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Health Issues
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urinary infections that did not respond to antibiotics.
Deteriorating health, the need to diagnose the
underlying process, and the lack of good
microbiology services in Zambia meant that John
had to go to Johannesburg. The standard of care
there was excellent. Eventually an acute on chronic
extended spectrum beta lactamase Ecoliprostatitis
was diagnosed. As this was sensitive to
carbapenems only, a central line was placed and six
weeks of ertapenem administered. Fortunately
since then John@ health has been much improved.

Arrival of additional Equipment
We have been delighted with the arrival of our new
endoscopic equipment. Our thanks go to the
gastroenterology department in Dunedin Hospital,
New Zealand, who donated some of this equipment.
The rest was purchased on eBay!

Gastroscope being used

As expected this has been a great help. One
example of this has been the ability to diagnose
gastric cancer before the patient presents with
gastric outlet obstruction (this was previously the
most common presentation of gastric cancer). We
were recently able to perform our first potentially
curative resection for an antral cancer with a 2/3
gastrectomy and roux-en-Y reconstruction.
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We also received a range of Gl staplers from
Ethicon New Zealand, which arrived just in time for
some low anterior resection for rectal cancer (at
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Access to radiotherapy

Another development has been obtaining access to
quality radiotherapy for selected patients. John was
able to meet with Dr Kennedy Lishimpi, of the new
Cancer diseases hospital in Lusaka. Dr Lishimpi,
the Acting Director, is a Zambian clinical oncologist
who trained in South Africa. Recently we have sent
two cervical cancer patients. One, the sister of a
staff member, had a cervical cancer which clinically
did not extend beyond the cervix. However at
radical hysterectomy the tumour extended into the
pelvic floor just above the bladder. This required an
en-bloc resection with ureteric reimplantation.
Histology also showed positive nodes in one pelvic
side wall. The second patient had bladder
involvement on ultrasound and so was sent directly
for radiotherapy. The initial results have been very
encouraging.

Training of Medical Doctors

Over the last six months we have enjoyed being
able to help train Dr George Kishimba from the
Democratic Republic of the Congo (DRC). The
Medical Council of Zambia have given us a special
dispensation to provide internship training for five
doctors from the DRC. This is a great help to them,
as there are few opportunities for learning practical
skills during medical training in Congo, and post-
graduation internships are unavailable. The training
has included medical knowledge, clinical decision
making, discussions about acceptable safety
margins and practical surgical and anaesthetic
skills. Following mastering Caesarian sections, Dr
George is moving onto hernia repairs and obstetric
decision making.
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We are very grateful to Dr Justin Beardsley and
more recently to Dr Winston McEwan for their help
in training Dr George. In 2010, George will return to
DRC and work at Mulongo Mission Hospital.
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Dr George giving a spinal anaesthetic
Visitors

Dr Justin Beardsley from Waikato (and previously
Shetland Islands) spent six months with us, and
was a great help. Dr Winston McEwan, a plastic
surgeon from NZ, has spent two months helping,
and will be returning later in the year. Dr Brian
Johnston, an anaesthetist from NZ, returns in July
for three months.

Surgical sign off

1) Limb preservation in malignant melanoma:
We have had a number of patients present with
acral type melanoma with groin metastases. Foot
melanoma is more common here than | expected.
Pathologically, once the groin is clinically involved
the tumour has already spread. We have therefore
taken an approach of trying to preserve the limb, so
that patient mobility is maintained. This has included
wide

Metastatic melanoma involving right inguinal nodes.

local excision of the primary tumour (with skin
grafting rather than amputation) and usually a
superficial groin dissection.

Even when there has been significant groin
involvement, the tumour has stayed in a plane
anterior to the fascia over the femoral vessels,

making it possible to get a get a good macroscopic
clearance of the tumour.
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2) Excision of Chest wall fiboromatosis.

We were fortunate to be able to co-ordinate the
surgery of this 20 year old with a visit from
Professor van Rij from Dunedin, NZ. The chest wall
mass, which was arising from between the second
and third rib had been present for over a year and
was steadily increasing in size. The core biopsy
showed either fibromatosis or a low grade sarcoma.

Chest wall soft tissue tumour

The surgery was challenging because of the
proximity of the growth to the mediastinum and to
the subclavian vein and artery. After confirming
there was no pleural involvement, he underwent an



en-bloc resection of the central portion of the
clavicle, first, second, and third ribs and the lateral
aspect of the manubrium/sternum.

Mass with subclavian vein

Reconstruction included using a length of the 8™ rib
as a support between the two ends of the first rib.

Using the same incision a latissimus dorsi flap was
mobilised up to give muscular coverage over the
defect.

The postoperative result was excellent, however
with a portion of the manubrium missing there was a
prominent pulsation present and he was advised to
avoid contact sports and any trauma to the chest!

3) Massive traumatic pancreatic pseudocyst

A 10 year old girl from DRC presented four weeks
after falling from a tree. She had a laparotomy two
weeks previously for an abdominal mass, but the
relatives were unable to give any details (apart from
confirming that the mass continued to increase in
size). We suspected a pseudocyst, but with limited
hiochemisty and imaging were unable to prove this
preoperatively.
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It was a relief to confirm the diagnosis by aspiration,
as the alternative pathologies would have been
more difficult to treat.

After opening the anterior and posterior walls of the
stomach,1800 ml of fluid was drained and a
cystogastrotomy (joining the cyst into the stomach)
was performed.
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The upper abdomen remained larger than normal,
but the pressure was relieved, and she made a
rapid postoperative recovery.

Best wishes
John Woodfield



