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Introduction 
The recent visit was the second private/public partnership mission sponsored by Islands Petroleum 
and has stemmed from a development program for PNG Paediatric Surgery that only started in earnest 
in 1993, with the first visit of Dr Dewan. At that time surgery was only beginning to develop and 
other specialties were significantly under resourced, as were facilities and services for medical care in 
general.  

 

In the visit reported here, Kind Cuts for Kids 21st visit, it was evident that there have been major 
advances in the care of children with disease needing surgery, particularly through the development of 
a University of Papua New Guinea Diploma of Paediatric Surgery.  During the visits, 875 patients 
have been treated, of whom 564 have had 863 operations. Many more have had surgery as a result of 
the training, as three candidates have since sat and passed the Paediatric Surgery exam, including the 
team leader for this mission, Dr Mclee Mathew, Papua New Guinea’s first Paediatric Surgeon.  Dr 
Okti Poki, one of the two other Paediatric Surgeons works in Port Moresby and Dr Ben Yapo is the 
Paediatric Surgeon to the Mt Hagen region. 

 

During the recent Kind Cuts for Kids visit, 46 patients were reviewed for management of a Paediatric 
Surgical condition, 31 males and 15 females, all of whom were treated in East New Britain, but 
notably medical staff and patients came from many regions of PNG. One hundred and eleven patients 
had an ultrasound or radiograph undertaken with the participation of Emma Miley, the radiographer 
included in the Kind Cuts team, as she assisted with the conduct and interpretation of the study. Many 
of these patients were seen in clinics other than the Paediatric Surgical clinic. 

 

More discussion about the geographic distribution of the patients will be presented in a separate 
report; suffice to say here that the patients were from the Morobe, East and West New Britain, and 
New Ireland provinces, and Lihir. 

 

Of the 46 surgical patients, 31 had an operation, two of whom had a second anaesthetic, the details of 
which are included later in the report.  Nine children had been seen by the Kind Cuts for Kids team in 
a previous visit. 

 

Development of Paediatric Surgery 
 
In 1993, paediatric surgery did not exist as a specialty in PNG; in fact surgery was only developing as 
a service available in the major centres, and with limited support services.  Through the input of 
AusAID and various organisations providing management of part of the program, paediatric surgery 
has since developed significantly. 
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Initially, the cases treated during Kind Cuts for Kids’ visits included minor cases and management of 
significant complications arising from previous surgical care of minor cases, such as recurrent 
inguinal hernia and failed testicle operations.  The surgical lists also had a high proportion of cases 
that were surgery for poor outcomes for bowel conditions such as anorectal anomalies and 
Hirschsprung’s. In particular, colostomies were poorly formed, and were far too frequently 
complicated. Surgeons untrained in paediatric anorectal anomaly surgery had done the best they 
could. 

Most of the minor and major cases are now performed by the three trained PNG Paediatric Surgeons, 
all of whom have had some training in Australia, two of whom have had overseas experience with 
Kind Cuts for Kids, and all have sat and passed the PNG Paediatric Surgery Diploma. Now, the only 
need for visiting Paediatric Surgical specialists is the presence of a number of cases that the local team 
are unhappy to manage without additional expertise. Concurrently, but less impressively, anaesthetic 
services for children have also improved. 

There are, however, many improvements to be made including: 

1. The infrastructure hospital in Lae and Rabaul, which were commented on in the last report. 
2. Sutures, urethral catheters and dressings for paediatric surgery are still lacking, the supply of which 

should not be the precipitant for funding a visiting surgeon.  
3. Lack of appropriate access to disposable items such as fine sutures and catheters.  
4. In-country outreach funding has not been easily accessible, and not well coordinated.  
5. Diagnosis of urological conditions rare, despite previous case loads.  
6. Colostomies are formed by inexperienced surgeons without resort to available expertise and can result 

in complications.  
7. Concerns have been expressed that training and service for paediatric surgery in Port Moresby is 

problematic.  
8. Proactive involvement of the country’s paediatric surgical expertise is limited. 
9. Quality assurance and a National database for Paediatric Surgery is required.  
10. Clinical evaluation of children’s bowel conditions at birth continues to confuse the anorectal anomaly 

and Hirschsprung’s disease diagnoses. 
11. The lessons learnt in PNG about the management of anorectal anomaly associate megarectum have not 

been universally applied. 
12. Supervision of paediatric surgery in Port Moresby is reported to be limited. 
13. All trainees with an interest in a visiting specialty should be facilitated to be involved with the visiting 

surgeon, which was not so for Jack Mulu from Port Moresby. 
14. Laparoscopy as an alternative access for otherwise routine surgery would result in an inappropriate 

distribution of resources for most procedures in paediatric surgery. 
15. Visa application for volunteer medical staff could be streamlined. 

 

One marked change is the enhanced skills of the trainees and junior surgeons because of the 
availability of in-country mentors. 

The next phase for Paediatric Surgery, which was started during the visit “Kutim Na Helivim 
Pikinini” visit, is the development of a private-public-partnership, which has already assisted 
with the infrastructure and networking for Paediatric Surgery care. 

  

Kim� 6/6/2014 1:38 PM
Deleted:  
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St Mary’s Hospital, Kokopo, East New Britain 

The hospital grounds, the Paediatric ward and the two operating theatres are pictured below. 
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Kokopo Hospital  -  Clinical 

There are some aspects of the facility at St Mary’s Hospital that add to the challenges for 
Paediatric Surgery, none of which were not able to be overcome by the combination of 
inventive solutions and forward planning; such as the lack of a cystoscope for urological 
investigations, many of the surgical instruments being single use, but supplemented by a 
small kit of additional supplies of fine instruments. 

 

Clinical Staff  

The success of the mission involved the efforts of many people, particularly those involved in 
the ward and theatre at St Mary’s Hospital, Vunapope, namely Mary Kalis (ASO), Andrew 
Labigi (ASO /OIC Theatre), Sr. Monica Alumedi (Dep OIC Theatre), Sr. Susan Salot (RNO), 
Sr. Melipa Bata (RNO),  John Benny (CHW), Irene Monoi (CHW), Wilma Saline (CHW), 
Michael Toka (CHW),  Michaela Aigila (CHW), Isidor Kalonpe  (CHW). The list of names 
for the ward staff was not recorded, but their efforts were pivotal to the success of the 
treatment of the ward patients.   

The organisational skills of Dr Felix Diaku, Medical Superintendent, St Mary’s, Vunapope, 
and the active participation of  Dr Timothy Fletcher, General Practitioner, St Mary’s, 
Vunapope, plus the enthusiasm of John Fernando, at trainee intern, from Otago Medical 
School, facilitated the number of patients being seen and the success of the radiology 
teaching component of the visit. 

Two other hospitals provided staff to both assist with the clinical care and be part of the 
educational process; also, two staff from Kavieng assisted with the transfer of 5 patients 
needing subspecialty care; the two were a surgical trainee, Dr Terence Mark, and Jennifer 
Mark, an anaesthetic technical officer. A further component to the team was a large 
contingent from Nonga base hospital; Dr Kevin Lapu (Surgeon), Dr Jackson Nuli and Dr 
Raymond Paivut (Surgical Registrar), Ruthline Guguna (ASO), Sr Ekonia (Specialist OT 
Nurse), Mr Michael Samson (OT nurse), Leonie Mamatong (CHW OT).  

Other senior members of the clinical team were Dr McLee Mathew – Paediatric Surgeon, 
Lae, Prof Paddy Dewan,  Paediatric Surgeon, Melbourne, Dr Harry Aigeeleng – Anaesthetist, 
Port Morseby, Emma Miley, Sonographer, Royal Children’s, Melbourne and Surgeon, Dr 
Junior Rongap, who transferred two patients from Lae to Kokopo. 
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Consultations 

Patients with the following diagnoses were reviewed in the numbers indicated in the table. 
Most were seen during the clinic conducted soon after arrival of the team. 
 

Hypospadias   8 
Inguinal hernia   7 
Hirschsprung’s   3 
Jejunal atresia   1 
Pelviureteric Junction Obstruction 1 
Venous ectasia – neck  1 
Bladder rhabdomyosacroma 1 
COPUM + bladder calculus 1 
Slipped upper femoral epiphysis 1 
External angular dermoid  1 

Undescended testicle  2 
Lipomeningocele   2 
Lipoma     1 
Hydrocephalus   1 
Anorectal anomaly  7 
Cystic Hygroma    1 
Cleft palate   3 
Encephalocele   1 
Submandibular gland cyst  1 

 
 

Clinical cases  

        
All of the clinical cases were of importance, particularly to the families.  The three photos 
above show particularly interesting scenarios.  The first is a five day old baby with bowel 
obstruction who shows a dark shadow on the radiograph that is the dilated part of the 
proximal small bowel; an x-ray that is virtually diagnostic of a jejunal atresia.  The 
unfortunate child in the second picture has a large malignancy coming out of her vagina; a 
circumstance that was not operable. The third case, a boy with a small hole in the perineum 
was a good example of a child who did not need to have a colostomy, which he had had 
formed and which was able to be reversed, both to his benefit and the benefit of the medical 
staff who were there to learn Paediatric Surgery.  
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Operative Procedures 
Operation Pathology Date 
Colostomy	closure Anorectal	anomaly	-	cloaca 17/06/2013 
Laparotomy “ “ 
Pena	–	redo “ “ 
rectal	resection “ “ 
Hernia	repair	–	incisional Anorectal	anomaly	-	incis	hernia 10/06/2013 
Wound	revision “ “ 
Excision	of	tongue	lesion Multiple	anomalies 13/06/2013 
Myelomingocele	excision Meningomyelocele 14/06/2013 
Colostomy	revision Anorectal	anomaly	-	prolap	col 11/06/2013 
Faecalectomy “ “ 
Ileal	Biopsy Hirschsprung's	-	long	segment 17/06/2013 
Ileostomy	–	divided “ “ 
Laparotomy “ “ 
Non	rotation	positioning “ “ 
Anoplasty	–	cutback Anorectal	anomaly	-	prolap	colostomy 12/06/2013 
Colostomy	closure “ “ 
Faecalectomy “ “ 
Hypospadias	-	UB	II Hypospadias 14/06/2013 
Reduction	of	rectal	prolapse Rectal	prolapse 12/06/2013 
Anoplasty	–	cutback Anorectal	anomaly 13/06/2013 
Cystic	Hygroma	–	excision Cystic	hygroma	-	right	neck 16/06/2013 
Hypospadias	-	Fistula	repair Hypospadias	fistula	*2 13/06/2013 
Hypospadias	urethroplasty “ “ 
Colostomy	–	divided Anorectal	anomaly 10/06/2013 
EUA	perineum “ “ 
Faecectomy “ “ 
Laparotomy “ “ 
Hypospadias	-	UB	I Hypospadias 14/06/2013 
Cystoscopy Hypospadias 16/06/2013 
Hypospadias	repair	-	UB	II “ “ 
Colostomy	closure Anorectal	anomaly	-	rectal	ectasia 10/06/2013 
Laparotomy “ “ 
Pena “ “ 
Rectal	resection “ “ 
Wound	revision	–	abdominal “ “ 
Hypospadias	–	BMG Hypospadias;	epispadias	revers 13/06/2013 
Omphaloplasty “ “ 
Vesicotomy ” “ 
Hypospadias	-	distal	Duplay Hypospadias	–	intersex 11/06/2013 
Hypospadias	-	proximal	graft “ “ 
Hypospadias	–	scrotoplasty “ “ 
Hypospadias	-	Duplay	tube Hypospadias	–	intersex 12/06/2013 
Hypospadias	–	scrotoplasty “ “ 
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Anaesthetic Report 

The anaesthetic report and most of the senior anaesthesia was provided by Dr Harry 
Aigeeleng. Dr. Dan Aisi, anaesthetic registrar in Lae, could not travel at the last minute due 
to a death in the family. Mr. Francis Matil ASO with ENB Health Services, based at St 
Mary’s was on leave and, of the four ASOs in the Nonga Hospital, only one was available. 
Good support was given by the remainder of the ASO’s at St Mary’s. 
   
 
There was no roster for the week and that may have contributed to late starting and me not 
knowing who was in which operating room. However, the ASOs made themselves available 
as much as possible. Jennifer Mark, ASO from Kavieng had made herself available for the 
week. 
 
Equipment 
 
The anaesthetic machines in both operating rooms are in working order but appear to require 
servicing. Both monitors are also not fully functional and do not have carbon dioxide 
monitoring capability. In operating room 1 the monitor, pulse oximeter and the touch 
function were not working, and in operating room 2 the blood pressure and ECG machines 
were not working.  
 
Fortunately, two donated Lifebox Pulse Oximeters were used throughout the week. However, 
there is no defibrillator machine in the operating theatre and the lack of a neonatal length 
laryngoscope blade contributed to difficult intubation young babies. There was no equipment 
to warm the babies, which was overcome by modulating the ambient theatre temperature and 
warming of fluids. Intravenous anaesthesia using Propofol was administered via a burette; the 
delivery of which would have been easier with a syringe pump.  The suction machines, 
though sucking adequately, were very noisy. 
 

Anaesthetic Consumables 
 
There is adequate supply of most size endotracheal tubes. However there is no size 3.5 to 7.5 
RAE tubes. There is adequate supply of all sizes of Laryngeal mask airways but not enough 
of smaller sizes face masks. All sizes of needles, cannulas and syringes are available. 
There is no proper adhesive tape to secure the endotracheal tube and the IV cannula.  
 
Drug Supply 
 
All drugs required to administer anaesthesia to a paediatric patient are available. But to safely 
administer anaesthesia, less toxic drugs and drugs with less side-effects should be made 
available. Muscle relaxants like Cis-atracurium and Vecuronium and local anaesthetics like 
Ropivacaine are safer drugs in paediatric patients. The anaesthetic machine in operating 
room1 has a Servoflurane vaporiser but there was not enough Servoflurane to use. Most 
antibiotics for prophylactic cover were available, but there were no 3rd generation 
cephalosporins, which would have added to the spectrum appropriately.  
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Radiograph and Sonography 

The content of this part of the report was prepared by Ms Emma Miley, and is focused on St 
Mary’s Hospital at Kokopa, but also includes an evaluation of the facilities at the Nonga 
Hospital at Rabaul. 
 
 
St Mary’s Outpatient Ultrasound 

 

       
 

The portable Ultrasound machine that is situated within the Outpatient department is a very 
limited machine that does not allow for changes with the gain setting (TGC only) and does 
not have colour Doppler settings. The image is very rudimentary. There is only a curved 
probe available for the machine. 

 
The use of this machine in outpatients allows for very little besides identifying the presence 
of organs and their size and ascites. It would be very difficult to make diagnoses regarding 
renal/liver lesions, portal hypertension etc. 
 
 
St Mary’s Maternity Clinic Ultrasound 

 

     
 
The maternity clinic portable ultrasound is a superior machine to the current outpatient clinic 
one; it has its own transport stand and can do all ultrasound functions apart from colour and 
spectral Doppler (to enable the assessment of vessels/foetal hearts/vascularity etc).  These 
limitations make the assessment of foetal hearts and the umbilical cord challenging.   
 
  



Paediatric	Surgery	and	Anaesthesia	Outreach	–	PNG	2014	
	

10	|	P a g e 	
	

 

St Mary’s X-ray equipment 

                                                                    

 
 

St Mary’s Hospital currently has an old capacitor discharge portable x-ray machine that is at 
best unreliable.  It is questionable as to the quality and reliability of the radiation that is 
produced by the machine as it is not currently possible to perform a quality assurance 
program on it.  This could be leading to increased radiation exposure for all patients, both due 
to the quality of the beam and the number of repeats that are required due to poor 
performance.   
 
I was informed that a new portable x-ray machine, similar to that currently in use at Nonga 
Hospital, has been ordered and should be delivered in the next 5 – 6 weeks.  My major 
concern is that the current staff may struggle with the new equipment and the changes in 
required exposures.  I did have discussions with the Medical Director and Hospital 
Administrator regarding the need to set up new exposure charts to ensure the safe use of the 
new equipment. 

 
 

Clinical Radiology Work 

A total of 110 ultrasounds were performed at St Mary’s Hospital, and only 4 radiographs, as 
the x-ray machine was not working for most of the visit; necessary radiographs were 
performed at the Nonga Hospital in near-by Rabaul. Twenty-five were paediatric cases, 38 
were paediatric surgery and the remainder were referred to assist with the local team to 
manage patients through the addition of the available ultrasound skills. 
 

Staff and Staff Training 

The medical staff were engaged and interested in both the clinic-radiological collaboration 
and to learn ultrasound techniques, including the hospital director, Dr Felix Diaku and the 
visiting GP, Dr Tim Fletcher.  Each of the scans performed were used as an opportunity to 
teach both the application of the technology and the use of the machine, including scanning 

St Mary’s Hospital has excellent 
mammography equipment, but there is 
no-one with either the knowledge to use 
the equipment or the training to read the 
mammograms when they are taken. 
Other equipment is shown below.	
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using more than just the pre-settings on the machine, together with tips and tricks when 
looking for particular organs, size measurements and pathologies.  The more familiar with the 
machine and techniques, the more the application of ultrasound was seen as useful, and the 
more independently the practitioners were able to perform the studies.  
 

 
 

Training of medical staff, laboratory staff and the two radiographers occurred during each of 
the 110 ultrasounds, including a visiting medical student, who also benefitting from the 
experience, as shown above. 
 
There are currently two radiographers at St Mary’s Hospital, one has done a short training 
course, the other has had on the job training;  both would benefit from more intensive training 
in radiation procedures, techniques and safety.  Unfortunately, the x-ray machine was only 
fixed late in the visit, having not been working for 4 months, and only then produced 
substandard images; it obviously needs replacing  
 

Nonga Medical Imaging Department 
 

 
 
 
The medical imaging department at Nonga hospital, Rabaul, is well set up and, with the 
purchasing of new equipment, will be adequately equipped, and will have two x-ray rooms; 
one with a fluoroscopy unit, and the other with the two portable machines that are currently 
used in rotation (AMX4 and new GE CR unit).  There is a fully equipped ultrasound machine 
in a separate room, which appears to be used mostly for obstetric scans, plus an underutilised 
portable Proscan ultrasound scanner.  With additional training the medical staff throughout 
the hospital could use the scanner for FAST studies in the ER, and in biopsy and other 
interventional cases, a prospect that the medical staff were supportive of. 
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Sponsors and supporters 

The following people and organisations have contributed to the project with their time, effort or 
money, or all three; the main financial contributors to the project were Islands Petroleum and Kind 
Cuts for Kids: other assistance came from - PNG High Commissioner, Medical Board of PNG, 
Immigration Department PNG, Gazelle International Hotel, Sandra Lou, Felix Diaku, Annette Sete, 
ENB surgical, anaesthetic and nursing team, Qantas, Air New Guinea, Islands Petroleum staff - 
Kokopo & Lae, Anaesthetists – Kokopo, Kavieng  & Rabaul, Theatre Nurses - Kokopo & Lae, Ward 
Nurses, Johnson and Johnson, Warner & Webster, and the Bluett family. 
 

 
 
 

 

 

Recommendations 

1. More proactive use of PNG Paediatric Surgery expertise by PNG. 
2. Private/public partnerships be encouraged. 
3. A national Paediatric Surgical database and audit reviewed annually, and should be expected 

to be maintained and added to from any visiting specialists. 
4. Improved funding for Paediatric Surgery outreach within PNG. 
5. Disposable equipment and visit specialist funding should be rebalanced. 
6. A study of urine infections in children be initiated 
7. Ultrasound equipment and training be broadened. 
8. A review of current services and future needs be commissioned. 
9. St Mary’s and Nonga should review their Urological equipment. 
10. A systematic review of surgical instruments in hospital is necessary. 
11. Diathermy equipment needs review. 
12. Fine suture material continues supplies need to be improved. 
13. A Denis Browne ring retractor is needed in East New Britain. 
14. Site specific recommendations for radiology have been shared with St Mary’s Hospital. 
15. Ultrasound training should be expanded. 

 
 

Two	significant	social	functions	were	held	during	the	visit,	the	first	in	Kokopo,	hosted	by	
Sandra	and	John	Lau,	the	other,	as	shown	in	the	copy	of	the	poster,	in	Port	Moresby.	


