooms or on portable
electronic devices
■■ six procedure-specific leaflets

covering some of the most common
operations in the UK (cataract
surgery, hysteroscopy, cystoscopy,
hernia, knee arthroscopy and total knee
replacement).
The resources can be viewed at this link.

Supporting patients to
improve their chances of a
good surgical outcome
The most common complications after
surgery include wound complications and
infections (surgical site and pulmonary).
There is a clear relationship between poor
cardiorespiratory fitness and developing
post-operative complications. This is
why research is currently focusing on the
impact of an increase in physical activity
levels preoperatively and on recovery from
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surgery. Not all patients will be able
to do this, but we know the gains
are greatest with modest increases
in physical activity. Maintaining
alcohol consumption within
recommended limits improves
wound healing. Smoking cessation
can reduce several perioperative
complications, including cardiac,
respiratory, wound and infectious
adverse events. Preoperative
anaemia is associated with both
short-term morbidity and mortality
after major surgery, and also an
increased risk of blood transfusion,
which is associated with poorer
long-term outcomes in cancer
surgery. Poorly controlled diabetes
mellitus (in general considered
to be an HbA1C >65mmol/l or
8.5 per cent) is associated with
postoperative complications,
including wound complications
and infections.
An important consideration in
developing the toolkit was that
most patients today no longer see
medical treatment as something
‘done to them’. Instead, patients are
encouraged to take an active role
in the management of their own
healthcare, and this is particularly
so when having surgery. The
toolkit stresses the importance of
controlling medical conditions and
lifestyle factors ahead of surgery
and the role that they themselves
can play in this.

An award winning
resource
Fitter Better Sooner was produced
by the RCoA, with representatives
from the Royal College of General
Practitioners (RCGP), the Royal
College of Surgeons of England
(RCS) and patient representatives
playing key roles in the working
group, reflecting the importance of
multidisciplinary input for optimal
perioperative care.
The resources have been awarded
‘highly commended’ in the BMA
patient Information Awards 2019
(Self-care category).

Preparing
for surgery

Fitter
Better
Sooner

Fitter Better Sooner was Highly Commended and shortlisted in the Selfcare category at the BMA Patient Information Awards 2019.
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The challenge of
training tomorrow’s
military consultant
anaesthetists
today
Colonel Duncan Parkhouse, Lead Regional Advisor Anaesthesia, Plymouth Hospitals NHS Trust

The Defence Medical Services of the United Kingdom places its secondary health
consultants within the NHS to train and maintain clinical experience in order to best
prepare for the operational space of tomorrow. In effect, we come from the NHS,
are trained in the NHS and deploy from the NHS clinical world into operational
environments whenever the need arises.
It has been recognised for some time
now that the operational space and the
challenges it brings are changing or
evolving. At the same time, the training
pathway and the way in which anaesthetic
services are delivered within the complex
multidisciplinary world of the NHS are also
evolving. The difference between these
environments and the differing patient
requirements and challenges of these two
areas are increasing.
Previously, due to the strong working
relationship between the College and
Defence Anaesthesia, this difference or
delta has been managed by the use of an
optional military module within the training
curriculum. During the many years of
counter insurgency warfare in Afghanistan
and Iraq, this enabled Defence Anaesthesia
to deploy anaesthetic trainees in stable,
adequately resourced consultant-led
military hospitals. This gave military trainees
invaluable experience in an excellent
training environment that was recognised
for training by the College.
The world is changing and the challenges
faced by the UK military medical services
to support deployed service personnel
on operations are also changing. From

the Ebola outbreak in Sierra Leone or
humanitarian support following natural
disaster, to peacekeeping operations
with the United Nations in South Sudan,
these settings have neither the capacity
nor capability to be considered training
environments. Often the secondary
healthcare support to these operations
requires small teams, working at reach from
supply lines in the most austere conditions.
We have to relearn the old lesson of how to
deliver ‘good medicine in bad places’.
It was with this in mind that Defence
Anaesthesia, through its relationship with
the College and the Global Partnerships
programme, has engaged with nongovernmental organisations looking to
place their trainees in low- to middleincome countries to gain experience and
training in resource-limited, developing
healthcare systems with the myriad of
challenges, frustrations and professional
rewards such an experience can bring.
For the last year, we have embedded two
trainees every three months in Zambia
with the Global Anaesthesia Development
Programme – GADP (formally Zambian
Anaesthetic Development Programme
– ZADP). Utilising the Anaesthesia in the

Developing World optional module of
training, this placement is recognised as
out of programme training. The feedback
to date has been very encouraging, even
from those who would not have necessarily
volunteered for this placement. It chimes
with feedback from other sources that
such placements produce not only clinical,
teaching and mentoring experience, but
also transformational changes in outlook
and professional mind-set.
For the present, while the nature of
deployments precludes the deployment
of trainees, the use of these types of
placements is invaluable in the training and
preparation of our trainees for tomorrow’s
challenges. All our trainees are expected to
undertake this type of placement and we
are always looking for more opportunities
to place our individuals.
I would encourage anyone – military or
civilian – to take up the challenge of such a
placement. Not only will you benefit in your
anaesthetic training, but also transform your
outlook and understanding – and in turn
make you a better doctor on your return.
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Sidra Medicine Hospital, Qatar
Photo by Alex Sergeev

Dr Sandeep Kulkarni,
Senior Attending Physician – Adult
Anaesthesiology, Sidra Medicine Hospital,
Qatar
Dr Tim Pavy,
Senior Attending Physician – Adult
Anaesthesiology, Sidra Medicine Hospital,
Qatar

Setting up a persistent pain service
in the Middle East
The recently opened hospital for women and children in Doha, Qatar bears the name
Sidra Medicine. Sidra is a native tree that survives in the cruelly hot and barren desert
that makes up the peninsula here, attached to Saudi Arabia and jutting awkwardly into
the Arabian Gulf (or the Persian Gulf if you are in Iran).
It is arguably the most expensive hospital
building in the world and has attracted
specialists from more than 90 countries,
and many different language groups from
around the world. After years of planning
and construction, the first adult operation
(a caesarean delivery) was performed on
14 January 2018.
Persistent pain is an important issue
worldwide and Qatar is no exception. It is
estimated in the Western world that 20 per
cent of the population has persistent
pain of some sort, and the burden just
in financial terms is enormous.1 The
prevalence of pelvic pain, in particular, is
staggering: in Australia, for instance, only
23 per cent of women of childbearing
age claim not to have any pain at all in
any given month.2

Two of the consultants in the Sidra division
of adult anaesthesiology expressed
interest in setting up a pain clinic to cater
for women suffering from persistent pain,
as there was no such service in existence,
nor one planned, nor a clinic dealing
specifically with pelvic pain in the entire
Middle East.

We decided to include multidisciplinary

Tim had set up a multidisciplinary team
for pelvic pain in Perth, Western Australia
in 2008 and it was intended that this
challenging area be included in the scope
of the clinic. Sandeep had extensive
experience with chronic pain clinics in
Singapore and the UK.

specialists in the facility to contribute to

Informal approaches to other disciplines
yielded enthusiastic interest from
physiotherapy and clinical psychology,
as well as (importantly) gynaecology.

interventional procedures, multidisciplinary

sessions as a part of the clinic. With full
support from the division head and the
departmental chair, an appeal was made
to the hospital management to consider
supporting this clinic. The department
staged a grand round on the subject of
pelvic pain in women and urged other
the initiative. A business case was submitted
to the chief executive of the hospital.
Liaison with the Ministry of Public Health
was necessary to ensure compliance with
local regulations.
Workflows regarding outpatient clinics,
team clinic and pharmacy were formulated.
We received great support from various
departments, including IT and nursing, as
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well as the radiology department.
We developed strict inclusion
and exclusion criteria for referral
to the clinic. We decided that
the referrals would be triaged by
one of the anaesthetists involved.
Simulations of all these workflows
were conducted multiple times to
test the system.

We announced the opening date
of our pain clinic on the internal
website of the hospital. We intend
to create awareness of persistent
pain. We will be delivering
educational talks to the general
practitioners (PHCCs: primary
healthcare centres). We intend
to deliver educational talks in
public forums.

Our pain clinic opened successfully
on 25 June 2019. It has taken over
eight months from the time the idea
was put to hospital management.
We are conducting general adult
pain clinics weekly for now, and
multidisciplinary sessions once a
month. The first patient with pelvic
pain was interviewed by all four
members of the multidisciplinary
team, with all members present
in the room at one time, on
3 September 2019.
In a conservative Muslim country,
the challenges of dealing with
persistent pain in women, especially
persistent pelvic pain, cannot
be overstated. Many women
in this region put up with their
pain problems, and there is a
certain reluctance to allow male
practitioners to be involved in their
care. We look forward to reporting
on our efforts as the numbers of
women referred to the pain clinic
are on the rise.

References
1

Pain service team,
Sidra Medicine
Hospital

Licensing of procedural facilities
was conducted. The Ministry
of Public Health approved our
proposal to start. At about that
time, the decision was made to run
the hospital as a fee-for-service
institution, which has reduced for a
time the number of patients being
referred to those with insurance and
those willing to pay for services.
Some of the insurance companies
support this pain service. It is a
revenue-generating service. Patients
in pain may suffer from social,
behavioural and psychological
consequences and are desperate to
get this under control if not cured.
Many are willing to pay and seek
medical advice and management.

Chronic pain has three main limbs,
namely: medication, intervention
and complementary medicine, and
we intend to use all three together,
making this a holistic approach.
We have good psychology and
physiotherapy departments to
back up the clinic.

Cousins MJ, Brennan F, Carr DB.
Editorial on pain relief as a human right.
Pain 2004;112(1–2):1–4.

2 Stacy J et al. Persistent pelvic pain: rising
to the challenge. Aust N Z J Obstet
Gynaecol 2012;52:502–507.
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Yemen: the worst man-made
humanitarian crisis of our time
Dr Elma Wong, Consultant Anaesthetist, Worcestershire Acute Hospitals NHS Trust

I have now returned to Yemen four times, volunteering with the organisation
Médecins Sans Frontières (MSF).
My first mission was in 2016 to the port
city of Aden, an area that had seen much
frontline conflict between the government
and rebel forces. When I first arrived, the
proximity of the conflict was palpable.
Driving through the city, it was like a
ghost town, with demolished buildings
and deserted streets. We drove straight
to the hospital, where I would work and
live for the next six weeks. Security was
tight and we were not allowed outside
the hospital. Often on missions there
is little mental break from the work, but
here there was also no escape physically.
Only one flight of stairs separated my bed
and the daily carnage we saw from guns,
bombs and airstrikes.
One night we were working late, receiving
mass casualties from an explosion. A
suicide bomber had detonated himself
in a crowd of people queuing to collect
their weekly wage. Fifteen severely
wounded people reached us; we tirelessly
resuscitated and performed surgery on
them. I remember wearily climbing the
stairs at the end of the night, ready to crash

on my bed, to then find out that fifty people
had died at the scene. I was heartbroken.
What cruel, senseless violence was this?
One week later, another suicide bomber
detonated himself in the very same place,
killing a further 40 people.
Last September, I returned to Yemen to
work in a new MSF trauma tent hospital. It
was positioned close to the new frontline
in Hodeidah city. This is the biggest port
receiving supplies and aid into the country,
and is now heavily fought over. From
the beginning we saw a steady stream
of landmine victims – children playing
in the field, shepherds looking after their
sheep, women shopping in the market –
unknowing victims who just accidentally
stepped in the wrong direction and
detonated an explosive. Word soon got out
that we were here, treating the wounded.
Within weeks we were receiving sick
pregnant ladies, with nowhere else to go –
mothers bleeding, some having seizures, all
terrified of losing their babies.

The local health infrastructure has
completely broken down. Hospitals have
been bombed, there is no money to buy
supplies or pay staff; local doctors and
nurses have fled for their own safety.
The next nearest hospital to care for sick
mothers is six hours away. So we adapted,
as MSF often does, to the growing needs
of the population. We were performing
emergency caesarian sections through
the night. Our female ward soon became
a post-natal ward and within the intensive
care unit I turned a table into a neonatal
bed for sick babies. I learnt quickly how
to perform obstetric ultrasound, and read
guidelines for supporting/feeding sick
neonates. Our old school trauma surgeons
soon re-familiarised themselves with
performing caesarian sections. And actually
for the whole team, being part of the safe
delivery of a newborn and caring for a new
mother brought real joy – at times, a light
relief from the relentless landmine trauma.

| 9

The International Anaesthetist | Issue 8 | November 2019

An introduction
to the College of
Anaesthesiologists for
East Central and Southern
Africa (CANECSA)

Maria Burke, RCoA Global Partnerships Manager

Five billion people lack access to safe, timely, affordable surgical care.† This causes
immense suffering, with conditions requiring surgical care causing 17 million – or one
in three – deaths per year worldwide.
Through World Health Assembly Resolution
68.15, Dr Jim Yong Kim, President of the
World Bank, has defined access to surgical
care as an ‘indivisible, indispensable part of
health care’.‡ To achieve the goal of surgical
care for all, investments in infrastructure,
systems and materials will be required,
along with a substantial expansion of the
surgical care workforce.

In the east, central and southern African
region, surgical training has scaled rapidly
since the turn of the century, under the
stewardship of the College of Surgeons
of East Central and Southern Africa
(COSECSA), led by strong local leadership
and supported by long-term international
partnerships, in particular the Royal College
of Surgeons in Ireland. It is reasonable
to say that anaesthesia training in east,

central and southern Africa has lagged
behind surgical training. The shortage
of safe anaesthesia providers is arguably
now a greater barrier to the provision of
safe surgery in the region than the critical
shortage of surgeons.
It is in this context that the College
(along with other partners including
the Royal College of Surgeons of
Ireland, Association of Anaesthetists

 eara JG et al. Global Surgery 2030: Evidence and solutions for achieving health, welfare, and economic development. The Lancet 2015;386(9993):569–624.
M
Emergency and essential surgical Care. World Health Organization (www.who.int/surgery/wha-eb/en).

†

‡
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and World Federation of Societies of
Anaesthesiologists) were approached
and requested to provide assistance
with the development of the College
of Anaesthesiologists for East, Central
and Southern Africa (CANECSA). The
CANECSA constituent countries are
Kenya, Malawi, Mozambique, Rwanda,
Eswatini, Tanzania, Uganda, Zambia
and Zimbabwe. It is estimated that
the population of these countries is
approximately 231 million and the number
of physician anaesthesiologists servicing
this population is estimated at 567.§
The Lancet Commission Global Surgery
2030 recommended that the surgical
workforce (including anaesthesiologists,
surgeons and obstetricians) should
meet a target of 20 specialist physicians
per 100,000 of the population. For
the entire CANECSA region, there are
only 0.25 physician anaesthesiologists
per 100,000, which means that there
will need to be a significant change in
order to meet this target. Whilst most
of the constituent countries do have
existing training programmes, the existing
number of trainees will do little to
address this significant workforce issue.
Figure 1 illustrates the number of physician
anaesthesiologists that would be required
by 2030 in order to meet the target set by
the Lancet Commission Report.
Addressing this workforce defect is
clearly a long-term project and we are
committed to work in partnership with
CANECSA and other organisations for
the duration. In order to plan and prioritise
work areas, a delegation from the UK and
Ireland attended a meeting in Arusha,
Tanzania with representatives from all
constituent countries. The meeting was very
engaging and productive and we left with a
plan of action.

§

Figure 1 CANECSA Workforce Data
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The College is contributing to the
development of a CANECSA curriculum,
which will be adopted for use within each
constituent country. We need to be mindful
to ensure that competencies stipulated are
deliverable in each country, where health
systems differ significantly. Alongside this,
we are contributing towards the CANECSA
Examinations and Credentials Committee
who are currently developing syllabuses
for member and fellowship examinations.
We will then be looking at developing
an examination question bank, and we
hope to run the first MCQ examinations in
September 2020, followed by a viva exam
in December 2020.

Global Partners
hips
Strategy

2016 – 2019

This is a significant project, which
encompasses the aims and objectives
of the Global Partnerships Strategy, and
we look forward to updating you as the
programme progresses.

World Anaesthesiology Workforce Map. World Federation of Societies of Anesthesiologists.
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Sustainability and
anaesthesia
Dr Lucy Williams, RCoA Sustainability Lead and Member of Council

With recent demonstrations around the world related to climate change, it is clear
that global warming and environmental degradation are high on the political agenda.
It is thought that the National Health Service is responsible for 6.3 per cent of carbon
emissions in England.
Nitrous oxide and volatile anaesthetic
agents are potent greenhouse gases.
Although most UK anaesthetists have
eliminated nitrous oxide from their
standard inhalational anaesthetic, it
still has a role in maternity, emergency
departments and ambulances. Desflurane
has the highest global warming potential
of all volatile agents and is 73 times that of
sevoflurane per MAC hour.
Propofol is thought to have a much lower
carbon impact, but it is toxic to aquatic
life and persistent in the environment.
Unused propofol in syringes, tubing and
vials should be incinerated to destroy it.
Patients excrete propofol in the urine and
it enters water courses via this route.
In high-income countries, operating
theatres are a major source of waste with
large volumes of single use disposable
equipment being generated. Most will

be incinerated, releasing carbon
dioxide into the atmosphere. Fears
about transmission of prion disease
have not come to pass, but we seem to
have moved beyond re-processing or
sterilisation of laryngeal masks. This may
be partly due to the low cost of the kit
and a cultural shift away from the idea of
reusing things.
The situation is very different in a
low-resource setting where access to
surgery and anaesthesia can be very
limited. What is available must be used
and reused prudently where safe to
do so. Choice of anaesthetic drugs
may be restricted to the essentials and
desflurane is unlikely to be used.
What can individual anaesthetic
practitioners do to minimise the
environmental impact of their work?
Neuraxial or regional anaesthesia is
thought to be best and covers much
essential surgery worldwide. TIVA is
next best, despite the plastic syringes
and tubing. If selecting a volatile
technique, use sevoflurane or
isoflurane in oxygen and
air. Avoid desflurane.
Use a low-flow system
to minimise the
total amount of
volatile required.

Where facilities exist, reuse or recycle.
Unfortunately, glass drug vials and
ampoules cannot be recycled due
to pharmaceutical contamination.
Cardboard, paper and many plastics can
be recycled, so suitable waste collection
bins should be available in clinical areas.
Much of the carbon impact of healthcare
is related to drug and equipment supply
chains as well as staff and patient travel.
Surgical patient pathways should be
developed to minimise the number
of visits to hospital. Staff should be
incentivised to travel by public transport
or on foot or by bike if feasible. Some
organisations run lift-sharing schemes.
Healthcare reflects the intensity of
resource use more widely in individual
countries. The effects of global warming
will be greatest in parts of the world where
carbon footprints are smallest. Highincome countries are making progress.
The UK carbon footprint of health and
social care has reduced by 18.5 per
cent since 2007, despite NHS activity
increasing by an estimated 27.5 per cent.
But there is a long way to go and each of
us can play our part.

Read the
College’s
Sustainability
Strategy here >
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