
 
 

1 
 

Africa Trip Journal 2012 

 

June 21-23  Travel 

This year trip is going to be much bigger than last year in terms of the number of people going 

and equipment to be transported. In addition to myself there are four medical students from 

Ohio University; Corinne Salva, Michael Chambers, Andrew MacMillan and Chris Pluskota. 

There is also Janine Steffan, a friend of my daughter Lizzy. There is also a second group from the 

engineering department at Wright State University. This consists of three biomedical 

engineering students Eric Geise, Nathan Adams, Gina Hall and their professor Dr Nasser Kashou.  

The engineering group and two of the med students Corrine and Michael left a week ago and 

went to Uganda first. They are installing a solar electrical system at St Luke hospital at Don 

Bosco Bombo. Corrine and Michael are also working with Sister Saleth Mary and the other 

Sisters of Charity at the hospital. They and the engineers will travel to Rwanda and join the rest 

of the group on Sunday the 24th. 

For those leaving Ohio on June 21, we are all traveling by different routes to get to Belgium, but 

should all be on the same final plane from Europe to Africa. Janine and I leave on the same 

plane from Dayton to Newark.  There is a small moment of panic on the way to the airport 

when my daughter Lizzy calls to inform me that “Janine is at the Airport and they won’t let her 

take one of the boxes.” Janine is carrying two 50 lb boxes of supplies. One is a miscellaneous 

collection of medical supplies. The other is a brand new X-ray machine.  My mind immediately 

jumps to the worst case scenario: that security has pulled the X-ray machine. I remember all the 

problems I had getting an X-ray machine to the Congo in 2009. One of the main goals of this trip 

is to install X-ray machines at St Vincent Hospital in Bukavu and the Project Congo Hospital in 

Goma. We have packed 100s of pounds of x-ray chemicals, film and lead aprons. If they won’t 

let the x ray machines through, the trip is off to a bad start. In a panic I call Janine and learn to 

my relief that the box that was pulled was actually a small box of gram stain reagents within the 

large box of miscellaneous supplies. I am overcome with relief. Maybe the four leaf clover I 

found this morning on the way to the car is working. 

My check in to the airport goes much better. Nothing gets pulled from my stuff and they let me 

take 150 lbs of gear for free. I had planned on paying 150$ per extra bag, but they wave me off 

at the counter with a smile and no charge. United Airlines sometimes does that for Mission 

trips but usually you have to make arrangements in advance.  

Janine and I travel to Newark and I revel in the fact that this will be my fastest trip ever to 

Africa. My itinerary states I have 22 hours of total travel time. My past trips have taken 



 
 

2 
 

anywhere from 28 hours to 3 days. In Newark, Janine and I separate. She will fly directly from 

Newark to Belgium, while I, for reasons known only to a travel agent, will fly to Montreal, then 

on to Belgium. I have tight connections; less than an hour in Montreal and two hours in 

Belgium. The trip to Montreal goes fine and I make my connection with no problem. On the 

Canada Air flight to Belgium however, the trouble begins.  First we are delayed on the runway 

for over an hour due to a medical emergency with one of the passengers. The passenger is 

eventually taken off the plane by paramedics but we are off to a late start. I put my hopes in 

the fact that east bound flights often get in early due to the prevailing winds and hope we can 

make up for lost time. No such luck, we land in Belgium with 45 minute to make my connection. 

I am still hopeful because my flight leaves from the same terminal, so I should be able to hop 

off one plane on to the other. As we deplane, Canada Air officials call over the passengers with 

“less than hour for their connections.” We are then informed that Belgium does not allow 

international passengers who do not report for their flight an hour before departure to board 

the plane. That seems crazy, but the passengers who do try to rush to their connections, soon 

return and confirm they were not allowed to board. Not to worry say the Canada Air officials. 

They have new travel itineraries for all of us and a coupon good for a free lunch for our 

troubles. That does not sound too bad, until I look at my new itinerary. I have a 6 hour wait in 

Belgium then I am flying seven hours out of my way to Qatar in the Arabian Peninsula. I am to 

spend the night there, then take a flight the next day to Kenya then on to Rwanda, arriving over 

24 hours after I was supposed to. I question the Canada Air  official about whether they will pay 

for my hotel stay and I am told all they can give me is  the free lunch coupon, good only at the 

Brussels airport, and oh by the way I will need to purchase a head scarf in Qatar before I go to 

the hotel.  This sucks! But first things first, I need to get word to Father Pascal in Africa that I 

will be 24 hours late and the other three students, whom he has never met, and who have no 

idea I did not get on the plane, will  still be arriving on time  and need to be picked up.  They 

have no idea what he looks like and he has no idea what they look like. Luckily the airline lets 

me use their phone. I call Pascal. The airline is able to get word to Janine that I have missed my 

flight. 

Now I have six hours on my hands before my flight to Qatar. Brussels is supposed to be 

beautiful city, so I lock up my back pack in a rental locker and head for the train station. I get off 

the train in the center of the old city. It is beautiful. The architecture of the older buildings is a 

mixture of Dutch and French styles. There are the typical tall narrow buildings with stair step 

roofs found along the canals of Amsterdam, along with very ornate building more typical of 

1800 and 1900 century France. The streets in the center of town are narrow and lined with 

shops. I go book shopping and a glass domed 1900 century shopping arcade. I find some 

children’s books there for Dr Joseph’s and Dr Alfred’s children in the Congo. In no time at all it is 

time to head back to the airport.  
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Brussels 

Once at the airport I head the Qatar airlines desk to check in, only to find out that Canada Air 

has not completed the booking process for me and I am not listed on the flight. Other 

passenger from my Montreal flight find themselves in the same situation. We head back to the 

Air Canada desk, where initially they try to tell us there are no other flights. They do some 

looking and come up with complicated solutions that will take us even longer to get to our 

destinations. I am mad. I have three students currently on their way to Rwanda, none of whom 

speak French. When they get there I have no idea how they will link up with Father Pascal or 

what they will do for the next 24-48 hours in Africa without me. Other passengers are mad too. 

The lady at the desk pecks franticly at her computer looking up flight combinations and 

grumbles about us to her co workers in Flemish (she has no idea I can understand what she is 

saying, since I understand some Dutch and Flemish seems to be basically Dutch with some 

French thrown in.) Eventually she comes up with a solution that should have been obvious from 

the start. There are still plenty of seats on the 6pm Qatar Airways flights to Qatar and there is a 

connecting flight to Uganda just an hour after we land. The connecting flight then goes on to 

Rwanda and Burundi. Boom, in one fell swoop, you have a solution for all the passengers that 

missed their connecting flights to Uganda, Rwanda and Burundi. What’s more I will now get to 

Rwanda at 7 AM instead of 7 pm. The only problem is that it is going to be tight connection in 

Qatar.  

We board our plane and it a large new Airbus. It is more comfortable than the Boeings I came 

to Belgium on. The stewardesses are very attentive, and seem to spend the whole flight passing 

out drinks, blankets or things to eat. When we land in Qatar, it is the most efficient airport I 

have ever been to. It is spotlessly clean. We have to transfer to a terminal fairly far away, but 

they immediately load us on buses and give us color coded boarding passes for our next flight. 

Once we arrive at our terminal we are escorted by attendants wearing colored vests that match 

our boarding passes. They take us through the fastest and most efficient security check point I 

have ever been to. They clear everyone from our plane in probably 15 minutes. From there they 

load us on our plane just in time for takeoff. 

 At 7am finally, I get to Rwanda and call Father Pascal. He had been expecting me at 7 pm but 

he lives right by the airport and comes right over and gets me. Things have actually gone well 
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with the students. When they landed, they loaded their 300lbs of gear on a cart and then by 

their own description sat around “looking lost and confused” all the while pondering if they 

would be living in the airport for the next 24 hours till I arrived. Their lost looks attracted the 

attention of a Good Samaritan. A kind lady came up and asked if they needed help. She let 

them use her cell phone and the called Father Pascal. He had no trouble picking out three 

colleges aged white people with 300 lbs of baggage in the crowd at the Kigali airport. My 

worries were needless. Pascal takes me to the hostel were we are staying and everyone is 

reunited.  

 

1.Arrival in Kigali   2. This is just my gear. Multiply by 10 and you have an idea what we are 

lugging around                

We have lunch at the seminary where Pascal teaches and then go to Musha to see the pig 

project we started last year. We also visit the church in Musha, where the bodies of three 

hundred victims of the genocide were left unburied for years as a gruesome reminder of 

genocide.  Two year ago the government finally buried the bones in a mass grave and built a 

memorial in front of the church, but left the clothes of the victims still piled in the room where 

they died as a grim perpetual testament. 

We spend the evening visiting Kigali.  I have gone more than 48 hours without sleep and I am 

exhausted. I am glad when I finally get to bed. 

 June 24 Giterama 

Today the plan is to go to Giterama and meet Dr John Bosco and visits the hospital of Kabgiyi, 

where he works. Dr Bosco is both a priest and a doctor. I have never met him but Father Florent 

introduced us by Email and we have been in correspondence for the last few months. I had 

hoped to procure an EKG machine for the hospital, but was not able to do it before our 

departure from the US. I am interested to see if the hospital could serve as a future rotation 
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site for Global Health students from Wright State and Ohio University. Rwanda offers the 

advantage of being English speaking as opposed to the Congo or Burundi. It is also much safer 

and has amenities such as paved roads, a functional electrical grid and internet. Food and 

lodging are cheap and transportation is readily available. It may not be as adventurous as going 

to the Congo, but as a place to send students it makes a lot more sense. 

Plans are to leave at 9 am. The rest of the group is coming from Uganda by bus today and is 

supposed to arrive in Kigali around 3pm, so we want to be back by then. As usual however, 

everything happens on “African time. “ We are supposed to meet Jean Baptist in front of the 

church at 9am. I am skeptical this will actual happen, so at nine I tell the group the hang out by 

their rooms and finish their 4 star breakfast of bread and water. Of course Jean Baptiste is not 

there. Multiple trips back and forth to the church and finally at 10:30 I find Justine there. 

Justine is Dr Joseph’s wife and she has come from the Congo to meet us. There is no sign of 

Jean Baptiste.  Justine phones, JB who says he is still on the bus coming down from Rhengiri, 

but he will be there “any minute.”  At 11 we phone him back to find out just how long “any 

minute” is. The reply is “soon , but maybe we should all head to the bus station, buy tickets for 

everyone and meet him when he gets off his bus so we don’t lose any more time.” With this 

new plan, we all head up to the main road to hail motorcycle taxis, to take us to the bus station. 

I expressed doubts about being able to find five moto taxis on such short notice. Justine is 

unconcerned. We just stand at the curb and the sight of her opening her wallet, instantly drew 

a swarm of moto taxis, like vultures to fresh carrion. Unlike the Congo, the moto taxis rules in 

Kigali are strict. Everyone has to wear a helmet.  Also the rule is only the driver and one 

passenger to each motorcycle. No doubling up like we did last year or squeezing five on one 

motorcycle like I saw once in Uganda. Dr Alfred in the Congo routinely takes the moto taxis with 

three of his children in tow, squeezed between him and the driver. 

 With the Rwanda safety rules I feel a little better about climbing aboard. We each get on 

behind our driver, don our helmet and take off. Well, actually not everyone, within the first 

hundred feet, Andy’s ( A.K.A.Mac) helmet flies off, then he falls off the back of the motorcycle. 

Luckily only the helmet is hurt. Apparently, he was still trying to buckle his helmet as the driver 

suddenly took off. He gets his helmet and jumps back on.  The two mile ride to the bus station 

is a cross between terror and exhilaration. My moto taxis driver takes the lead, weaving in and 

out of traffic and spending way too much time on the wrong side of the center line. We seem to 

be going at maximum speed for a 300 dollar underpowered Chinese motorcycle, but that seem 

way too fast for me. I am sure the other moto taxis cannot possibly be keeping up, but as we 

pull into the bus station, the other four motos are right on our tail. At least we all got there in 

one piece.  Justine and I head off the buy tickets. The ‘bus station” is actually a huge open field 

on the edge of town. It has a seedy chaotic atmosphere that is a cross between an Arab souk 

and a county fair in hell. It is so crowed you can hardly move. There are vendors hawking their 



 
 

6 
 

wares, and evangelists with loud speakers trying to save souls. Music is blaring everywhere 

from cheap boom boxes.  Beggars come in all sizes, ages and grotesque deformities. Multiple 

bus companies operate out of tents or small building along the side. There are buses parked 

haphazardly  everywhere, They come in all  sizes,  shapes  and  state of repair  The buses  come 

in and out like some sort of  schizophrenic rodeo. We have tickets to take the 11:30 “Horizon” 

line bus. In the commotion there is no sign of JB.  We phone him and he says he is almost in 

Kigali on the Safari line bus. We watch in vain for a Safari bus, as the clock ticks past 11:30. 

Finally close to noon JB phones to say he is here and standing by the Virunga bus and that they 

will accept out tickets from the Horizon line. JB has brought Dr Didier with him from Burundi. 

That makes seven of us and as we look at the crowded bus, it looks like there is no way we will 

all fit. JB assures us we will all be able to find space, as he pushes us up into the bus. Amazingly 

he is right and we all fit. Then it is off to Giterama. 

On the trip, Dr Didier and I discuss medicine and how it is practiced in Burundi versus the US... 

In Burundi there are almost no specialists. There are only two radiologists and a handful of 

surgeons in the entire country. General practitioners with six year of training do everything 

from general surgery to complex orthopedics. They do obstetrics including C section, as well as, 

Pediatrics.  

We get to the hospital in Giterama and are met by Dr John Bosco.  He is both a priest and a 

physician. He strikes me as a very caring and devoted physician. He is clearly overwhelmed with 

patients and work. He like Dr Didier, also has six years of training as a general practitioner but 

handles all types of surgical cases including some very complex orthopedic cases. He does hip 

replacement and internal and external fixation of fractures. I am shocked to learn that they 

reuse the fixation hardware on multiple patients. With limited supplies and abundant trauma 

cases, they have no choice. He says sometimes they will even remove the fixators from patients 

whose fractures are not completely healed, so they can be used on fresh cases that are even 

more in need. The put heavy casts on the first patient and hope the fracture will finish healing. 

Compared to a Congolese hospital, the hospital in Giterama is clean and fairly well equipped. 

They have working modern looking x-ray machines, but they still develop the films by hand in 

dip tanks. Central Sterile has three large functional sterilizers for instruments, but surgical 

linens such as gowns and drapes are hand washed and hung up to dry outside. In surgery there 

is oxygen and gas anesthesia, complete with heart monitors and functional overhead lights. This 

is all a far cry from the crude operating conditions in the Congo. They do not however have 

potable water to scrub their hands before surgery. They used some pretty questionable water 

from a rusty tap and ancient sink, and then smear their hands with antibacterial gel. Patients 

are kept in wards separated by sex and medical service. There are wards for surgery patients, 
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internal medicine, infectious disease and maternity. Unlike the Congo or Burundi the beds are 

separate by curtains to give the patients some privacy and I see no one on the floor. 

For all its good points, the hospital is still an African hospital and tragedy abounds. There is no 

food to feed the patients, and each patient must depend on their family to bring them food. 

There is no way to put a patient of a diabetic or renal diet and often the families are so poor 

they do not provide the patient with adequate calories and protein to heal.  People are dying 

from illness that would be routine and treatable in the US. We see a teenage diabetic with 

“terminal diabetes” as Dr Bosco puts it. Juvenile Diabetes is not considered a terminal disease 

in the US, but here where it is hard to refrigerate insulin or do close glucose monitoring, it is a 

death sentence. The girl is maybe 13, and is blind. She has traces of uremic frost, which is a 

powdery dusting on the skin seen in end stage renal failure. With no dialysis machine available, 

she has maybe a few weeks to live. Another young girl is in heart failure from defective mitral 

valve, a condition that would have been surgically corrected in the US in first few years of life 

and possibly even in utereo, before the infant ever took its first breath. Here she is condemned 

to die before adulthood, 

The most tragic and striking case was a very young women whom Dr Bosco planned to take to 

surgery later that day. She had advances metastatic inflammatory ductile carcinoma of the 

breast. The left side of her chest and all the way into her arm pit was consumed with a huge 

fungating multilobular mass. It had abscessed and broken down the skin in several areas and 

was oozing pus. There is no longer term hope for this women but Dr Bosco is going to operating 

paliatively to ease her pain and to allow her to breath in her remaining days. The tumor is so 

large that, its weight is slowly smothering and exhausting her, as she labors to breath. 

Over all I think the hospital would be a good training site for students from the US. Not only 

would they see a variety of pathology but I feel Dr Bosco would be excellent teacher and role 

model. I t may take a few years to get Wright State or OU involved but it is definitely worth 

pursuing. 

 

Patient ward and surgery in Rwanda, much nicer than in the Congo 
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 After the hospital visit, we stop at an orphanage, run by a women from the US. I have been 

there before, but has never have had the full tour. I am impressed with what she had done in 

only four years. She seems to have a gift for fund raising. What I saw there must have cost 

millions of dollars.  The buildings are new, and include dormitories, a primary school, a small 

clinic, a farm and even a biogas complex to produce gas for cooking, and compost from animal 

wastes. She has future plans for a secondary school and university. The children are clean, well 

fed and all speak fluent English.  

After our visit, we go out to eat with her, and lose track of time. We manage to miss the last 

bus for the day back to Kigali, all about the same time Father Pascal calls to say he had just 

picked up the group arriving from Uganda. Luckily JB is able to find a driver and van to take us 

back to Kigali. 

Back in Kigali  we meet up with the rest of the group, that has spend a week in Uganda installing 

solar panels and trouble shooting various computer and electrical problems at Don Bosco 

Bombo.  They have had a great trip and over dinner regaled us with their adventures. The med 

students got to start IVs, do a vaccination clinic and see a baby delivered. Professor Kashou is 

eager to return, and the people in Uganda are eager to have him back. It sounds like this will be 

the first of many trips for Wright State Engineering students in the future.  

 

Africa trip 2012. The whole gang reunited. From the back left: Nate (WSU eng.), Eric (WSU eng) Prof. Nassar 

Kashou (WSU Eng.) Justine, Mac (OU med sch.), Mike (OU med sch.) Leaning in Chris (OU med sch.) Bottom left: Dr 

Didier, Ginny (WSU eng) , Dr Sylvia, Corinne (OU med sch.) Janine ( Rochester Univ.) 
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Photos from the Ugandan teams trip: Installing solar panels at St Luke. No more working by 

lantern at this hospital! 

June 25 Off to Goma 

Today we head off to Goma, DRC. Pascal found a driver with a large minivan to take us. When it 

arrives it is smaller than expected. It seems like there is no possible way we can fit all the 

medical supplies and people in it. Now that the engineers are with us, there are ten of us and 

Justine. There is a driver and second guy from the rental company, who for unknown Rwandan 

reasons, has to come with us too. That makes a total of 13. We cram in as tight as possible and 

hold our back packs and other smaller bags on our laps. We are packed so tight that 20 minutes 

into the ride, people are saying their legs are numb. I am actually “seated” on no seat but 

rather the crack between two seats. The only thing holding me up, is that my butt is bigger than 

the crack. Someone comments they will never again complain about how small the seats are on 

airplanes.  
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Loading up the van for Goma                   We still have to fit how many more in here??? 

Half way to Goma, we stop for lunch in Rhengiri. This is where we will part from the Engineering 

group. They will stay here and spend time at the University of Rhengiri, interacting with 

students and professors and doing some teaching and computer repair. They will leave and go 

back to the US on Friday. After lunch the engineers decide they would like to accompany us all 

the way to the border. We all have gotten along so well, that we welcome the chance to stay a 

few more hours together, even if it means cramming like sardines back into the van. I think it is 

also worthwhile for them to see Lake Kivu and Volcanoes National Park, which we will travel 

through. At the border, they will be able to see the city of Goma, and experience firsthand the 

sharp contrast between Rwanda and the Congo.  

As we climb back in the van, Dr Didier decides he would also like to come along to see the 

Project Congo hospital in Goma. Ok- now we are 14 in the car, this is going to be tight. Ginny 

gets to sit on the floor half way under the seats, with her head poking up like a turtle in front of 

Eric and Janine’s feet.  We head off to Gisenyi the Rwandan town on the border. Gisenyi and 

Goma are as different as night and day. On the Gisenyi side, along the lake, there are beautiful 

villas with ornamental gardens. Even the poorer homes are stucco with metal roofs with well 

tended yards and fresh looking paint. Goma on the other hand is hell. When Nasser sees it, he 

thinks it is a refugee camp and that the city must be further inland. But no, he is looking at 

Goma in its entire splendor. The city is a collection of rickety single story wooden shacks. Even 

the grass does not grow there. Someone asked where the border line runs and I point out 

“where the grass stops” Literally you can see a distinct line where the green grass and lush 
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plants of Rwanda give way to a barren landscape of black dust and lava rocks. We have avoided 

the main border crossing into Goma (La Grande Barriere) and are taking the smaller crossing at 

La Petite Barriere. Dr Alfred has supposedly arranged a bribe with the commandant at this 

crossing to let our medical equipment across. I have been worrying about this moment for the 

last several months. They easily could confiscate all our equipment at the border. In the past we 

have always depended on Father Jean Pierre to take our stuff across. He is a local boy and 

friends with all the border guards. Alas, he has been transferred 1500 kms away to Mbuji Mai 

deep in the heart of the Congolese jungle. We will really miss him this trip. 

 

1.Border Crossing DRC-into the belly of the beast  2. Looking the wooden shacks of Goma from 

the Rwandan side where there is still grass and pavement   

Out first problem at the border is that our Congolese Visas, which we got from the totally 

incompetent Congolese Embassy in Washington DC, are stamped with the wrong date. A 

Rwandan official lets us go but warns us we will have trouble on the Congolese side. Next we 

find out our driver does not have an identity card or passport to cross the border. We will have 

to unload all our stuff and carry it across. Since all our boxes weight 50lbs and we have a lot of 

them, this does not sound fun. Dr Didier does not have a passport with him, so the Rwandans 

don’t even let him try to cross. Luckily, the Don Bosco  Van, that came to pick us up on the 

Congolese side, is given permission to cross over and get us, but it will have to join the long line 

of trucks and refugees fleeing the country and wait its turn. There are not as many refugees 

coming across at La Petite Barriere as there are at La Grande Barriere. At la Grande Barriere 

humanitarian agencies are reporting a 1000 people a day are fleeing. This is down from 3000 a 

day in April. Still it is obvious a lot of people are leaving with whatever they can carry on their 

heads or push in a cart. 

The Don Bosco van finally makes it across and we load our stuff in, and cross the border 

ourselves on foot. Once on the Congo side, they take our passports away, and say they will not 

release them till we can produce a copy of our Congolese letter of invitation, which is a 
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requirement to get a Visa. But we do not need VISAs. We have come already bearing VISAs.  We 

don’t have our letter of invitation, because we sent it to Washington, so we could get the VISAs 

we have in our hands. Dr Joseph maybe has a copy, but it is at his home and it does not have 

the original notary stamp (Congolese love stamps on documents) 

More haggling and eventually the Commandant comes out and invites us in his office. After 

exchanging the usually pleasantries and compliments and of course bribe, he agrees to let us 

through. He does however confiscate all of our military sea bags. He lets us keep the contents 

but announces” the bags are now the property of the Congolese army.”  Well, actually not all 

the bags, he will have to keep one for himself “so he can write the report.” He apparently needs 

to keep some of our medicines too for that “report.” Corinne bemoans under her breath the 

30$ she spent on her sea bag. I count my lucky stars we got through with so much or our gear 

intact. I feel a huge wave of relief as Dr Joseph, Dr Alfred and I get in the back of the van and 

climb on top of the gear for the ride through Goma to Don Bosco Ngangi. Into the belly of the 

beast. The students are up front and can enjoy their first glimpses of life in Goma as we bump 

over the rutted dirt streets and snake through the throngs of people. Gone is the pavement, the 

electric lights, the orderly shops and multistory buildings of Rwanda. Now it is smoke, dirt, lava 

rocks and shacks amidst swirling hive of desperately poor people. 

Our first stop is to see the Project Congo hospital. It has been relocated closer to Don Bosco 

Ngangi. The facility we opened last year was very pretty, since it was formerly a large Villa 

belonging to a rich Belgian family, It was however more expensive to rent and a long walk for 

refugees that have settled permanently around Don Bosco Ngangi.  Since these people are our 

target population, Dr Alfred and Joseph decided to move everything to the new location. They 

found a facility that had been used as a hostel and it cost half of what we had been paying. The 

new facility is all on one floor, so not more carrying patient on stretcher up one or two flights of 

stairs. The new facility is however more run down and dingier looking. The patient rooms are 

smaller, but overall it has more convenient layout for a hospital. We find the rooms full of 

patients. They had an appendicitis case earlier in the day and she is recovering well. There are 

the usual Typhoid and Malaria cases, along with some other interesting pathology. We don’t 

have time to stay long since they are expecting us at Ngangi. 

We arrive at Ngangi and get settled in our rooms. We then make an introductory visit to the 

little orphans in the Ushindi orphanage, which is located just below us. It is a mob scene with 

kids all wanting to be picked up and held. We walk around with two to three kids in our arm 

and a legion of other swarming at our feet demanding to be picked up too. There is so much 

love needed and so few of us to spread it around. 
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The Building that was our “home Sweet Home” while living in the ten acre Don Bosco Ngangi 

compound, which has a primary and secondary school, vocational schools. Orphanage, Ushindi 

center for infant and toddler orphans, medical center, nutritional center, power plant, child 

soldier rehabilitation facility, church, sports fields and vegetable gardens. 

 

Mob scene at Ushindi, Mac and friends                   Corinne and friends 

In the evening there is a big dinner at the Community House.  Father Gavioli says we are 

celebrating three things tonight. One is the wedding anniversary of two of the volunteers. The 

other is the renewal of vows of three of the priests and the last is our arrival. There is singing 

and speech making and some gift exchanges, along with a delicious dinner. A very welcoming 

first night at Ngangi. 
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June 26     First day in Goma 

After a stormy sleepless night I get up to go running with Corinne in the morning. My back and 

right hip really hurt and there is no way I can keep up with Corinne. We do my usually running 

route in Goma; round and round the Ngangi soccer field. We attract less attention than Lizzy 

did when she ran last year, but there are still plenty of kids to run along after us and yell 

Muzungu, Muzungu (white person.) 

After breakfast we head to the Don Bosco Medical center. There are almost no patients. Due to 

financial cut backs they are only taking care of the children at the orphanage and school. We 

spend the morning fixing broken medical equipment and to my relief we get the best of the 

oxygen concentrators running again, as well as, several other pieces of equipment. 

In the afternoon we sort through the half ton of medical equipment and supplies we have 

brought and decide which items will go to which hospital. It at first seems like a daunting task, 

but many hands make the work go fast. When we finish the boys go out and play soccer and 

basket ball with the kids. Corinne and Janine get Swahili and French lesions from the kids. 

 

Janine and Mike sort equipment           Mac and Mike out playing with the kids 

By mid afternoon Dr Joseph comes to take us to the Project Congo hospital. Although it is late 

there are still patients waiting to be seen. Our first patient is a mid aged man with back pain. I 

inject his back with Cortisone and the students, who are all from Ohio University College of 

Osteopathic Medicine, do manipulate on him.  We are told  word of our trip last year, and how 

Brandon and JD (also OUCOM students) “did special massage on backs which  took away pain” 

has spread and Dr Joseph say more back pain patients have already asked for appointments for 

tomorrow. The OU students take over and do manipulation on our patient. They are all very 
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good at it and the patient reports significant improvement. He wants to return in 2 days for 

another appointment. From there on, there is plenty to see and do. All the students get to do 

injections, mix medication and give medications IV push. Over the next few days hopefully we 

can train them to start IV’s and run lab work. 

 

1.Chris does Osteopathic Manipulative Therapy (OMT) on a patient 2. Mike injects a back 

Dr Alfred’s post appendectomy patient is not doing well. She has developed a wound infection 

and the wound burst open. Contrary to what we are taught in the US, Dr Alfred tried to suture 

the wound back together.  Jonathan, a Congolese medical student, has been treating the 

partially open cavity with sugar and Flagyl. The results is a deep gaping wound , oozing pus and 

partially held together in the middle by the sutures Dr Alfred tried to put back in. I advise 

opening the wound completely, debriding and irrigating it with antibacterial solution, as well as, 

IV antibiotics. We will then have the students do daily dressing changes and irrigation, while the 

wound heals by secondary intention, hopefully before the patient gets peritonitis.  Somewhere 

in the process of all this, the power goes out and everyone is forced to work with headlamps or 

kerosene lamps. We can really appreciate what a blessing the solar panel project, has been for 

St Luke’s hospital. Now that the WSU engineering student have that up and running the staff of 

St Luke will never again have to start and IV or examine a patient by the light of a smoking oil 

lamp.  
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1.Infected appendectomy after cleaning and debriding. 2. Working by lantern light 

June 26 

We spent the day at the Project Congo hospital. The student’s got to use their osteopathic skills 

on several patients and also branched out and did some physical therapy with an elderly stroke 

victim  Not only did they work on strength and range of motion, but Corinne also tried to 

whittle him a cane from a stick she found. Considering the thickness of the stick and the small 

size of her pocket knife she actually did not to a bad job, but Justine found a broom handle that 

made for a much nicer cane. Corrine gets an “A” for effort though. They also got to run some of 

the lab tests and give the IV medications. The city electric was off almost all day. We had 

planned to do a hernia surgery, but that has to be postponed. We did most of the morning care 

with flashlights and headlamps. Around noon they started the hospital generator for a short 

while so we could run the laboratory machines and do ultrasounds and EKG’s.  A woman, who 

was 24 weeks pregnant, provided a chance for the students to get their first hands on 

experience using an ultrasound.  The scan showed a healthy baby girl.  

 

Physical therapy on a stroke victim                     Doing Ultrasounds 
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 We got an EKG on a middle age women who had been having heartburn and chest pain. She 

went to a local witch doctor who told her she had been poisoned. She then went to another 

hospital where there was no EKG machine and was told she had stomach problems. Our EKG 

shows she has had a heart attack sometime in the recent past. She shows signs of blockage in 

other parts of her heart too. Here there is no possibility of getting a heart cauterization or 

cardiac bypass. She will have to be managed with medication alone. Her next heart attack could 

easily be fatal. We admit her and give her aspirin and nitroglycerine from the bottles I brought 

with me, that have been saved over the last several months by the nurses I work with in ER. 

When we have chest pain patients in the ER, the nurses have to open a new bottle for each 

patient. The patient often only gets one or two pills, and rest of the bottle is thrown in the 

garbage. I am glad our garbage can be put to such good use in the Congo.  

In the late afternoon we return to Ngangi and the students play soccer and basket ball with the 

kids. One of the Congolese teachers watches them and remarks to me that he is impressed by 

how willing they are to just mix right in and play with the kids and how at ease they seem with 

them. He says often the volunteers from Europe act like they have never seen a black person 

when they first arrive. He is right; our group is right out there playing sports or talking to the 

kids and trying to learn phrases in French and Swahili. They let the students practice their 

English skills with them. They do fist bumps and shake hands with dozens of little kids who line 

up to see them and pick up and hug the toddlers. Big or small, the kids love the attention. 

 

 
Out with the kids                                                  Coaching Basketball 

June 28  

During the night I was keep awake by the sound of coughing and crying in the Ushindi 

orphanage below our rooms. In the morning we did rounds and found multiple babies and 
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toddlers with respiratory infections. We spent much of the morning doing physical exams and 

giving breathing treatments. I also saw patients at the Ngangi Medical center. Ngangi is 

experiencing a lot of financial difficulties. Donations are down, as well as ,assistance from the 

UN. They have had to close the inpatient malnutrition center. They still take care of 65 

malnutrition cases but the patients are cared for at their home by their families and Ngangi 

provides the food. The children then come three times a week to Ngangi to be weighed and 

measured. Even this program is in danger of ending if they do not get some emergency 

assistance soon. I have been sending pictured to the Salesian Mission office in New York in 

hopes of some aid. They have helped Ngangi in the past.  

 

Mike examines an infant at Ushindi          Corinne does a breathing treatment 

The financial problems are also evident at the Medical Center.  They no longer can afford to pay 

a full time doctor, so much of the time everything is done by nurses. The lack of medicines and 

medical supplies is very evident. The medications we have brought with us do not come 

anywhere close to meeting their needs. I could have brought ten times more and it would not 

have been enough. 

At 1 pm we leave and go to the Project Congo hospital. There are several patients who need 

EKGs. We review some EKGs as a group along with Jonathan the Congolese student. It becomes 

evident that even though he only has a year to go in medical school, that he has never seen an 

EKG and knows nothing about interpreting them. He knows a lot about heart murmurs and 

congenital heart disease, but virtually nothing about ischemic heart disease or heart attacks. He 

is eager to learn and the students draw pictures and tutor him. He still has a long way to go.   
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 In addition to all the regular patients, Dr Alfred has a hernia surgery scheduled. We do not get 

all of the outpatients seen until about 3:30 at which point, it comes to our attention that we do 

not have the medication to perform the spinal anesthesia. Justine is dispatched to go buy some. 

We don scrubs, cloth caps and masks that do not really fit. The operating room seems very 

primitive. Someone remarks it is like operating in your garage. They do have a good surgical 

table, but only a single electrical outlet. Light come from a single bulb hanging from the ceiling 

and from battery operated head lamps. Jonathan will be first assistant to Dr Alfred and I will be 

anesthesia. 

 I do a spinal block on the patient with Bupivacaine but there is no Ketamine for sedation. All 

surgery in the Eastern Congo is done with only regional blocks, local anesthetics and some 

sedative medications. The gases and machines to perform gas anesthesia are unavailable in the 

Eastern Congo. Instead they just shoot some numbing medicine in the spine canal and perform 

a spinal anesthesia, then give an IV sedative so the patient does not care.   I am told there is no 

Ketamine for sedation, so the patient will be wide awake during the procedure. 

Initially things go well. Dr Alfred operates confidently with an almost bloodless field. Shortly 

into the procedure the power goes off and we are in the dark. Alfred continues by head lamp, 

till we hear and sound of the generator powering up and soon have the overhead light again. 

Then the patient says he is going to vomit. He vomits huge quantities on to the floor. It is 

evident he has not been NPO prior to surgery. When questioned, he admits he ate a lot just 

before surgery even though he was told not to. He said he ate because he “was scared.” I want 

to give antinauseant medications, but find there are no other medications in the room. Corinne 

goes out to find some along with syringes. After the nausea medication the patient becomes 

agitated. He flails his arm around. He also states he is starting to feel pain. We need some 

Lidocaine to numb around the wound. Again there is none in the room. Someone has to leave 

again to find it and some more syringes. Even so the patient keeps moving his hands and jerking 

around. Someone is sent out to find Valium. They come back saying there is none, but late Dr 

Joseph finds a vial, which we give. That calms him down and Dr Alfred finished the 

procedure...The final result looks good. He is sleeping soundly as the guys pick him up and load 

him on a primitive army stretcher to be moved back to his room. The stretcher is fairly long and 

it takes some acrobatics to maneuver the patient out of the operating room and snake through 

the narrow doors and corridor, out into the courtyard then into the patient ward. 
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Spinal Anesthesia                 “It’s like operating in your garage” (Mac quote) 

 

1. Corinne and Janine up in surgery viewing gallery seats (up with all the broken 

equipment) 2. Chris and Mac move patient back to his room. 

Tomorrow they plan on operating on a pediatric patient. I am not keen on the idea, but it looks 

like it is going to happen whether I like it or not. The students and I discuss it amongst 

ourselves. The best we can do is be proactive and try to make the situation as safe and effective 

as possible. We will put a power strip in the room, so we can use multiple electrical devices. We 

will make sure the child is on a monitor. We will have the oxygen concentrator available. We 

will charge the battery operated suction unit we brought with us. We will buy Ketamine. We 

will set up tray with anticipated medications, and supplies so people do not have to leave the 

room and hunt for things during the procedure. I pray things go well. 

 June 29 
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We start the morning doing rounds on the infants and toddlers at orphanage. There are lots of 

breathing treatments to give but most of the children with bronchiolits are looking better after 

their steroid shots yesterday. Corinne notes that one of the babies has a new rash. I look at it 

and it is Chickenpox or Coxsackie virus. She is moved to an isolation ward but I think we could 

be in for an outbreak considering the children often sleep two or three to a crib. 

From there we go to the medical center where Andy and Chris have been learning how to use 

the X-ray machine and develop films from Nurse Emmanuel. I notice they are still using the 

developing chemicals I bought in 2009, but they still seem to work. Andy and Chris have already 

taken X-rays of their hand and ankle and the results look good. They take chest x-rays of 

themselves that are overexposed but a few adjustments to the settings and the problem is 

taken care of.  They show the rest of the group the basics and they are now trained and ready 

to take on patients. The do chest x-rays on two toddlers from the orphanage. The X-rays are 

suspicious for TB so we will refer them for testing at the Provincial Hospital. 

 

Taking x-rays at Ngangi 

After we finish at the clinic Dr Joseph comes to take us on a house call. He says it is an elderly 

Belgian man who is dying of cancer and needs better pain control. Opioid pain medications, 

such as Morphine, are unavailable. The patient has been taking Tylenol and Ibuprofen but is still 

suffering terribly. 

We arrive at the property which is located on Lake Kivu. Unlike Goma, which is devoid of grass 

and trees, this place is a lush tropical botanical garden. When the gates are open we see dense 

growths of bamboo and palm trees with and under growth of exotic plants and flowers. There 

are well maintained paths thought the park like setting.  The drive snakes up to a Belgian 

colonial villa that seems forgotten in time and has clearly seen better days.  It is almost creepy 

in the dark dense forest. Around it there are rusting broken down cars that probably have not 

run for twenty or thirty years. There are other broken down remnants scattered around that 
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bespeak happier times. At the entrance to the house a large African Gray parrot stands sentinel.  

We are met at the door by a Belgian shepherd. The patient is sitting in a wheelchair in the front 

room. He is 86 years old and clear has very little time to live. He is thin and has a gaping wound 

in his neck where his cancerous lymph nodes have eroded through. He has pain whenever he 

moves. He seems to have some dementia or brain metastasis.  He is labile emotionally and cries 

at the mere mention of Katanga, the Congolese city where he was born. His family has lived in 

the Congo since the 1800’s when it was a colony of King Leopold of Belgium. Now he is the only 

one left. His only son lives in England. He is cared for by his much younger Congolese wife. He 

kisses my hand and asks if I am a Walloon (French speaking Belgian as opposed to a Flamand a 

Flemish speaking Belgian) He then becomes briefly agitated saying he does not allow Flemish in 

his house. I have little to offer him pain wise. I give him Tramadol which is a mild narcotic. The 

Tramadol I brought with me to the Congo was actually prescribed for my dog. Sad to think that 

a dog in the US can get stronger pain medication than a human in the Congo. We also suggest 

that his wife might give him marijuana (which is readily availed here) mixed in his food to 

stimulate his appetite and calm him. He takes the Tramadol and falls asleep. His wife takes us 

on a tour of the property. The path through the forest leads down to Lake Kivu and offers a 

spectacular view. It turn out the man was an Agricultural Engineer. His passion and hobby was 

creating the enchanting forest around his property. There are diverse plants and trees, as well 

as, exotic birds. He has prepared a tomb for himself in the midst of his creation. He has lived his 

life here and wants to die here. I can understand why he refused to go to Belgium for treatment 

at his wife’s urging. We leave the man, in his manmade paradise, and return into the depressing 

Armageddon like landscape that is Goma. 

 

The elderly Belgian patient           His home, engulfed by forest 
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Belgian’s exotic forest                                         Corinne under huge bamboo stalks 

We head to the Project Congo Hospital where the pediatric hernia surgery patient is waiting. 

This time we try to set up everything we could possibly need to ensure a better anesthesia and 

to deal with any complications or problems. We have working suction and oxygen, as well as, a 

blood pressure cuff and pulse oximeter. In addition to Bupivicaine for spinal anesthesia, we 

have Ketamine, Valium and antinauseants. We have extra IV fluid in case his blood pressure 

goes low and preoperative antibiotics. The child submits to it all bravely. I give him a mild 

sedative before doing the spinal block along with something for nausea and then Ketamine. He 

has to be redosed several times during the operation, but over all maintained good vital signs 

and only has a few episodes were he moved or briefly seemed uncomfortable. I am relieved it 

so well.  

    Pediatric surgery  Dr Alfred  

Janine did not participate in the surgery because she was feeling nauseated and dizzy ever since 

the long bumpy drive to the Belgian’s house. Justine prepares a place for her to lie down and 
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she took some nausea medication, but by the time it is time drive back to Ngangi, she is feeling 

worse. Once back in our rooms she has vomiting and diarrhea. We also discover there is no 

water in the entire building. It does not work because the cistern is empty.  There will be no 

resolving that tonight. No showers or toilets, this is very poor timing. 

June 30 Congo Independence Day 

Today is the 52 anniversary of the Congo’s independence from Belgium. They may be 

independent from Belgium, but they are a long way from being free, safe or self sufficient. 

There does not seem to be much to celebrate on this national holiday. There are concerns there 

could be riots in the city or some type of increased activity by the militants in the nearby hills. 

We are advised it would be best to stay at Ngangi today and not try to venture into town. The 

UN helicopter patrols are noticeably increased and they fly low, crisscrossing over the top of 

Ngangi all day with their familiar thupa thupa thupa. 

UN Helicopter 

Janine is feeling better, but still not up to par, so a day off is a good idea. All in all, I think some 

down time is a welcome change for all of us. We do rounds on all the babies at the orphanage 

in the morning and administer breathing treatment and such. We also sort some more through 

medicines and supplies. The IV catheters I have brought do not work with the IV tubing they use 

over here, so we have a box of them that is useless. We spend some time before lunch 

practicing IV’s on each other. Those who have used the type of IV catheters found in Africa find 

them easier to use. They actually are, and they have built in access ports. Our IV catheters are 

tricky because they have a built in system to insure the needle retracts after insertion. This way 
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no one can inadvertently get stuck by a needle. We place safety over convenience.  

C 

y some people 

Clearly some people are more traumatic than others when starting IVs on their friends. Kudos to 

the victim who took it all in stride and even allowed more attempts. 

 

 Safety is lacking in every aspect of African life. One thing we all notice over here is that Africans 

seem to place no value on safety. Every day ,in dozens of ways, we see common sense safety 

rules being disregarded. Welders never wear glasses. People crowd into open bed trucks and 

bounce over the rutted tracks that pass for roads. Moto taxis with multiple passengers weave in 

and out of traffic in a city with no stop signs or traffic lights. Yesterday we saw a guy working on 

a power line. Not only was he oblivious the dangers high power direct current, but he had a 

ladder against a house and he was perched in flip flops, not on the last rung, but on the actual 

two side ends at the top of the ladder, one foot on each side. 
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Ladder Man; Life in Goma is always risky from the smoke belching Volcano Mt. Nyiragongo 

(seen in the back ground) toxic gases in lake Kivu, nonexistent traffic rules, poor sanitation, and  

plethora of diseases to the constant threat of violence from the nearby war zone. Easy to 

understand why National Geographic called it “the most dangerous city in the world” 

After lunch, the guys go out and play soccer and basketball with the kids. Corrine and I go for a 

run around the soccer field. I walk the lap few laps as a cool down and gather a large herd of 

little kids, who want to follow me and hold my hand. I turn my I Pod on high and let the ear 

phone dangle so they can listen to music. They find old time American fiddle tunes to be 

hilarious. I think it just sound like pointless screeching to them. Anything in a minor key is just 

plain strange. They actually prefer classical music like Vivaldi’s four seasons. Overall they like 

anything that is in a major key and involves singing the best. 

By late afternoon, we are all back at our rooms reading, playing cards or just resting. The high 

point of the day is that we have water.  Not only that, but the hot water heater is working for 

the first time since we have been here, The hot water is cantankerous and it starts and stops 



 
 

27 
 

leaving you either freezing or burning, but it feels like heaven, when you are as grungy as we all 

are.  

foot, whose owner shall remain anonymous, but 

really it could anyone of us by now 

July 1 Mugunga Refugee Camp 

Today is Sunday, and since Don Bosco Ngangi is a Catholic mission, we all go to mass. They have 

a huge building that once was a warehouse. In 2008 when I was here, it was used to house 

refugees. Three thousand people slept in it each night. Now it is a church, but by the look of the 

basket ball nets, must also serve as a basketball court too. Today for mass there are maybe 

2000 people dressed in their Congolese best. The service lasts almost 2 hours. The singing and 

dancing is unbelievable. For a magical moment the Congo seems like a place of peace and 

beauty and one is transported far away from the daily suffering and poverty. 

After mass we head off to visit the Mugunga refugee camp. Officially there is only one 

remaining camp with 22,000 inhabitants. That is a far cry from the 2 million displaced persons 

that were living around Goma in 2008. Officially the”crisis” is over, but Mugunga is not the only 

camp. Since fighting in the surrounding hills escalated in March of this year, hundreds of 

thousands have fled their home. Most try to make it to Rwanda or Uganda, but those who 

cannot travel that far end up in Mugunga. Thus Mugunga, more than any other camp, is a camp 

of the sick, the weak and the very old and the very young. Also, off the record there are two 

more unofficial “Mugunga” camps. No one knows exactly how many refugees are in those 

because humanitarian organizations have been denied access. The estimates however are at 

least 7,000 in each camp. 
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Scenes from Mugunga Camp 

Last year when we came to visit Mugunga we were denied access. This year surprisingly, Dr 

Alfred is able to get us in and secure permission to take pictures. I think this is partially because 

the “president “ of the camp (a thin man in threadbare clothes on crutches) wants someone to 

bear witness to what is going on here. Since the area is now longer considered to be in “crisis” 

after the supposed peace accord of 2009, there is almost no international aid coming in. The 

only food is that which has been send is for children who are deemed severely malnourished, 

and they have not received that food for the last two weeks. There is a small one room clinic 

but no visible medicines. Save the Children sent money for medical care and contracted with a 

hospital in Goma to provide care, but the funds have almost run out and the hospital will only 

accept only obstetric cases that need caesarean sections. All other cases are turned away.  
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The conditions in the camp are deplorable. They are every bit as bad as in 2008. We have an 

Italian journalist with us who has traveled all over the third world. She says she has never seen 

anything as horrible as this. Up until now, the worst she has seen was Haiti after the earthquake 

and she says conditions in the camps here are worse than in the displacement camps there. 

 

Children of Mugunga 

The camp is however a little less compact then the camps in 2008 and because much of it is on 

a hill side it is less muddy. The dwellings are mostly made of tarps spread over small rickety 

frames. There are some even smaller huts made from piled up rocks with blankets stretched 

over the top to make a roof. There are few larger framed buildings covered with plastic, where 

people sleep communally, packed like sardines on the floor. 

 

School                                                                         large multifamily shelters 
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Several refugees tell us their stories. There is a nurse who describes how his village was 

attacked and he fled. He says everyone either fled or was killed. He then went on to name a 

long list of villages in his area that have been abandoned. Asked if he thinks he can ever go back 

home and he says no. His wife delivered a baby enroute. Do to stress and her lack of food 

intake she has no breast milk for the infant, who lies listlessly in her arms.  We find another 

women lying on the ground. When her village was attacked she fled with her baby on her back. 

Her son was shot dead in front of her. Her husband was shot too but she does not know if he 

lived or died. Her three daughters have disappeared. She has no idea if they are all dead. 

Another woman was shot in the arms. Her left arm dangles uselessly and appears to have been 

fractured. She was able to get the wounds dressed at a hospital along the way, but has received 

no further care. Another woman describes being raped by “Rwandan Hutu soldiers” She has 

had no medical care and has constant discharge from her untreated wounds. The stories go 

on… 

  

1. Gunshot wound  2. Woman who lost her family  3. Patient taken to Project Congo 

 

We see a variety of medical cases, from premature babies to end stage liver disease. We are 

taken to a women laying in agony on a blanket outside. She is burning with fever and has severe 

left lower quadrant abdominal pain. We decide to take her back to the Project Congo hospital 

in our vehicle. Some of the other cases will have to come by moto taxis or on foot. 

The ride back to Goma is agonizing for the women. She is slumped over and groans as we 

bounce over the rutted road. We plan to start IV antibiotics and anti inflammatory medication 

for pain and fever when we get back. We cannot do lab work or if needed surgery until 

tomorrow at the earliest. 
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We arrive at the Project Congo hospital and move her on to the Ultrasound table. The students 

put together a tray with everything I need to start and IV and antibiotics. With this, for once in 

the Congo, something happens fast and efficiently. I get the IV started, as the students load 

syringes with the antibiotics. In minutes she has received a fluid bolus, two different IV 

antibiotics and something for pain. She seems comfortable for the first time.  Just as we turn 

the Ultrasound on, the power goes out. I ask for the backup generator to be turned on, only to 

learn we are out of petrol. I wait for a little bit, on the very outside chance the main power will 

come back on, but that is unlikely on a Sunday afternoon. Jonathan, the Congolese med 

student, comes to the rescue and offers to go out and buy a small quantity of petrol. He comes 

back with a water bottle full and we fire up the generator. 

 

Teamwork caring for the Typhoid victim from the camp 

Dr Alfred takes a look with the Ultrasound and does not really see anything. I however think 

there is free fluid in the pelvis and dilated loops of bowel in the left lower quadrant. I suspect 

Typhoid fever with possible intestinal perforation. However, because she does not have a truly 

rigid abdomen and because we do not have enough surgical supplies to operate on her tonight, 

she will undergo the typical Congolese medical trial by fire. That is she will get IV antibiotics 

over night and tomorrow we will see if she is; the same, better or dead. 

In the evening, back at Ngangi, we talk a lot about what we have witnessed today. It seems 

incompressible that there should be such suffering just a few miles outside of Goma. Goma has 

20,000 UN peace keeping troops, the largest deployment in the world, yet they do nothing to 

protect these people. Goma has scores of international agencies based there; UNICEF, Oxfam, 

Save the Children, Heal Africa and many more than I can name off the top of my head. It seems 
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like they don’t venture outside of their large well appointed offices and villas. At the same time 

the Congolese government refuses to declare another state of crisis because it would be 

admitting their failure to maintain order, despite millions of dollars of international aid and 

pressure. In the meantime no one hears the cries of those innocent victims who have no voice; 

the women, the children, the wounded and displaced. 

June 2 

There were lots of coughs and colds at Ngangi medical center this morning, with a single case of 

malaria which got admitted. 

In the afternoon, at the Project Congo hospital I find the women from the refugee camp not 

only still alive but actually a little better. Her Typhoid fever test is positive, as well as, Malaria. 

Ultrasound today shows persistent fluid in the pelvis.  This fits Typhoid fever with micro 

perforations and peritonitis. She has bowel sounds again and is less distended. She even ate a 

small amount. The decision is to stay the course with antibiotics and see if she can avoid 

surgery. 

Another elderly patient with Typhoid develops chest pain and shortness of breath. Her EKG 

shows unstable angina. We give Aspirin, Nitroglycerin and a Beta blocker. She feels better but 

later starts to vomit. She is probably an evolving heart attack, but we can do no more for her 

than the Nitro and Aspirin. 

The rest of the group goes shopping with Justine at the open market to try and find 5 gallon 

plastic Gerry cans. The plan is to cut the tops off and use them as chemical dip tanks for 

developing x-rays. They return with the cans and souvenirs.  It sounded like they had fun on 

their adventure into town except that Chris got pick pocketed by a street child. 

With the tops cut off, the Gerry cans are just the right size. The largest size x- ray fits right down 

inside. They make a dark room by closing the windows off in a store room with duct tape and 

cardboard. We still have not had a stand for the x-ray machine built but maybe tomorrow we 

can take some x-rays with the machine poised on a table. 

June 3 Malnutrition Clinic 

I spent the night sleeping on the floor in the hall because I left my room keys at the Project 

Congo hospital. The babies in the orphanage below were restless and cried and coughed all 

night. The sounds came right up to me lying on the tile floor, like they were coming through a 

loud speaker. 

Today is malnutrition clinic day. Ngangi is a referral center for malnourished children. Times are 

hard though and the food ware house is bare. The World Food Bank has stopped sending bulk 
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food and infant formula.  Ngangi has had to cease inpatient care for the children and rely on 

sending food home with the parent with close follow up. In the past severe cases were 

admitted and lived at Ngangi for often three to six months. Now the children are seen three 

times a week and are weighed and fed. It cost 2.00$ a day to feed an infant (because of the 

special formula) and 1.00$ a day to feed a child. The staff has no idea how they can continue to 

function unless they get some emergency aid. The children are only being feed corn meal and a 

thin porridge made from peas. Still this is better than they would get otherwise. 

 

Weigh in and reception at the Malnutrition Center 

 

1. Cooking on a large scale    2. Carrying out vats               3. Food line 
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Serving 

       

 

There are a lot of new cases being referred from the refugee camp and the clinic is really busy 

today. The stick thin legs and large distended belly that characterize Kwashiorkor ((severe 

protein calorie malnutrition) are evident everywhere. Many of the children’s black kinky hair 

has turned a dullish red color, which is also indicative of severe malnutrition. 

I stay most of the morning at the Ngangi Medical Center. The center is very busy because as 

new malnutrition cases come in, some are send to the medical center for further evaluation 

and care. The worst case of the day is Christian, a four year old from Sake 15 miles away, where 

there is active fighting. His family fled and ended up in a refugee camp: another innocent victim 

of the Congo conflict. Despite treatment through the Nutritional Center, he is failing to gain 

weight. The child is listless with match stick legs and arms and a swollen stomach. His sunken 

eyes stare off at nothing. He is no taller than an 18 month old child in the US. He has been 

having persistent diarrhea, so we will treat him with worm medication and do Typhoid testing 

along with an antibiotic for diarrhea. Overall I suspect intestinal Tuberculosis, so we will start 

him on presumptive Tuberculosis treatment until confirmatory testing can be done. He will 

need sputum cultures because in his state of advanced malnutrition skin Tuberculosis testing 

useless. 
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 Christian age 4 

Janine, Michael and Corrine spend most of the morning at the malnutrition center. Chris and 

Andy are kept busy doing x-rays at the medical center. Amongst the cases from the 

malnutrition center, there are at least three chest x-rays that are suspicious for Tuberculosis. 

In the afternoon we are back at the Project Congo hospital. The plan is to try to take our first x-

rays there today with the new machine we have brought. We have two 5 gallon Gerry cans with 

the tops cut off for the developer and fixative chemicals and a small trash can as the rinse 

basin. The Gerry cans smell like gasoline but Michael spent a lot of time rinsing them out as 

best he could. The next problem is that the room that is to become ‘the x-ray department” is 

locked and no one can find the keys. Dr Joseph and the watchman break the door lock and 

splinter the door pretty bad. Now we can get in but the door is ruined and you have to use 

pliers to get in and out. Justine shows up a little later and it turns out she had the keys all along. 

The future x-ray department is also filled with boxes of medications and supplies. Before we 

can take and x-rays, we need to clean it out and sort things. There is so much stuff, that it is a 

daunting task. Things are just jumbled together in boxes, and have never been unpacked since 

the move from the old hospital location to the new one.  Corrine and Janine take on the task of 

sorting medications and organizing the pharmacy. Everyone else starts sorting through boxes. It 

is frustrating because there are a lot of damaged and useless supplies. A lot of things need to be 

thrown away. A lot of other useful things are rediscovered like old friends; a cast saw, 

orthopedic braces, fuses and parts to fix things, surgical instruments…  We after hours of 

sorting and organizing, we finally get things whipped into some sense of law and order. It is a 

relief the see labeled boxes now neatly stacked up and medicines lined up in pharmacy by 

usage and type. We finally will be able to find things. 

With the X-ray room now cleaned out and set up, we shoot the first X-ray. We wait outside the 

door as Andy develops the film; only to hear him call out it is all black with no image. My mind 

races. Could it be contamination from the gasoline in the Gerry cans? Does the x-ray machine 
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not work right? Is our film light exposed and ruined? A quick evaluation reveals that what 

happened was that the x-ray cassette was actually backwards with the lead side facing the X-ray 

machine. The rays were unable to penetrate the cassette to the film. A quick retake and this 

time a perfect x-ray- hurray. 

  

1.Janine and Corinne organize the pharmacy  2. Dr Joseph with the first x-ray taken at Project 

Congo 

In the delivery room, where we set up the incubator that the Wright State student built, thing 

are not going so good. We turned the incubator on earlier to see if it would maintain 

temperature. Someone notices the smell of smoke and we go in to find the heating element has 

melted the plastic strut it was bolted to.  

 

Incubator designed by Wright State engineering students 
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Other than that, many of our patients are improving. The women from the refugee camp is 

getting up and walking some. The women with post appendectomy infection and large gaping 

abdominal wound is amazingly walking around with a child slung on her back. She credits us 

with saving her.  

In the evening, back at Ngangi, there is a disturbing amount of UN helicopter activity. I have 

never heard so many helicopters patrolling at once. There are nervous jokes at the table that 

the soldiers are just joyriding or burning up fuel to justify their existence, but even the long 

time Goma residents feel that something is up. There was fighting the previous night up around 

Massisi with reported deaths. Who knows what is up tonight? We will know in the morning 

because although there is no TV news or newspaper here, gossip travels fast in the Congo.  

July 4th Independence day in the US 

Despite all the helicopters last night, we did not hear about anything bad happening during the 

night and during the day the 20,000 UN troops in Goma are a scarce as ever.  

We spend the morning at Ngangi medical center mostly doing wound care. A teenager fell off a 

moto taxis a few days ago and was treated by the night nurse. Father George told me at 

breakfast that he did not think the wound looked right.  

When I saw the boy, the nurses were trying to change the dressing and wash it off with alcohol. 

Not only was the process painful, but it not addressing the fact that the patient whole side of 

his face was swollen and draining pus. When I looked it closely, it had been roughly sutured 

together probably without cleaning the dirt out first. Pouring alcohol over the top of all this was 

doing nothing more than causing pain. I numbed him up with lidocaine and removed the 

sutures, unleashing a flood of pus. For the next hour everyone took turns irrigating the wound 

and slowly debriding all the necrotic tissue. The final result looked surprisingly good and I think 

it should head well from here on. We will see him again tomorrow. 
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J 

Janine irrigates and cleans a facial wound             Corinne starts and IV 

Another boy had an infection of the index finger that had turned into a cellulitis of the entire 

hand. He received pain medications and IV antibiotics and I drain a large amount of pus from 

his finger. A teen age boy had cutaneous larva migrants of the big toe. That is a worm that gets 

under the skin and eats its way around. It left a tract where the parasite entered, and then a 

large necrotic area that all had to be cut away and cleaned. Chris handled that wound almost 

entirely by himself after I did the anesthetic block. We gave him parasite medication and 

antibiotic afterwards, but the wound will need to be checked and cleaned daily. 

 Chris  works  onC 

Chris cares for an infected toe 

After lunch we went to see the Carmelite Sisters Hospital. It is the nicest medical faculty I have 

seen in the Congo. Everything was spotlessly clean and the open architecture made to buildings 

bright with natural light. The surgery was all glass and stainless steel and looked modern except 

that it lacked oxygen, monitors and gas anesthesia. I was surprised to learn they had no x-ray 

capabilities. The lab was Spartan but they had a blood bank. They also take in some 

malnourished children and have also stopped receiving food stock from the World Food Bank. 

Other than the malnourished children, most of the patient were private paying patients and 

seem to be from the upper class of Goma. That may account for how the how the hospital stays 

financially solvent. 

There rest of the afternoon was spent at Project Congo, mostly trouble shooting things. The 

incubator might work with a few modifications and running it from a 6 volt battery. The 

electrical scalpels I brought do not seem to work with the electrocautery unit. The pulse 

oximeter I brought last year does not work nor does the cardiac monitor. It is hard to keep 

electrical appliances working here due to the power surges. 

The most frustration thing was taking x-rays with the new machine. We have the technique 

down pretty well at Ngangi with the hf-100, but this unit is an hf-80. All out films turn out way 

too dark today. We will have to study up on this and try again tomorrow. 
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July 5 Life on the edge of War 

Around 7:30 this morning we heard gun fire. A bullet actually landed near the church at the 

edge of the Don Bosco Ngangi compound. One of the priests brought it up the show everyone. 

The mood at breakfast was tense. The first report we got was that there had been and attack 

on the prison in town, in an attempt to free some of the rebel soldiers held there. We later 

learned that it was the rebel soldiers within the prison who had revolted because they had not 

been fed for three days. The shots had been fired to quell them. The prison is next to the 

market were everyone went shopping the other day. It is a mile and a half away but stray 

bullets especially if they were shot up in the air can travel far. 

What ever happened, it really got the usually invisible UN peace keeping troops out of bed this 

morning. Their helicopter patrols were omnipresent and flying low enough to see the machine 

guns. Not that it did any good, we later found out two more villages in the Rutshuri region fell 

to rebel forces today. We had planned a visit to the handicapped center, but canceled because 

of its proximity to the prison. 

By afternoon the word was that things were ok in Goma, so we did go to the Project Congo 

hospital. The power was out almost all day. There were noticeably less people out in the 

streets, but still life goes on in Goma.  

June 6  We meet the Simbas 

More gunfire during the night and a lot of helicopter activity. The word at breakfast was that 

the Rebels now control the border town of Bunagani and are keeping people from crossing the 

border. 

A father and two children have sought refuge at Don Bosco Ngangi and are being housed in the 

clinic. They are the only surviving members of the family. The father heard screams coming 

from their home and ran in to find his wife and two of his children hacked to death by 

machetes. The other two children had non life threatening wounds. He fled with them to 

Goma. The children are like zombies and their eyes reflect the horror they have witnessed. 

On a positive note, we meet with the Simbas girl’s soccer team in the afternoon. Project Congo 

has been supporting this team for several years now. Most of the girls are rape victims or street 

children. The Simba program combines soccer training along with schooling. The ones that are 

academically capable,  go to high school. The others are taking sewing and chef classes through 

a program called Miss Lizzy’s workshop (named by the players after my daughter Lizzy who 

played soccer with them last year.) Project Congo has been providing uniforms and soccer 

cleats, as well as, finding sponsor families in the US to pay tuition for the girls. It cost 250$ a 

year to sponsor a girl for high school and 100$ to sponsor vocational training. 
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We go to the municipal practice field, which is no more than a vacant, dust and lava rock 

covered lot, shared by numerous boys’ teams and the Simbas. The girls are all wearing their 

jerseys donated by the University of Dayton, so we are greeted by a throng of girls in red 

jerseys emblazoned with “Dayton” across the front. Our group of students participates in some 

soccer drills with the girls. Corrine and Mac stick out as our best players, but the Simbas are all 

quick and agile.  The high point of our visit is the distribution of soccer cleats, soccer balls and 

socks. The Miami Valley Youth Soccer Association, Dicks Sporting Goods and a private donor 

made this moment possible. They will have better shoes than the best boys team. For once 

women triumph in Goma. The boys look on with envy. 

The coaches invite us out for a drink at one of the ramshackle establishments that line the road 

to Ngangi. Unlike most of the shops on this road, which are cobbled together from wooden 

planks or sheet metal, this place was cinder block with plastic tables and music from a boom 

box. We paid for soft drinks for the whole team. In typical Congolese fashion there were 

speeches, with the coaches and girls thanking us, and Dr Alfred and me making speeches of 

encouragement? Afterwards the girls danced and our group made, what I am sure was, a pretty 

funny attempt to dance too.  It was fun and at the same time a positive afternoon. If these girls 

can get an education and build confidence and self esteem through sports, then there is a 

glimmer of hope in the Congo. 

 

Simbas with their new cleats and socks 

 

July 7 Last day in Goma 
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Today is our last day in Goma. In the morning I finish up on patients we have been following 

here at Ngangi. The hand cellulitis and facial wound are doing well and I leave instructions for 

their continued care. 

Before lunch we meet with a group of college students that want to exchange cultural and 

academic ideas with students from Europe and America. They ask a lot of questions and I serve 

as interpreter. They express their hopes to improve their country and vision for the future. They 

want to correspond with American students studying in the same disciplines as they are in 

order to broaden their horizons. We end with a lot of picture taking. 

After lunch I head to the Project Congo hospital to see some of the patients for the last time. 

Everyone else stays behind to pack and say good bye to the children with whom they have 

formed such strong attachments. Corrine especially has bonded with one of the babies in the 

orphanage. The infant is HIV positive and has severe reflux. She and Janine have spent a lot of 

time holding and loving the babies, who crave human touch so desperately. They take excellent 

care of the babies at Ngangi, but there  are so many babies and so many new ones coming in 

from the refugee camps, that there is no way to provide individual attention or cuddling. The 

babies are fed and diapered assembly line fashion and bottles are propped in their mouths.   

  c 

Co 

1.Corinne with her special baby 2. Diaper time at Ushindi  3. Daily laundry for Ushindi 
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1. Potty time Ushindi                             2. Triple bunked Ushindi 

At the Project Congo hospital most of the patients are doing well also. The infected 

appendectomy is healing well. The refugee camp woman is completing her ten days of IV 

antibiotics for Typhoid fever. A stroke patient is showing good progress and finally is getting her 

blood pressure under control. I leave encouraged. 

Around 4pm a car shows up with my whole group from Ngangi. I did not expect to see them 

here this afternoon, but Mr. Adolph and the Doctors have arranged a good bye dinner for us. 

They take us to a hotel on the lake that is gorgeous.   I did not even know places like this existed 

amidst the squalor of Goma. There is a huge meal waiting for us. Afterwards there is speech 

making and many thank yous. They plead with us not to forget what we have seen and to carry 

word back home of what is happening in the Congo. They express hopes of a better tomorrow 

and continued work together. 

Back at Ngangi, they also have a farewell dinner for us. We eat a second time and talk about 

what we have seen and how it has changed us. Father Galvioli gives us all Ngangi tee shirts and 

a dove pin. We will miss Ngangi, which seems like a haven of peace and safety within the 

warfare, poverty and suffering in the Congo 

June 8  Off to Bukavu 

Today we are off to Bukavu aboard the ferryboat Miss Rafiki. Almost everyone traveling 

between Goma and Bukavu goes by boat on Lake Kivu. The single road connecting the two 

cities is in terrible shape and is considered too dangerous given the current instabilities, even 

though most of the fighting is north of here. 

We get up at 5:30 AM for a 7:30 departure. We had been warned we might have trouble with 

officials at the docks because we are white and have so much gear to transport. Some type of 

bribe or shake down is almost a given. As predicted we get to the docks and officials claim I do 
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not have the correct VISA stamp in my passport, even though I obviously do, it is just a little 

hard to read. They take everyone’s passports. I wait patiently because I know Dr Joseph and Mr. 

Adolph are coming to meet us and they will be able to clear this up easier and cheaper than I 

can. Joseph shows up and first offers 1500 Congolese francs (1.50$)- no go. Two American Five 

dollar bills do the trick quite nicely. Mac comments “Abe Lincoln says we are getting on this 

boat.” We board and huddle in a corner of the boat to guard our large pile of stuff as we were 

told to do. The boat is crowded with a festive attitude. Music blares form loud speakers. The 

boats are built in Kinshasa, the capital of the Congo. It is located over on the Atlantic side. There 

are no roads that cross the country from west to east, but the interior river system, with such 

large rivers as the Congo River, is navigable by large boats. It takes three to four weeks to cross 

the country from Kinshasa to Kasangini. The boats seem well built, but I see no life jackets or 

life boat. The only security seems to be that they travel in pairs. We watch our sister ship chug 

along side us maybe 50 yards off to our side. 

 

1.Final Good byes in Goma   2.Playing cards down in second class (box of med supplies for a 

table)  

The scenery is beautiful. We pass forested islands and villages on shore. At one point a dugout 

canoe comes out from the Rwandan shore. Its crew paddles furiously right towards out boat. I 

am surprise to hear the boat cut it engines. The canoe lashes up alongside the boat and all sorts 

of goods are loaded on to it. It then paddles off. Other passengers tell me this is common. In 

this day and age of cell phones, people can call the ship and make a pick up. It is a weird 

juxtaposition: an almost stone age looking dugout and cell phones.  
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Islands in Lake Kivu                                       Canoe paddling out to meet us 

Jonathan really wanted to come with us to Bukavu but Father Gavioli forbade him. He is an 

Ngangi orphan and Ngangi pays his med school tuition, so father Gavioli has the last word. At 

the port in Goma Jonathan looked dejected. He tried to talk me into buying him a round trip 

ticket for the day, so he could go with us and come back on the same boat, hoping Gavioli 

would not find out. Dr Joseph nixed that idea. Instead Jonathan calls me three times on my 

phone during the trip and once after we get to Bukavu. I guess he is still going to be around in a 

way. That’s ok, I’ll miss him 

 

Soon we can see Bukavu and it is a sharp contrast to Goma. From a distance it could almost be 

a city on the French Riviera, with its multicolored Belgian era stuccoed villas. The arrival into 

port does not go so well. The boat comes stern first into the dock, then gets stuck between the 

dock and another boat. It takes a half hour of men pulling on ropes and pushing the back of the 

boat around with poles to get line up correctly so we can debark. I wonder if anyone will be 

there to pick us up since this is not the dock I can into Bukavu by last year. Not to worry, 

someone looks out the window and says “there are people standing out there with a large 

banner that says welcome Dr Sylvia and the Project Congo team.” Sure enough the staff of St 

Vincent is standing there with a large banner. On the dock we are greeted by a cameraman and 

a reporter from the Bukavu news. They interview me, and in my surprise, I think I come across 

like a stammering idiot. Certainly not the eloquent speeches the Congolese are so good at 

giving on the spur of the moment. 
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Pygmy Village                                                 Welcome to Bukavu 

Dr Jeff and Dr Philemon take us to their homes to meet their families and for a large meal. They 

both live in beautiful homes by Goma standards. Bukavu seems like a resort after Goma. There 

are spectacular views of the lake from the hills, colorfully painted houses, flowers and tree 

everywhere, and a fair amount of paved roads.  After Goma it feels like our eyes are starved for 

color. This is like a vacation. 

 

Bukavu 

July 9 First day at St Vincent 

Dr Philemon and Dr Jeff pick us up at 8am to go to St Vincent. We arrive and take a tour of the 

facility and get a briefing on the history of the hospital and the work they do there. They do a 

lot of surgery and OB, as well a, general medicine. They also specialize in the care of rape 
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victims and reconstructive surgery for rape victims. Despite all of this I am dismayed at the lack 

of medicines and medical equipment. The patient rooms are crowed and dark but that is the 

norm in the Congo. There is no running water in OB or surgery. The lab consists of only a 

centrifuge and a single non electric microscope, of lesser quality than most high schools would 

have. There is no oxygen for patients in respiratory distress or nebulizer for breathing 

treatments. The generator does not work well but they do have solar power to augment the 

sketchy city electricity. There is no working computer anywhere in the hospital. On the other 

hand the hospital is very well run and organized. There is a lot that could be copied at the 

Project Congo hospital in Goma. 

The hospital is definitely overcrowded. They are trying to build an addition to the hospital to 

provide better OB care. They got some funding from Italy but the money ran out.  So far they 

have only been able to build the bare bones exterior framework. It is three stories tall.  It could 

house 38 patients and would have running water, toilets, and operating room when completed, 

but they need another 50,000 to finish the building 

 

St Vincent entrance                                             Future OB building 
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Patient rooms 

The Bukavu news is back to film us taking a tour of the hospital. Dr Philemon tells us that when 

the cameraman leaves and we have some privacy, there is another group that would like to 

meet with us. It is a group a rape victims accompanied by Justine the social worker. I recognize 

Justine immediately from photos I have seen of her. Her story is another among the many tragic 

stories of rape and abuse here. I know it well because I have followed her progress through 

emails from Dr Jeff and I translated an account of her story last fall. 

Justine is the social worker that goes out into the remote villages and accompanies rape victims 

back to St Vincent for care. She also lodges many of them in her home during their prolonged 

stay for surgical and psychological care. Last September while she was accompanying a group 

back to Bukavu, the entire group was captures by soldiers and repeatedly raped.  The staff at St 

Vincent became worried when she did not come back on time and did not answer her cell 

phone. They started an inquiry and were eventually able to ransom her and the rest of the 

women. They took Justine in as a patient and cared for her, but the whole staff was shaken to 

have one of their own in their care. They also assumed Justine would give up her work, but 

about a month later she told Dr Jeff, she wanted to resume her work. She said that is where she 

was needed and if she gave up it would be allowing her captors a further victory. Today she is 

here with seven other rape victims who are currently staying at her home.  

We greet the women, and I introduce myself as a “mama of three children” from America. I tell 

them a little about myself and family life; that we live on a farm, we have chickens and a 

garden. I then invite them to tell us about themselves. Things such as how many children they 

have, where they are from, what do they hope for. They each step forward and tell of their past 

lives in remote mountain villages. Most were small scale farmers. All had children. I don’t ask 

them to tell about their rape incidents but many of them do, saying we cannot understand their 

story if we do not know what happened to them. They all say it was “Rwandan soldiers” who 

attacked them. That can mean a lot of things since there are several Rwandan militias, 

Rwandans in the Congolese army, and Rwandan regular troops. Many had husbands or other 

members of their family killed. All of them say they can never go back home. All of them say 

that they do not know how they will make a living now, since they cannot farm in Bukavu. As 

for their hopes and wishes, they center on regaining their health and being able to support 

themselves again. In many cases they hope to be reunited someday with their families, since in 

many rural societies’ husbands and families often reject rape victims and cast them out. 

In addition to the seven, Dr Jeff brings out a grandmother and her two grandchildren. I know 

this women’s story in advance also. One of our Project Congo Board members travels regularly 

to Africa and has befriended this family. He had been paying school tuition for the girls. About a 

month ago he received word that the grandmother had been captures and raped. Soldiers 
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entered their home wants to cease her two granddaughters. She told the girls to run and 

offered herself instead. They raped her and eventually released her on promise of a ransom. 

She was only able to pay part of the random and had to flee her home for fear of further 

retaliation. Project Congo contacted St Vincent, who agreed to take her as a patient. Dr Jeff says 

she suffered several physical and emotion damage. The patient plans to move to Goma to 

escape her tormentors. We will arrange something with Dr Alfred to take over medical care and 

to send money for the girl’s tuition in Goma. 

We part with all the women, and I tell Justine we would like to see her home and where the 

women are lodging. I am told it is very crowded. Another NGO promised last fall to build a 

“Justine House” to house women undergoing rape care at St Vincent and to provide vocational 

training for the women, in addition to medical care. Unfortunately they never followed through 

on their promise. Corinne is motivated to action. She is determined to do something when she 

returns to the US to try and raise money to build the Justine House. She took pictures of each 

women and Mike recorded their stories. She would like to meet with Doctors at some point to 

discuss things in further detail and get some estimates. Seeing where the women are currently 

lodged will give us all further ideas on the needs. 
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Justine (front in yellow dress) and the women that she cares for. Dr Jeff in back 

Just before we break for lunch, Dr Jeff is told that a woman that has been in labor all morning 

will need an emergency C section. We drop everything and head to the operation room. The 

operating room at first looks much better than the one at Project Congo. There is large surgical 

light and widow for light. There is an anesthesia machine in the corner and a large sterilizer. 

Looks are deceiving. Neither the light nor the anesthesia machine work. The sterilizer is also 

broken and serves as a storage cabinet. I am shocked to learn they will do the entire operation 

with only Ketamine as a sedative. There is no local or spinal anesthesia. They knock the patient 

out with 4X the amount of Ketamine, I would dare give, and surprisingly that works fairly well. 

She lays there motionless. They monitor her blood pressure with a blood pressure cuff, and her 

respirations with a small sliver of tissue paper on the end of her nose, which they watch wave 

back and forth each time she takes a breath. One person actually takes operative notes during 

the surgery (that is the first time I have seen that in the Congo.) 

From first incision to removal of the baby is 4 minutes. It is not a moment too soon the baby is 

blue and had the cord wrapped twice around its neck. It has an APGAR score of maybe 4 ( 

critical) In addition it is meconium stained, which is a bad sign, since that requires extensive 

suctioning to prevent aspiration pneumonia. Alas, they have no oxygen or suction unit and not 

even a bulb syringe to suck the nose out. They carry the infant out as several of the students 

pray, given there is nothing else we can do. Eventually we hear a cry. The child is not out of the 

woods but it is a good sign. Now time will tell. We make mental notes to get some of our bulb 

syringes and a pedi ambu bag before we participate in any more deliveries.  

 

In the afternoon, the guys start setting up the x-ray equipment. There is light leaking into the 

room through holes in the ceiling and a handy man is dispatched to cover the area with a tarp. 
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The first Gerry cans they bring are too small and someone is sent back to the market to get 

more. We had the metal stand to hold the machine built in Goma and some of the dimensions 

are wrong, but overall it is functional. We should be able to take our first x-rays tomorrow if 

everything goes well. 

 

 

1.Where ever Mike goes he is surrounded by kids 2. Setting up x-ray developing tank made from 

Gerry cans and large plastic tote 

While x-ray is being set up some of the others accompany the nurse to start IVs and give IV 

meds. Like everywhere else in Africa there is no concept of a “sharps container” basically a 

puncture proof container for disposing of used needles and other sharp items. Here more than 

anywhere they should be careful, with the high rate of HIV and hepatitis, but they all just throw 

needles and broken glass in trash or leave them laying on the floor or beds. We try to improvise 

sharps containers out of powdered milk cans or plastic bottles. So far the only one who has 

caught on to the idea is Jonathan back in Goma. 

This afternoon, we also distribute the medications, surgical instruments and suture we have 

brought. We have 30,000$ worth of suture alone and the Drs are almost speechless with 

gratitude. They say they are so short of suture they have literally had to send someone out to 

buy some during a surgery. 

At the end of the day Justine and her husband come to take us to their home. We travel the 

first bit by car, then have to continue on foot down the narrow paths and steps that lead into 

the slums of Bukavu. Gone are our impressions from yesterday of the beauty of Bukavu. We 

emerge in a shanty town of wooden shacks surrounded by trash. Water and waste flow through 

hand dug trenches into a ravine filled with trash. Rickety bridges made out of sticks and planks 

cross over the main ravine and numerous effluent ditches. People crowd the narrow walkways 
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between houses and along the ravine. Justine’s house is a small structure cobbled together out 

of planks and mud. It measures maybe 12 x 12 feet and is dived into a tiny living room and even 

smaller sleeping room. Fourteen people currently live here; Justine and her husband and five 

children and seven rape victims. The number of rape victims varies, but she is always getting 

calls to take in more. It is incomprehensible how so many people can fit inside to sleep at night. 

We are told they move the living room furniture outside at night to make room, and if there are 

too many people to fit, they send some of the kids to sleep outside or with neighbors. The need 

to build a real “Justine House” could not clearer in all of our minds.  These women deserve a 

safe and comfortable place to live after what they have been through. They need more than 

medical help. They need psychological support and vocational training to restore their lives and 

make themselves self sufficient. It is a tall order but the journey of a thousand miles begins with 

a single step. Can we make that step happen? 

 

Justine’s neighborhood 
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 Walk to Justine’s house          Justine with her husband and two of her children                                        

July 10 

Corinne was sick last night so she stayed home this morning. We went to St Vincent and started 

with grand rounds. A young woman came in during the night with chest pain and hemoptysis. 

She has no fever. I feel she should be heparinized for a possible blood clot to the lung but there 

are no anticoagulant medications. For her sake I hope it is an infectious of cardiac process. The 

x-ray is not working yet so we cannot do an x-ray. Dr Jeff borrowed an EKG machine so I can 

teach the staff how to do and read EKGs. It is an ancient thing for Italy. All the instructions are 

in Italian. I hook it up and it only does three instead of nine leads, then it stops working all 

together.  

In the mean time, the students have all gone to watch a delivery. I go to check on things and 

find the mother still up in stirrups and everyone just standing around a blue baby that is clearly 

not breathing. The students say the baby never cried or took any attempts at a breath or 

movement. It had been lying on a table for several minutes. I push past and find the child still 

has a very weak slow pulse. It is not dead yet. I ask for a bulb syringe and this time we have on 

in our pack. There is no oxygen but we also have a neonatal ambu bag to provide respirations. 

As I work to suction out the child and provide artificial respirations, I ask for a way to keep the 

baby warm. The main stays of neonatal resuscitation are: suction, oxygenate, stimulate and 

warming. I have done the first three and amazingly the child is slowly pinking up. The heart rate 

is still slow and weak. I am told there are no working lights to use as a warmer. I ask for 

blankets or towels and the best they can come up with is a thin piece of cloth.  I tell them to 

take a plastic IV bottle and warm it up in boiling water. By some fluke or act of God, I packed 
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adrenaline in my bag this morning. Mike pulls some up in an Insulin syringe and the nurse gives 

it expertly through the umbilical vein. Since the nurse has a usable umbilical vein we give 

glucose and a bolus of fluid. The child has now got a strong heart beat and is starting to move 

and take some breaths on her own. I place her on her mothers belly to try and get some body 

heat but her extremities are still cold and blue. We need to try to cover the head and 

extremities till we can get the hot water and more blankets. The students come up with good 

idea- socks. Chris whips off his socks and one becomes a hat and the other is cut up to make 

improvised mittens and socks. Now we have a heated IV bottle and warm blanket. We tuck the 

hot water bottle against the baby and wrap her in the cloth and blanket. She is now breathing 

completely on her own and turning a nice pink color. She takes a few very weak sucks on my 

finger. We learn the mother has a temperature of 104. The baby needs immediate antibiotics. 

Mike and Chris draw up Gentamycin and Cetriaxone.  I would love to be able to put this child in 

an incubator, give oxygen and suction out her lungs better, but none if this will happen here.  

We don’t even have electricity today. She has come back from the dead but now whether she 

lives or dies is really out of my hands.  

The nurses seem surprised that I stay with the child and continue working on her. They 

definitely seem to feel this should be left to survival of the fittest. If they had had it their way, 

the child would have died on a metal table next to her mother in the delivery room. I continue 

to warm and stimulate the child. We have the mother try breast feeding but the infant is too 

weak. The mother is febrile and has very little milk. A nurse and I help her express some milk in 

to a 35 cc syringe and I tube feed the child with a neonatal feeding tube that I also had stuck 

providentially in my bag. 

   

1.Resuscitation          2.Warming with  a blanket, hot water bottle and sock hat 
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In the mean time the rest of the group is helping out at the pediatric clinic. They are weighing 

and giving immunizations in a room crowed with mother and infants.  They have given enough 

shots on this trip that they are pros now. I go back to check again on the baby and find her 

much more active. She still is too weak to suck and will need tube feeding for a while, but she 

has some chance of survival. I also learn the mother has named her Sylvia. 

 

Mac giving immunizations                                          Weigh in 

In the afternoon, Dr Philemon fills me in on the latest news. Things are really heating up in 

Goma. The president of the Congo, Joseph Kabila, has issued a proclamation on the radio, 

urging the Congolese population to rise up and expel the Rwandan troops and militias from the 

country. He has asked that General Bosco Ntaganda “the Terminator”” and leader of the M23 

militias, be turn over. He has given Rwanda ten days to pull all of their troops out. President 

Obama has sent a special envoy to the Congo and they have promised to support the Congo. 

The envoy is said to be heading to Kigali to personally tell the Rwandan president to remove his 

troops and that America will no longer tolerate or support Rwandan aggressions in the Congo.  

In Goma people are protesting in the streets and attacking Rwandans. Word is that 50 Rwandan 

students attending the University of Goma have been hospitalized. Joint Congolese and UN 

forces have attacked and supposedly leveled with rockets and mortar rounds, a Rwandan 

military camp near Rutshuri. The Terminator’s, M23 militias, who had taken Rutshuri and had 

been gaining ground while we were in Goma, are now said to be fleeing to the north. Rutshuri 

and the Ugandan border crossings in the area are now back in Congolese and UN hands. The 

Rwandans are now deprived of an important resupply camp for the front lines. Jonathan calls 

me and says things are crazy in Goma. He can hear mortar rounds in the distance and people 
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are marching in the streets. Rwandans living in Goma are staying locked in their houses. People 

are saying “if the Rwandan president wants Congolese blood, the Congolese citizens will march 

across the border and give it to him.”We left Goma just in time. Dr Philemon is happy. He sees 

this as a first step to end the war. If America will not back Rwanda up or supply further arms to 

the Rwandans, then the Rwandans will not be able to continue their hostilities.  He also feels 

things will not get too bad till the ten day ultimatum is over. In the mean time we still need to 

cross back into Rwanda on Friday to go home. Things are supposedly calm at the Bukavu/ 

Rwandan border, but I feel we need to be ready to leave early and maybe cross first into 

Burundi then back into Rwanda. Dr Philemon is friends with the Director of Immigrations at the 

Bukavu border crossing. He will talk to him tonight and we will formulate a plan tomorrow. 

July 11 

Dr Philemon assured me this morning that things are stable at the border crossing in Bukavu 

and that we should have no trouble crossing on Friday. We have had no further word on how 

things are doing in Goma 

When we arrived at the hospital I went to check on baby Sylvia, with some fear that she had 

died during the night. As I approached the room I could hear her lusty cries. What a difference 

from yesterday. The night nurse said the baby really picked up strength after the last tube 

feeding I did before leaving last night. She is now breast feeding well. She is on IV antibiotics 

but it looks like she is out of the woods. The nurses also seem to have new respect for me. 

At morning report there are two patients of concern. One is a young girl admitted with Malaria 

and Bronchitis, who continues to spike high fever and cough. One suggestion is that she may be 

getting poor quality knock off medication from China. I did not realize that the patients at St 

Vincent are not all getting the same medications. When they come in they get a first dose of 

medication from the hospital, but then the family is sent out to buy both the oral and IV 

medications at local pharmacies. That is why all the patients have their own medications at 

bedside when we do round. The problem is that there is a wide range of pricing and quality on 

the medication. Rocephin an IV antibiotic can be found as cheap as 1.00$ a vial here. It cost 

300$ in the US.  The problem is the 1.00$ vial could be any sort of white power. There is no way 

to know if it is really Rocephin. The families are all poor, so they try to buy the cheapest 

medications they can find. It may be the medication, but I suggest we get an x-ray later this 

morning to see if anything else is going on. 

The other case is a pregnant woman with pre ecclampsia (a dangerous high blood pressure, 

which can lead to seizures and fetal distress, usually seen in first time pregnant women.) The 

treatment is usually rapid delivery of the baby if it is near term. This woman has been here 

since yesterday and her labor has not progressed and her blood pressure remains high despite 
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the administration of medication. Both Dr Jeff and I feel she should be C sectioned, but so far 

the patient has refused. It turns out there is a cultural prejudice against women who have C 

sections on their first delivery. The feeling is that they are not good birthing machines for lack 

of a better term. The woman can face repercussions, especially from her in laws, who will feel 

that their son should have married someone with better reproductive capabilities. The decision 

is made to have a team of nurses to talk with the patient and try to change her mind because 

both her life and the life of the baby could be in danger. 

Very soon after, the nurses return to say that the patient has agreed and they are moving her 

to the operation room. I was going to do a spinal anesthesia to try and reduce fetal distress 

from the high doses of Ketamine, but when I look through the pharmacy, they have neither the 

right medication nor spinal needles. Huge dose Ketamine only it will be then. We go into 

surgery and Dr Jeff asks if anyone wants to be first assistant. I nominate Corinne. The C sections 

goes well, but Corinne who has been fighting bouts of gastroenteritis over the last few days, get 

hot and dizzy towards the end and Chris steps in as her replacement. He gets to do some 

suturing, even though he is the only one of the student that did not get to do the suturing lab, I 

held at my house before we left. He does ok with it though. Maybe he is a future surgeon.  

 

Corinne assists on a C section                         Chris steps in to finish up 

The baby is delivered, and he also does not start breathing spontaneously.  The nurse right 

away hand him to me and this time they know in advance I need the ambu bag, warm blankets 

and suction. We move him into another room and after a little artificial respiration he starts 

breathing on his own and crying vigorously. II think he was just affected by the Ketamine his 

mother was given for the surgery. 

From surgery we go to x-ray and take an x-rays on the girl with the continued fevers. Not only is 

it the first really good quality x-ray we have taken with the new set up, but it is full of diagnostic 
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information. The girl has right upper lobe pneumonia, a large plural effusion and calcifications 

in the lung.  Being that we are in the Congo these findings are immediately suspicious for 

Tuberculosis. We will start her on presumptive therapy. 

In the afternoon, we see a man with a large lump on his leg. Dr Jeff thinks it is a lypoma and I 

think it is a cyst. The man is taken to surgery for a minor procedure to remove it, and Dr Jeff 

announces that the students will do the whole procedure. Michael does the numbing up with 

Lidocaine. Max gets selected to do the actual surgery and the others all get a chance to do 

some of the suturing. Max does really well. He has a steady hand with the scalpel, and under Dr 

Jeff’s guidance dissects out what turns out to be a large caseous cyst full of gray gook. The rest 

of the group then takes turns placing sutures. It was a great hand on learning experience.  

 

Mike numbs                                     Mac “the knife” does surgery                          Janine sutures 

After work Dr Jeff invites us to hear his gospel group sing. I have heard them on CD, and I knew 

they were good, but they sound even better live. Their harmonies and rhythms are perfect, yet 

seem effortless. They have picked out a lot of songs in English for our benefit. At the end they 

invite everyone up to sing and then out for a drink. 

Out for a drink, turns out to be a trip to a huge disco, with an unbelievable view on Lake Kivu 

and nighttime Bukavu. Unlike our hospital, that can never seem to maintain a half hour of 

continuous electricity, the electricity here seems to be no problem, as hundreds of lights and 

strobes flash, music blares and M TV plays on flat screens on the walls. Who would have 

thought a place like this existed here. The gospel singer all get up and dance and soon pull the 

students up on the dance floor too. Dr Jeff notes they dance better than Europeans and have a 

better sense of rhythms. I don’t know about that. I guess the Europeans he has seen must have 

been really bad dancers. Anyway, they all do seem to have a good time and watching the youth, 
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both Congolese and American, up there dancing , one can almost forget for a moment the all 

the sadness and troubles affecting the Congo just outside these walls. 

 

 

Gospel singing                                               Partying Congo style 

July 12 Last day in Bukavu 

We start the morning, with the morning report and staff meeting. The big topic is the young 

girls x-ray from yesterday with the plural effusion. The plan is to tap the effusion and begin TB 

therapy. Dr Philemon shows the x-ray on the hospitals only view box – window with light 

coming through.  I discuss the pathologic findings and how a chest x-ray is read. Dr Philemon 

quizzes the hospital’s two young female doctors and it is evident they have not had x-rays 

available at the hospitals where they training. They cannot identify the gastric bubble or the 

diaphragm when asked to do so. I discuss pleural effusions and their causes. Dr Philemon asks 

one of the young doctors to do some reading and make a presentation to the staff in a week.  

I explain the auscultation findings for plural effusions and consolidated pneumonia’s. If you 

have the patient say the letter “E” , the sound will change to the letter “A” when you are over 

the fluid filled area. I am surprised the Congolese Doctors have never heard this. They depend 

on auscultation much more than we do in the US. We do grand rounds and the girl is convinced 

with balloons and a bracelet (from Mikes endless stock) to let everyone take a listen. Everyone 

gets a chance to hear the change. 



 
 

59 
 

 

Dr Philemon shows x-ray at staff meeting                 Dr Tina extracts a tooth 

From there we go to surgery for a hysterectomy. In OB we see a women writhing in pain. She 

came in a 6 am in labor, but first went to a local witch doctor and got medications. Dr Jeff has 

written to me about this problem and even sent me a research paper he did on this. Many 

women first go to traditional healers or witch doctors when they begin labor or when they want 

to induce labor. The potions these practionners give are often very potent labor inducers, and a 

high number of women have serious complications including uterine rupture and death. Dr Jeff 

says they very often come in severe pain like this. Of concern to me is that the woman has been 

here several hours and her cervix is not dilating more than 4 cm. The nurses give her Valium to 

calm her because she is so agitated. My Swahili is poor but I can understand everything she 

says; “Jesus help me I hurt, I hurt, I am exhausted, make it stop” 

We go into surgery and Mike and Janine get to be first and second assistants. They do a very do 

job. I do the anesthesia and do a Ketamine drip, rather than the usually hit and miss multiple 

high dose injections. The results are a very smooth anesthesia with no patient motion. I 

monitor the drip by counting drops, and  monitor the patient’s level of consciousness by taking 

manual blood pressures, a pulse with my finger and watching her breathing the Congolese way 

with a piece of tissue paper over the nostril. It is primitive but works surprisingly well. 

Afterwards the nurses and doctors come over and take notes as I explain how to give Ketamine 

by continuous infusion and what other drugs I used during the induction and procedure.  I 

promised to send them more literature by email. Chris, Mac and Janine close the final layer of 

the surgical wound. It looks pretty darn good. 
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Mike and Janine assist surgery                                            Janine closes final layer 

 After lunch we do the plural tap on the young girl but the effusion is actually an empyema 

(thick pus rather than fluid) and is too thick to draw out with a needle. She will have to be 

surgically drained after we leave tomorrow. We check on the patient in OB who took the herbal 

medications and she is still in pain and the labor has not progressed at all. Her cervix is still only 

4cm dilated. I suggest Cytotec applied to the cervix, a trick I learned here in the Congo, but I 

really feel she needs a c section. Dr Jeff thinks so too, but the midwives want to give it more 

time. 

All too soon it is time to leave. The staff gathers to say good bye and to give us a present of a 

wooden carving of the Congo. Some neighborhood leaders come to and read a speech, 

thanking us for coming. The OB nurses thank me for all the teaching. I am surprised by this 

because often the Africans are set in their ways. They however have taken to heart what I have 

shown them about neonatal resuscitation. The ambu bag and suction are now never far away 

and they know how to use them.  

In the evening we have farewell dinner at Dr Philemon house. We again get presents; African 

necklaces for the girls and wooden carvings for the guys.  

More thank you speeches, but the most touching things was Dr Jeff commenting on how we all 

worked so well as a team. He was impressed by how efficiently we went it and set up the x-ray 

facility, how we carried our own supplies and worked together, but mostly how well we had 

worked together with the Congolese staff on the bad babies and especially today in surgery. I 

felt the same way about today’s surgery. Everyone knew their role and where to find things. 

The room was well set up and the procedure went very well for the patient. 
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1.Farwell at St Vincent       2. Corinne get and Africa pendant  “to wear close to her heart” 

During dinner Dr Jeff gets a call. The OB patient has still failed to progress and now needs an 

emergency C section. We all go to the hospital, which is now lit by kerosene lamps. I want to 

stay in case the baby is in distress. Mike and Janine volunteer to stay too. We don headlamps 

and head to surgery. The patient is still in severe pain. I do anesthesia and Mike is first assist. He 

now looks like a pro. He anticipates what he needs to do and knows the surgical instruments. 

Even the nurses comment on what good hands he has. The baby is delivered and it is a little 

blue but does not look too bad. It is Janine that goes out with it to take over its care. There is a 

fair amount of bleeding with the procedure and the uterus does not involute like it should, 

which Dr Jeff say he sees fairly often with traditional medications. The nurses give some 

Oxytocin IV and I start an Oxytocin drip help shrink the uterus and stop bleeding. Luckily I also 

put a second large bore IV line in this patient before we started so I can give extra fluids and 

meds. This is pretty standard in the US but I never see it done here. The Oxytocin drip seems to 

slow the bleeding. Dr Jeff finishes closing rapidly and with confidence.  He closes the final layer 

with Dermabond which I brought with me and demonstrated yesterday. Dr Philemon 

comments that with thing like Dermabond and the x-ray machine, they are now one of the 

most modern hospitals around. I think to myself “as modern as anyplace that uses Kerosene 

lamps at night and a piece of tissue paper on your nose to see if you are breathing.”  

We leave pumped up and pleased with how everything has gone tonight and here in Bukavu in 

general. This has really been fun.  The situation is not as critical as it is in Goma but there is still 

plenty of need. St Vincent serves one of the poorest neighborhoods in Bukavu and they do not 

lack for patients even if they lack in many other things. We all admire how the staff gives 
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compassionate care even with such limited resources. It is an inspiration to all of us. 

 

Healthy boy born by emergency C section 

June 13 Last day in Africa 

We leave at 5:30 Am for the Rwandan border. We have no trouble at the border but learn that 

we cannot take the 6:30 bus and must take the later 8:00 bus. This will be cutting it close for 

Corinne and Michael’s flight at 4pm, since it is a 6 hour bus ride. 

We get on the bus and although the seating is not as tight as on some of the smaller buses, the 

seats are really uncomfortable. I get a seat over the rear wheel well, so my legs are all folded 

up. Within 10 minutes my legs and butt are aching. It is going to be a long ride. The others are 

also uncomfortable. Corinne has probably the worst seat on the bus, a fold down jump seat 

squeezed between the driver and front seat, with no room for her legs because of the front 

console. The scenery for the first part of the trip is beautiful. It is a part of Rwanda I have never 

seen before. Much of it is a national park with lush forests and tall mountains. The road 

however and our driver are both terrible. The road is under construction in many places, and in 

other places is pocked with large pot holes, which slows down our progress. Our driver talks on 

his cell phone with sometimes both hands off the wheel. He chugs water from a 5 gallon jug 

while steering with one hand. He spends way too much time on the wrong side of the center 

line as we weave up and down winding mountain roads. He often gets so close to the edge that 

I am sure we are going to tumble. Add to that multiple stops to pick up or drop off people or to 

buy food and we are late coming into Kigali. To make things worse Father Pascal is not there 

even though I called him with our arrival time. I call him again and he says he is at Kimihuru 

which is at least 15-20 minutes away. By the time he arrives with the car, Corinne and Michael 

have only an hour before their flight leaves. I am still optimistic since Liz and I got to the airport 
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a half hour before take off last year and still made our flight. Pascal takes Corinne and Michael 

to the airport, while the rest of us take a bus to Pascal’s cousin’s restaurant. 

At the restaurant, we are met by Father Florent and Jean Pierre, who have both traveled a long 

way just to see us off.  We are catching up on news as we eat, when Florent gets a call from 

Pascal that Corinne and Michael missed their plane. At first it does not sound too bad, because 

it looked like they could get on another flight at 1 am, but by the time Pascal brings them to the 

restaurant the story has changed. They do not leave until Monday and will have to spend the 

next three nights in Kigali. Michael true to style takes it in stride “more time to explore Kigali.” 

Corinne is not amused. She was really ready to go home. She has been here a week longer than 

the rest of us. I really feel bad for her. Florent makes some calls to travel agents to see if she 

can take my ticket or if there are any other possible flights but nothing else is possible. They are 

stuck here. The rest of us take our cue from the experience and make sure Pascal get us to the 

airport on time. We all make our flight and bid farewell to Africa. 

On the plane I reflect back on the trip. It has really been a great trip. I could not have asked for 

a better group of students. They were all fun to be with. I was constantly amazed at how well 

they adapted the culture and how good they were with people. They learned bits of French and 

Swahili and used them daily.  They were all incredible with kids and children were drawn to 

them like the Pied Piper. I will cherish a picture in my mind of them squatted down surrounded 

by a throng of laughing children, as they handed out balloons or exchanged smiles and hugs. I 

will always remember their gentleness and kindness towards the patients and their eagerness 

to learn.  They showed compassion and a true love of medicine.  If these are the doctors of 

tomorrow, the future of medicine is in good hands. 
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The Congo 

Her rich black earth and dust permeate your clothes, your nostrils and eventually 

your soul. Once you have been here, a part of her will always stay with you. It is a 

land of spectacular beauty and unfathomable suffering, of untold riches and 

crippling poverty. A place where total anarchy breeds unbridled freedom for the 

powerful and crushing oppression for the weak. Where life and death walk hand 

in hand, a mere hair’s breadth apart. 

Will the recent ultimatum to Rwanda, calling for the withdraw its troops, bring on 

a new blood bath or the dawn of true independence and autonomy? Only time 

will tell. The country and her people will always remain in my heart. May God 

have mercy on them.  
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Scenes from Goma 

 

 

Volcano Nyiragongo 
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                                                   Scenes from Mugunga 
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During the trip, Congolese med student Jonathan was clearly taken with Janine. He bemoaned 

one day that he could probably never get married because in the Congo, the bride price for a 

girl who has gone to school is 2,000-5,000 dollars. Someone helpfully offered to sell him Janine 

for 5$. 
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