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For the past  twenty years I have been a consultant anaesthetist at both Kumasi and the  Korle Bu hospitals in Ghana  overseeing the activities of the anaesthetic departments  of two large (1500 bed ) teaching  hospitals. I have also been involved in training and supervising the nurse anaesthetists who work in district hospitals all over the country.
Those of us practicing in Africa face many difficulties which we feel are not always appreciated by colleagues working in modern European and American hospitals.  One of the most persistent  problems we have is that of persuading manufacturers and donors that we require equipment which is designed for our particular circumstances. We have sometimes been hesitant to point this out in the past as it  seemed ungrateful to indicate that equipment which has been generously donated may in fact be of no use to us. For example, the large Drager and Fabius machines look superb and give an extremely favourable initial impression. However they are not designed for our environment and once we start to use them we soon discover that they cannot be maintained satisfactorally , break down easily and are then rapidly discarded.  This problem is not unique to our hospital but is the same in many hospitals throughout Africa. Our pleas to be offered something that can actually cope with our own problems seem to be   persistently  ignored and it sometimes seems to us that we are  forever destined to have to  make the best use we can of inappropriate  equipment that was designed for others .
Five years ago we received a welcome donation of four anaesthetic machines from the AAGBI. They were called Glostavents and although they did not look particularly eye catching we were nevertheless assured that they would be ideal for our situation. My colleagues were reluctant to use them at first on the grounds that they looked somehow  different from those to which they were accustomed. However , as other more sophisticated equipment inevitably failed we found ourselves compelled  to use Glostavents with increasing frequency. As the staff  became more familiar with them they gradually began to shed their initial suspicions and came to realize that they not only worked but were easy to operate and were very reliable.They were particularly proving useful as emergency back up machines to get us out of difficult situations, for example, when there was a failure of electricity.We soon came to the conclusion  that they were the best stand alone anaesthetic machines available for regional and district hospitals. 
There remained,however,some residual reluctance to use them as first choice because   there were still a number of features that were missing  and which precluded their widespread popularity. I asked my colleagues to record  their  complaints and misgivings and soon we had a list of unsatisfactory features that we felt needed attention. These included difficulty ventilating small children, delays in changing the source of drive gas in the event of an electricity failure and difficulty autoclaving the Laerdal valve.
The Laerdal valve itself was unpopular because of its bulk and its proximity to the patients airway and it was felt to be especially cumbersome with small children..These complaints were conveyed to the manufacturers, Diamedica, together with our suggestions for improvements and a request that they receive attention.
We did not have high expectancy that our pleas would  receive favourable attention because ,in the past, our suggestions to the manufacturers  always seem to have been ignored. Although it is the anaesthetists who have to cope with the difficulties caused by inappropriate equipment it seems that the relevant decisions as to what is supplied are made by those who are not directly involved or who have vested interests. 
Much to our surprise, on this occasion the manufacturers seemed not only to have listened  to us but seemed to have implemented  our suggestions. During a recent visit to the UK  I was shown the current version of the Glostavent .and was pleasantly surprised to discover that almost all of our suggestions had already been incorporated and the  whole machine upgraded.( see table 1 ) It now looks as elegant as any of the more extravagant machines on the market and I was delighted to be told that the improvements had implemented without any additional cost.

The accompanying table lists all the modifications  that have been made as a result of the suggestions of anaesthetists in Ghana and in other parts of Africa. Now that we have a satisfactory machine it is my sincere hope that the manufacturers of other medical equipment will also heed the advice from those having to face additional difficulties that are unimaginable to those in wealthy countries.

I would like to conclude by thanking the AAGBI for introducing us to the Glostavent, the WFSA for their guidance and encouragement  and Diamedica for listening to our pleas,and acting on them. This has at last enabled us to treat  our patients  with equipment that we know is the best available for their needs rather than having to make do with equipment which is clearly unsuitable and that was designed for others.
Table 1.  LIST OF IMPROVEMENTS IN THE GLOSTAVENT.

1  Vaporizer.  Larger volume reservoir.

2.  Breathing system.  altered lay-out with valve at anaesthetic machine away from patient`s airway.

3.  Reservoir.  Modified to increase conservation of oxygen.and facilitate change from draw over to continuous flow mode.

4.  Oxygen concentrator more powerful. Oxygen output increased to 8 L/min and air output to 8 l/min with improved flow meters for each..This enables other circuits to be used.

5.  Ventilator.  Re designed with interchangeable adult and paediatric bellows.to facilitate ventilation in small children. Triggered breathing function added.
6.  Self inflating bag added to inspiratory limb.

7.  Scavenging unit added to expiratory limb. 

8.  Oxygen flush added.

9.  Transfer of source of driving gas from concentrator to cylinder occurs automatically in an emergency. No need for intervention by the anaesthetist.

10.  Oxygen flow meters enlarged and simplified.

11.  Emergency lighting installed on top of machine.

12.  Upgraded UPS to cope with larger power fluctuations and  extend emergency electrical supply time.

13.  Automatic drain introduced into air system  to prevent obstruction by condensation.

14.  Work station improved with better lay-out and corrosion resistance.
15.  Addition of trays for drugs and writing surface.

16.  New humidifier (optional ) on inspiratory limb.

17.  Larger battery to prolong use of ventilator.when electricity fails.

.

