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Over the last six months we have continued
the process of improving hospital systems
and equipment, on building up the medical
team, and on increasing the range of
problems which we can manage. Some of
the highlights are mentioned below.

Improvements in care possible by making
progress in other areas.

An improvement in what can be achieved is
oftenthe resultofanumb er o f
forward. This is illustrated with the following
case. A 38 year old man presented with
colicky abdominal pain, intermittent vomiting
after eating and a palpable abdominal mass.
At laparotomy (see anaesthesia) a mass
involving multiple loops of small bowel,
mesentery and omentum was resected. Two
small bowel anastomoses were performed to
restore gastrointestinal continuity.

Mass involving loops of small Borsntum

Histology was sent to Scotland and returned
showing a diffuse large B cell lymphoma.
The patient returned at eight weeks, by
which time he had developed a further (but
asymptomatic) abdominal mass. He was
commenced on CHOP chemotherapy
(Possible  through  improvements  in
government drug supply). The abdominal

mass melted away after the first of six
courses of treatment. He has some minor,
reversible, sensory changes in his fingers
secondary to the vincristine, but overall
tolerated the chemotherapy well, (see
improvements in capacity of the laboratory)
and made an excellent recovery.
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Nicki Hal(NZ nursg the patienf& Thomas,
CDE nurse Men$ward.

Anaesthetic service

Atfter Dr Viv Davies retired, Dr Brian Johnston,
(Bay of Plenty, NZ) visited for three months.
We had been working at trying to get a
senior Anaesthetic clinical officer (a CO is
6half waydé betweten a nu
join us from Solwezi. Francis Muchaya
Nshimbi visited here on two occasions, and
was very impressed at the service that the
hospital was providing. After discussion he
requested to be transferred here. After many
delays, his transfer was approved by the
Provincial Health Director. Francis is an
enthusiast, and as well as providing
anesthetic cover will help with the outpatient
department and provide leadership in the
Kalene tuberculosis program.

Drug supply

The hospital obtains its drug supply from
three sources. Annually we make two bulk
orders from the UK, which the charity
Medical Missionary News helps to purchase
and transport. We also order drugs monthly
from the Zambian government through
Medical Stores Limited. There has been a
significant improvement in the service of



MSL over the last year, with a number of
important drugs and IV fluids arriving at no
costandoftenat6 j ust t he
enabled us to access extra chemotherapy
drugs such as doxorubicin, vincristine,
cycolphosphamide and actinomycin D, which
made it possible to provide chemotherapy to
some patients. The third source is from Kitwe
(a large city in the Copperbelt about 600km
away), where wholesale medicines can be
purchased.

Laboratory Equipment

The laboratory has benefited from
government and CHAZ (Churches Health
Association of Zambia) assistance. Over the
last six months we have received a
haematology machine, biochemistry machine,
CD4 machine and an incubator. The cost of
all this equipment is significant and could not
have been purchased by the hospital. The
new equipment will enable us to perform a
wider range of tests, with an improvement in
patient safety. It will also lead to
improvements in the HIV service and we will
be able to commence a microbiology service.
The first machine to arrive was the
haematology machine. This enabled the
lymphoma patient to have his white cell
count  monitored while on  CHOP

chemotherapy and confirmed it was safe to
give the next course.
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Laboratory team with haematology machine.

Visitors and Training opportunities
We have been privileged to have a number

r i g hftvisitdrsi Tiveeedhave inClidad Or Jbsta s

Beardsley from Cambridge, NZ, who will be
helping for six months. Mr Ross Pettigrew
and Prof Andre van Rij, both surgeons, have
been able to help with a range of surgical
cases. Dr Brian Johnston helped to run the
anaesthetic service for three months. Dr Des
Norris, an anaethestist from Canada, helped
with  fixing and setting up donated
anaesthetic machines. Regular visitors, Mr
Peter Gill (orthopaedic surgeon) and Dr
Raymond Allen (anaesthetist) visited in
September. We appreciate the useful
contribution all these people have made.

The concept of developing a teaching
hospital is also gathering some momentum.
There has been ongoing progress in Kalene
Nursing School, including funding from the
Clinton Foundation for expansion.

Mark Stewart and Fiona Brown (University of
Otago), came for three month medical
electives in May and November.

Dr Beardsley, who has been a great help in
running the medical part of the service, has
had the opportunity to learn a range of
surgical and anaesthetic skills. Dr George
Kishimba, a newly qualified doctor from the
Democratic Republic of the Congo (DRC),
arrived in December and will be starting a
one year medical internship before returning
to Mulongo Mission Hospital in the DRC.

New procedures for the general surgeon

Part of adjusting to working in a resource
poor area is developing skills in a wider
range of operative procedures. Referring
patients on a bit like a lottery. Sometimes it
wor ks out ,
example of difficulties with referrals was with
our vesicovaginal fistula patients (Ischaemic
damage due to prolonged obstructed labour
causes a break down of the tissue in the
bladder and vagina with a track forming).
Almost all the fistulas we diagnose are in
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women from Angola and DRC and present a
number of days after delivery (usually a
stillbirth). The government has a funding
system for repairing such fistulas. We usually
get a weeks warning to find these patients (a
next to impossible task, but last time we were
delighted to find 5 out of 7) and send them to
the operative center. On this occasion, after
traveling 280km to the provincial center, the
ladies were then sent back to us as transport
was not available for them. The only way we
could get the VVF patients to the VVF team
at Chitokoloki was to fly them using money
from donations. Funds were available and
five nervous ladies had their first trip in an
aeroplane and successful operations on
arrival.

Five VVF patietbisfore their flight

It is therefore often easier to do the operation
yourself. We were given an excellent DVD on
VVF repair (Hamlin method), and after
studying this a few times have begun
repairing VVFGhe newi t
operations include vaginal hysterectomy and
pelvic floor repair (surprisingly uncommon in
Africa), vulval carcinoma surgery and eye
enucleation.

Before eye enucleation. Histologgdsho
shrunken degenerative globe with surrounding
inflammatdn

Surgical Sign off (1) Large thyroid mass

We continue to have an interesting range of
thyroid surgery; the majority of cases are
adenomas, with the occasional large
multinodular ggltsr_(MN_G).
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Multinodular goiter

Histology returned showimargeHurthle cell
tumour

The isolated nature of Kalene and the village
life of some patients means that many do not
return to take regular medicines. It is



therefore important to preserve a lobe or do
a subtotal thryoidectomy for MNG whenever
possible.

(2) Prone APR for advanced Anal Canal
carcinoma.

(photos for the colorectal surgeon)
Patients occasionally present with large
tumours. Decision making in these cases can
be difficult. Doing nothing may result in
terrible suffering, while the operation to
resect a tumour with adequate margins to
avoid local recurrence is often major, and is

not without complications. This woman
presented with a fungating squamous cell After tumaouclearance: Rectum/anal canal, a

carcinoma of the anal canal which extended significant portion of the right ischorectal fossa
into the lower third of the rectum and invaded and of the posterior wall of the vagina removed

the posterior vagina. She had chronic sepsis,
which had extended into the medial
ischorectal fossa on one side and was
unable to walk because of perineal pain.

Right buttock flap mobilised

A el
Preoperative view, patient prone, advanced
cancer invading left ischorectal fossa

The CXR was clear. The operation was
staged with a colostomy and distal washout
followed by a prone APR. The prone position
gives excellent access and enables a wider
clearance of the tumour to be obtained.

Right: Flap sutured into place, operation ‘\
complete AN

Best wishes to all for 2009,

John Woodfield



