
Overseas Specialist Surgical Association of Australia

General Surgical Team Visit
Naob – Halilulik – Soe

Timor – Nusa Tenggara Timur
April 05-19, 2008

TEAM LEADER’S REPORT
DR. ROBERT SILLAR, OAM

GENERAL SURGEON
__________________________________________________________________
Implementation of Dr John Hargrave’s Mission in Timor Leste and Eastern Indonesia; providing a specialist

surgical service where the service is not available or affordable



General Surgical OSSA Team Visit to Naob, Halilulik and Soe in West
Timor – April 5 – 18, 2008

Team Members:

Dr Bob Sillar - General Surgeon - Newcastle (Team Leader)
Dr Allysan Armstrong-Brown - Anaesthetist - Newcastle
Sister Kerrie Nicholls - Theatre Nurse - Newcastle
Dr Jose Angorro - Interpreter & Team Co-ordinator – Melbourne

Preamble
The Newcastle component of the team travelled to Sydney via special airport
transport shuttle. The shuttle picked the members up from their respective homes
together with their personal luggage and 12 small boxes containing medical
supplies which were clearly labelled with an OSSAA sticker and listing the enclosed
contents.

Qantas had been contacted three days before and I was informed that there was
a change in policy and no consideration would now be given to humanitarian
groups carrying excess luggage. On arrival at Sydney Airport there was conflicting
opinion as to whether the boxes would be classified as freight or excess personal
luggage and the latter was eventually refused by the supervisor of the day and all
but three boxes were transported to Darwin on a later plane as unaccompanied
baggage. The boxes arrived after our departure to Kupang and for various
reasons Air North were not prepared to send the boxes to Kupang as
unaccompanied freight. Melanie Little, a GP anaesthetic trainee in Darwin flew
with the boxes to Kupang the following Saturday and this enabled the planned
operations to be performed at Soe.

“Thanks Qantas and Air North”
I was informed that Air North flights to Kupang will be suspended at the end of the
month and the only way to fly to Kupang in future will be via Bali.

Kupang
We were met at the airport by the PRR sisters from Naob. After some of the usual
hassles with Customs officials entry was permitted. We were later met by Dr
Harianto and a few patients were seen both at the Merdeka (Sister Augustine
SSpS) and Naikoten (Sister Rainalda PRR) clinics. Some patients were booked for
procedures at Soe and Halilulik hospitals.

The Ministry of Health was closed and a courtesy visit was not possible.



Naob
The five hour trip to Naob was difficult in view of the heavy rain, the final part of
the road into Noab was unsealed and the non four wheel drive vehicle found it
difficult to negotiate this section. We were welcomed late that night by Sister
Marcella PRR and her staff. The hospital consisted of a number of open wards and
most resident patients suffered from leprosy. There was a single operating theatre
which was not well equipped and didn’t have a diathermy. A number of in-
patients were seen and five operations were performed. One patient with a
fungating malignant lesion of the forefoot was booked for an amputation.
Extensive plans had been developed for twelve new buildings at the Noab site
and the dual operating theatre complex should be finished in June. Noab
appeared to be an isolated rural community and obviously provides good care
for leprosy patients and is well supported by Dr Harianto. Presumably there is a
large regional community which will utilise the proposed developments.

Halilulik
A 3½ hour trip to Halilulik was negotiated two days later arriving in mid afternoon.
40 consultations were performed and 20 operations were carried out in the main
operating theatre and a further 11 procedures were performed by Dr Harrianto
and Lydia (the only resident doctor) in a side room under local anaesthetic. The
nuns under the stewardship of Sister Helma SSpS were most accommodating and
considerable enthusiasm was shown by all the staff. The single operating theatre
was of adequate size but there were few instruments and the lights and steriliser
were poor. Most patients appeared to be accommodated in quite large open
wards which were poorly lit. Two new operating theatres are under construction
and near completion.

Soe
It was a 4 hour trip to Soe arriving early in the evening. We were welcomed by Dr
Jeanne Wondal, the hospital director and were accommodated in the free
standing specialist quarters next to the hospital which were basic but very
adequate and convenient. Consultations were performed all day Thursday. The
patients that were seen had been well triaged by the resident doctors and a few
basic investigations had been carried out. Dr Allysan Armstrong Brown and Sister
Kerrie Nicholls spent this time assessing the anaesthetic and general theatre
equipment with the Soe nursing staff. There had been a visit to the hospital the
previous week by visiting a faciomaxillary surgeon from Manado (North Sullawesi)
and some surgery had been performed. There were very few disposables present
within the hospital and the limited supply that we had available with us enabled us
to operate for a few days until the other boxes arrived. Patients were allocated to
the seven operating days available and operations were posted on a large
whiteboard situated in the foyer. Major cases were performed early. A large
number of consultations and operations were performed as per the attached
schedule supplied by Dr. Yose Angorro. A wide variety of procedures were carried
out including a number of thyroidectomies, head and neck tumours, burns
contractures, skin grafts, bony tumours and bladder stones. All procedures went
well and there were no major complications or returns to the operating theatre.
The ward rounds with some of the junior staff were performed at 7.30 am each day
and operations commenced on most days at 8.30 am and continued on to 6 pm.



The staff were very busy and the turnover of cases was quick and consultations
were seen between operating theatre cases. Many of these were more urgent
cases and were brought in by the local interns or residents. A few trauma cases
were seen and operated on.

Fine needle aspiration biopsies were performed on some tumours and number of
patients with diffuse goitres were asked back in June so that they can be entered
into Dr Brian Miller’s Lipiodol study.

Indonesian culinary delights were provided daily by Sister Sanseria (Sensi) and her
kitchen team and we had a party of the last evening in order to express our thanks
to the staff. Food and drinks were supplied by one of the local Padang restaurants.

The new administration block in Soe Hospital has been completed and a new
Paediatric and Public Ward are under construction.

Staffing in Soe
Since my last visit there has been a significant increase in the number of intern
resident staff. A number of these doctors showed considerable interest and
eagerly attended the operating theatre. Two resident doctors based in the Soe
district showed particular interest in surgery and could be a great asset to future
visits if they stay in the region. There had been no resident surgeon or
gynaecologist for nearly twelve months. The director Dr Jeanne Wondal provided
a specialist medical input and an obstetrician and gynaecologist from the UK (Dr
Sonia Barnfield) arrived the week before us to take up a four month appointment
through the VSO (Volunteer Services Overseas) organisation. Nearly all the junior
staff, neatly dressed in white coats, attended the final ward round on our last day.

Summary
The trip went well and a lot was achieved. We were made welcome by all the
hospitals that we visited. There appears to be very little surgical activity outside the
OSSAA visits, but the building programs indicated the desire to expand services.
An arrangement has apparently been made between Soe Hospital and the
teaching hospital in Manado (North Sulawesi) and a Senior Surgical Resident has
been invited to the Soe Hospital on a three month rotation.

The Director of Soe Hospital Dr Jeanne Wondal thought two trips from OSSAA per
year would be most desirable. The speciality areas in most need were general
surgery, plastics, urology, ear nose and throat and orthopaedics.

Transport arrangements will need to be tightened and whether going through Bali
will facilitate this process or not is unclear. The supply of disposables in the
hospitals is unreliable and all teams will need to arrive being reasonably self
sufficient. This equipment will need to be carried as personal luggage.

Workload [all hospitals]

Total consultations . 222
Total operations . 109



Credit needs to go to Sister Kerrie Nicholls for the thoroughness of her pre visit
preparation and the effort she put in to teaching the nursing staff.

Dr Jose Angorro was instrumental to the success of the trip and filled a very
multidisciplinary role of co-ordination, interpreting as well as assisting and looking
after our general welfare.

I also thank Dr Allysan Armstrong-Brown for her support and I know that her
teaching was very much appreciated by all the nurses and junior medical staff.

Dr Bob Sillar OAM
General Surgeon / Team Leader



Anaesthesia Report: OSSAA Trip to West Timor, April 5-19 2008

Dr Allysan Armstrong-Brown

Naob

We chose not to pack any S8s, ketamine or midazolam to avoid issues with customs in Kupang. The
non-arrival of our boxes rendered this immaterial in Naob. It did make it easier, however, when Dr
Mel Little flew over with our boxes to know that they contained nothing that should potentially
cause her trouble at the Indonesian end.

Until the new operating theatres are opened, there is precious little by way of anaesthetic
equipment or drugs in Naob. Dr Harry found 1000mg of ketamine; there were 4 C-size oxygen
cylinders with nasal prongs; and there was a finger pulse oximeter. We diluted adrenaline and
mixed it with lidocaine to produce useful doses of local anaesthetic, which I supplemented with
ketamine on several occasions. The two interns, Drs Sandra and Ria, were keen to know how to
ketamine. If a team travels to Naob within the next few months, I think these two doctors would be
very appreciative of more anaesthetic training.

I didn’t ascertain what anaesthetic equipment will be bought for the new theatres. I would hope
that a non-high-tech machine will be purchased – something robust, portable and capable of
running from oxygen cylinders, such as the machine in Halilulik, would be ideal. This machine had
several potential advantages over the machine in Soe (described in Peter Armstrong’s report),
which failed several times during our visit.

I sent back with Dr Harry to Naob a self-inflating bag, a range of face masks and 2 laryngoscope
handles.

Halilulik

In contrast to Naob, I found most general anaesthetic drugs I needed in Halilulik – propofol,
ketamine, halothane, pethidine, midazolam, diazepam, suxamethonium, local anaesthetics. I
could find no atropine, non-depolarising muscle relaxants or neostigmine. There was no facility for
doing spinals. A box of equipment left by OSSAA was useful to supplement the supply of face
masks and a self-inflating bag. The anaesthetic machine (Compact 10 Anaesthesia Apparatus)
looked like it would work well until I ran it out of oxygen on the night before we started operating by
accidentally leaving the rotameter open. It has no scavenging.

Recovery was well staffed with attentive nurses. We used the finger pulse oximeter – our only
monitor – in recovery until the start of the next case.

I understand that we were the first general surgical team to visit. We concentrated on hernias and
a few lumps and bumps in theatre this time. More complex general cases would require us to bring
more extensive airway equipment and a range of ETTs – which presumably other teams have
brought with them – but which we didn’t have due to the non-arrival of our boxes. A
sphygmomanometer would also be useful.

The new theatres should be open soon so if they are equipped well, the above would be not
relevant to the next OSSAA team.



Soe

Not a lot has changed since Peter Armstrong’s report with respect to drugs and anaesthesia
equipment. There is now a third anaesthetic machine - ?Korean – which seems like it might work
but I didn’t have to use it. It runs off bottled oxygen. The enflurane and isoflurane vaporisers are not
key-indexed so it is possible to fill them with whatever vapour is at hand! Fortunately they were
empty at the time of our visit.

There were no opioids available during our visit, except for one amp of fentanyl which I didn’t
need. It occurred to me late that I might have been able to get opioids from the pharmacy had I
asked Dr Jeanne. We got by with a combination of LA, ketoprofen suppositories and occasional
tramadol.

Sr Merna provided most of the anaesthesia care – intubations, LMAs, spinals – the latter under my
supervision as required by the hospital. She is highly competent and vigilant. We taught some of
the interns to perform lumbar puncture, which they were very keen to do.

Sterile technique should be a major focus of education on further trips.

The most challenging cases came to us courtesy of the volunteer British obstetric surgeon, Dr Sonia
Barnfield. The lack of pre-hospital resuscitation and lack of blood transfusions made for some very
hairy moments. In contrast to Peter Armstrong’s report, we were unable to find blood from relatives
except on one occasion. For one patient we were offered a bag of blood which had someone
else’s name crossed out and our patient’s name written on it; we elected not to use that blood.

It appears that without a dedicated obstetric surgeon in Soe, many obstetric cases probably never
make it to theatre.

Many patients were significantly anaemic; one c/section patient with a transverse lie had an Hb of
48g/l. She was postponed until the family could find some blood. Another required a laparotomy
with an Hb of 50. Fortunately most Hbs were 80-100 despite the prevalence of malaria in the
hospital – 50% of inpatients, according to Dr Jeanne.

There was a 20yo woman seen in clinic with severe burn contractures of both axillae, chest and
neck/mandible who would be a significant anaesthetic challenge regarding safe securing of her
airway. It is uncertain at this stage what will happen with her. I think she needs to have her fixed
neck flexion addressed first before her other contractures are managed. This would be most safely
done with a fibreoptic bronchoscope at hand. A surgical airway is not a back-up option for her.

Needed in Soe:
25g spinal needles, filter needles
Giving sets with non-return valves, some blood / fluid pump sets
Tourniquet



Team under welcoming banner – RSUD Soe

Leprosy patients in ward – Naob, Centre for Leprosy Rehabilitation

Patient with large thyroid – preop Dr Allysan Armstrong-Brown – lesson on spinal


