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Medical Events 
Kalene Nursing School 
The most significant change over the last six months 
here has been the redevelopment and opening of 
the Nursing School (on 3 March). Many problems 
were negotiated as the school was completely 
renovated, inspected and staff employed. But now 
all is in place, and we are very thankful that Mr 
Aaron Banda, an outstanding person and tutor has 
been appointed as the Head of the school. The 
school will have many positive spin offs for the 
hospital. For example: a well trained nurse in a rural 
Zambian hospital performs similar tasks to a House 
Officer at home. The school will introduce a culture 
of training and quality improvement into the hospital 
which all staff can benefit from. Students will  
provide much needed help on the wards as they 
undergo their practical training and we will have the 
opportunity to employ some of them after they 
qualify. 
 
HIV program 
The treatment of HIV and associated opportunistic 
infections continues to be a major health challenge. 
Before the wider availability of antiretroviral 
medicines, hospitals such as Kalene would treat the 
TB or other opportunistic infection, only to have the 
patient return shortly thereafter with another infection. 
Since October 2007, it has been encouraging to 
have a greater range and availability of ARV drugs 
and antibiotics provided through CHAZ (Churches 
Health Association of Zambia) sufficient to treat all 
patients who present and meet the WHO criteria for 
commencing ARV treatment. With the medicines, 
comes the responsibility to use them wisely, educate 
patients and caregivers and follow-up when there 
are problems or side effects. This has required the 
revamp of the hospitalôs HIV program, (still very 
much a work in progress) including an effective clinic, 
PMTCT program and improved documentation 
systems. The time spent with the HIV team and on a 
training program while at Kijabe Hospital in Kenya in 
2007 has been really beneficial to give a theoretical 
and practical context for developing the HIV program 
at Kalene. The CHAZ team has since inspected the 
hospital and decided to make us an HIV diagnostic 
centre. This will result in significant funding for HIV 

education programs in the hospital and community, 
food supplements for ARV patients, wage ótop upsô 
for community health workers and the provision of 
much needed laboratory equipment such as a CD4 
counter, haematology and biochemistry machines. 
The program should continue to expand throughout 
2008 as funding is received. 
 
Equipment 
We continue to benefit from the donation of usable 
secondhand medical equipment, mostly sent from 
UK. Orthopaedic surgeon and regular Kalene visitor, 
Dr Peter Gill, has sent an Image Intensifier machine, 
which has been a great help, particularly for the 
supracondylar fractures we have to look after in the 
mango season. 

 
Other equipment includes an Ohmeda anaesthetic 
machine from Leeds, successfully put into use by 
Andrew Fenton from NZ (but this has since 
developed a fault). Other monitors, surgical 
instruments and diathermy equipment have been 
received. Fixing medical equipment which breaks 
down is a major challenge. A good friendship with 
the mechanic at the Flight Service proved to be very 
useful when it came to fixing our diathermy machine 
a few weeks back. We have also purchased on ebay, 
a complete endoscopy system (as well as a back up 
system for the older eyepiece scopes) and are 
looking forward to its arrival in about four months 
time! 

 
 
 



Same name, but a disease with a 
ódifferenceô in Africa 
Two diseases which occur infrequently at home, but 
more commonly in Zambia, are osteomyelitis and 
Burkittôs lymphoma. 
 
Osteomyelitis 
Osteomyelitis is remarkably common (I would 
perform a sequestrectomy more than once a month). 
I suspect one reason is that most people are walking 
on dusty and stony ground in bare feet, resulting in 
small abrasions and frequent episodes of 
bacteraemia. Infection is particularly common after 
minor trauma (and occasionally also after a closed 
fracture) as passing bacteria find a haematoma to 
lodge in. Patients with sickle cell anaemia also have 
an increased incidence of infection ï especially 
children, who often present in a SCA crisis 
precipitated by osteomyelitis.  

 
        Another case of osteomyelitis 
 
Burkittôs lymphoma 
Burkittôs lymphoma has a sporadic and an endemic 
form. Although both are rapidly growing tumours that 
microscopically look the same, they differ in their 
aetiology and treatment. The sporadic from in the 
ówestô is usually treated with four or five agents. The 
endemic form in Africa is related to an interaction 
between malaria and EBV and is believed to be 
much more responsive to chemotherapy. Finding 
useful information about endemic Burkittôs on the 
internet was difficult. Our previous protocol of 
treatment with cyclophosphamide once a month for 
six doses gave a cure rate of about 55%. After a 
number of attempts I managed to find the email 
address of a Professor Hesseling from South Africa 
who has been involved in all (two or three) of the 
controlled trials treating endemic Burkitts. They have 

shown that the cure rate can be improved to above 
65% by reducing the interval of the first three doses 
of treatment to one week apart, and by adding 
intrathecal methotrexate and hydrocortisone. These 
are all agents that we can access here at a 
reasonable price. A further third of patients can then 
be cured by a rescue regimen which includes 
vincristine. The Professor has also been able to 
advise us on some innovative paediatric 
chemotherapy regimes for a number of other 
conditions (again using agents we can access in 
Zambia).  
 

 
Burkittôs lymphoma in a 10 year old boy, before and 
after chemotherapy. 

 
Surgical Sign-off 
As expected there have been a wide range of 
surgical cases to sort out.  
Obstructive jaundice 
We have had some interesting cases of obstructive 
jaundice due to primary common bile duct stones. 
Deciding if the stone is in the gallbladder or the 
common bile duct (CBD) is not so straight forward 
when you are doing the USS yourself (on a steep 
learning curve and without Doppler) and when the 
lab is unable to do a direct or indirect bilirubin (a 



problem that will soon be fixed). However being able 
to confirm the presence or stone disease, and being 
able to document the size of the intrahepatic ducts, 
makes a big difference. ñMastery of Surgeryò 
advised that if the CBD is greater than 2cm this 
indicates prolonged obstruction or a loss of biliary 
tone and that a chodedochoduodenostomy should 
be performed. In our last case the duct was 2.5cm 
with a large primary CBD stone. Such advanced 
disease is a rarity at home, so it was another case of 
see none (read one) do one. The patient was pretty 
grateful though. She came to our home bearing gifts 
of a live chicken and a basket full of tomatoes. 
Rachel definitely did not want to kill and pluck the 
chicken, so after negotiation we received the 
tomatoes with thanks and the chicken was returned 
home (or perhaps to someone elseôs cooking pot). 
 
Sarcoma 
We have seen some very nasty sarcomas. As we 
cannot get histology results in Zambia we send our 
specimens to a hospital in Scotland. They are very 
helpful, and ask for more specimens as it is ñgood 
education for our registrarsò. We try to oblige! The 
results usually get emailed back four weeks later. 
The following photos are from a woman with a 
massive extensor compartment sarcoma in the thigh. 
The four week delay while waiting for histology 
enabled a trial of cyclophosphamide to be given. 
Some sarcomas are sensitive to this, and the lesion 
did reduce in size. A full extensor muscle 
compartment excision was necessary. 

. 
It was difficult to find a good description of this, until I 
finally found a chapter of a sarcoma text book by 
Sugarbakar on the internet. They described an 
interesting reconstruction of the quadriceps tendon 
using sartorius and gracilis medially and a head of 
biceps femoris tendon laterally.  

 
En bloc removal of the extensor compartment 
 

 
                 Reconstruction  
 
The mobilized tendons can also be used to cover the 
lower 1/3 of the femur She made a good recovery 
and is able to walk with surprisingly good stability of 
the knee. 
 
 
 
 



 
Wilmôs tumour 
A six year old girl with a very large right sided Wilmôs 
tumour was a challenging case. The family had 
come from over 100 miles away. The mass filled the 
right lateral and upper abdomen. Some photos are 
enclosed.  
 
 

 
Tumour mass displacing right colon and duodenum 
 
 
 

 
IVC plastered onto the tumour with the renal vein 
being inseparable from the tumour mass 
 

  
Tumour embolectomy from the proximal IVC 
 

 
 
After six hours of dissection and a lively 
postoperative course (complicated by malaria) she 
made a good recovery and is seen with her father 
just before commencing her third round of 
postoperative chemotherapy 
 
We hope this update finds you all well. 
All the best 

John Woodfield  


