
THIRD ENDOSCOPY TRAINING VISIT TO QUEEN ELIZABETH CENTRAL HOSPITAL, BLANTYRE 
 

Visitors:   
Dr Paul O’Toole, Consultant Gastroenterologist, Director Mersey School of Endoscopy 
Dr Joe Geraghty, Endoscopy Research Registrar, Royal Liverpool University Hospital 
 

Visit dates:  24th Sept-10th Oct (2 weeks) 
 Venue:  Clinical Investigation Unit (CIU), QECH, Blantyre, Malawi  
 

Organising committee: Once again, enormous thanks are due to the following people:  
 

Dr Melita Gordon, Consultant Gastroenterologist – trip organisation, coordination, home 
contact and pre-visit briefing  
Dr Alex Thumbs, Consultant Surgeon – Timetable, local coordination (and barbecue!)  
Dr Kai Hellberg, Consultant Surgeon – Local contact and coordinator for endoscopy sessions  
Rose Malamba, Sister Endoscopy Unit – booking endoscopy lists, supporting endoscopy 
sessions  
Dr Theresa Allain, Head of Department of Medicine – permission to work at the QECH  
Prof Robert Heyderman, Director Wellcome Trust Research Unit – permission to use CIU 
facilities for the workshop  
Neema Mtunthama, Clinical Manager, Wellcome Trust Unit  
Endoscopy Unit Nursing Staff – coping with extra workload  
 

Endoscopy trainees:  
Mr Anstead Kankwatira, Clinical Officer, Medicine  
Major Lugarno Kalongolera, Surgical Registrar  
Dr TK Itaye, Surgical Registrar 
Mr Jonathan Waluza, Clinical Officer, Surgery 
Mr Dennis Chiwewe, Clinical Officer, Surgery, Zomba Central Hospital 
A fourth clinical officer (from the surgical department) was scheduled to participate but 
withdrew after two sessions due to a change of job 
 

Local endoscopy trainers:  
Dr Alex Thumbs  (Consultant Surgeon, QECH) 
Dr Kai Hellberg    (Consultant Surgeon, QECH) 
Dr Will Howson   (Lecturer in Medicine, College of Medicine, University of Malawi) 
 

 
Major Lugarno, Alex Thumbs, TK Itaye, Kai Hellberg, Joe Geraghty, Paul O’Toole 



 

Background 
This visit took place 12 months following the last endoscopy training visit by Dr O’Toole. It 
was again funded by an International health Links Funding Scheme grant from the British 
Council. On this occasion, Dr O’Toole was accompanied by Dr Joe Geraghty who had the task 
of assisting with the endoscopy training workshop and setting up a research project 
concerning the interactions of HIV and Helicobacter pylori.  
 

The 5 trainees included two who had participated in the previous year’s workshop and were 
fairly advanced, two who had very little experience and one (from Zomba) who had 
considerable experience but no formal training.  
 

Changes observed since last visit 
The endoscopy facilities in the Clinical Investigations Unit at QECH were described in last 
year’s report.  
 

Notable improvements had been made since the last visit: 

 A computer (with internet access) and printer are available (British Council funded) 

 The upper GI training manikin is installed with its own scope and light-source (British 
Council funded) 

 A separate monitor has been mounted on the far side of the trolley so that it is no 
longer necessary to trail the endoscope umbilicus over the patient 

 Pulse oximetry is now routine for all patients 

 The cleaning area is separated from the rest of the room by a curtain 

 All endoscopists wear masks and visors 

 A general reorganisation has resulted in more space within the unit 

 A drip stand is now available 

                            New layout of CIU 
Equipment issues 

Unfortunately, the number and types of endoscope available was more restricted than last 
year. The two Exera video gastroscopes are both broken and have been returned to 
Olympus in Germany. The repair bill is prohibitively high. This leaves only two fibre-optic 



gastroscopes, both of which are wide-diameter therapeutic scopes (one single channel, one 
double channel). It is therefore necessary to use fibre-optic colonoscopes and short video 
sigmoidoscopes to perform upper gastrointestinal endoscopy. This is far from ideal from the 
patients’ viewpoint and makes training extremely difficult.  

Repeated air-water channel blockages occurred during the visit. The metal clip at the end of 
the twin-channel scope had to be removed to clear the channel. It is possible that the 
practice of using unfiltered water for the water bottle may be contributing to this problem. 
 
Endoscopy disinfection and reprocessing standards appear to have been well maintained. It 
is still not possible to leak-test endoscopes.  
 

Endoscopy equipment provided during visit 
The following equipment was provided as a donation from the Royal Liverpool University 
Hospital: 
17 metal mesh self expanding stents 
12 multi band variceal banding kits 
1 “Octopus” scope cleaning sets 
A number of guidewires for stenting and biopsy forceps 

 

Endoscopy Training 
The training workshop was less straight-forward than on the previous occasion for a number 
of reasons:  

1. While the previous workshop had been directed at trainees who were all fairly 
inexperienced, on this occasion the group was of very mixed ability. 

2. Little time was included in the timetable for theory teaching or simulator practice.  
3. Many of the training lists included a number of patients requiring therapeutic 

procedures. These were of limited value for basic training.  
4. Teaching torque steering with long colonoscopes is very difficult 

Nonetheless, most of the beginners made good progress during the fortnight.  
 

Major Kalongolera was formally assessed and passed competent for independent practice in 
basic diagnostic endoscopy.  
 

Both Major Kalongolera and Anstead Kankwatira received training in oesophageal stent 
placement and variceal rubber band ligation.  
 

Anstead was assessed as a trainer on two occasions and given feedback about his technique. 
His forthcoming visit to Liverpool will provide an opportunity to develop his training skills.  

 



Dennis Chiwewe used a two-hand technique which relied on the nurse advancing the scope. 
He was shown the alternative one-handed torque-steering technique and made good 
progress in adopting this.  
 

An endoscopy nurse accompanied Mr Chiwewe from Zomba. She was given training by Rose 
and found this very useful.  
 

Once again, all patients coped well with what were sometimes quite lengthy procedures 
without sedation. The nursing staff demonstrated great patience and professionalism.  
 
Endoscopy Reporting Software 

Prior to the visit, all endoscopy reports were hand-written and relatively brief. This made 
audit activity very difficult and the limited (and variable) information contained in reports 
may be a clinical governance issue.  
 

During the visit, a gastroscopy reporting database was developed and modified to meet 
local needs. This was installed on the computer which had been provided as part of the 
British Council funded project. Extensive testing of the database was undertaken during the 
second week of the visit, a user guide was written and a process for data back-up agreed.  
 

The reports generated are A5 and can be attached to the patients’ health record booklets. 
The data table can be copied to Excel for export and queries and reports can be used for 
audit and clinical coding purposes.  
 

Alex was shown how to modify drop-down menus to update the system in the event of new 
endoscopists joining the workforce or new scopes becoming available. Continued (long-
range) support will be provided Dr O’Toole. 
 

 Endoscopy reporting tool screenshot 

  
 
 



 Dr Alex 
Thumbs 
using the 
reporting 
system 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Training Tools Software 

The JAG Training Tools programme (ver 1) was installed on the CIU computer. This will allow 
peer-to-peer trainer assessments and trainee feedback evaluations to be uploaded directly 
(rather than on paper copies). Graphical representation of trainer performance can then be 
generated automatically (see appendix A). In addition, the DOPS forms used for trainee 
assessment can be generated on the computer allowing them to be saved securely and 
emailed for review in Liverpool.  
 

Rose was trained to use the system and the existing paper copies of trainer evaluations 
were uploaded. A user guide was written and uploaded to the computer.  

 

Paul trains 
Rose to use 
the Training 
Tools 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



Presentations 

Dr O’Toole gave a presentation to the Surgical Department about the management of 
oesophago-gastric varices which was followed by a practical demonstration and hands-on 
training session regarding Sengstaken-Blakemore tube placement.  
 

 
Major Kalongolera practices sengstaken 
tube placement using teaching dummy 
 
Dyspepsia guidelines 

Previous visits (by Dr Geri Keane in August 2010) had audited and identified issues regarding 
the appropriate use of endoscopy and Helicobacter eradication therapy for young patients 
with uncomplicated dyspepsia. Discussions were held with the endoscopy team and Dr Will 
Howson, a recently appointed Clinical Lecturer in Medicine who is a Gastroenterology SpR 
on the Thames rotation in the UK.  
 

One area identified for improvement was in the endoscopic diagnosis of “gastritis”. In 
essence, this is a histological diagnosis and in the absence of readily available histology 
facilities there is a danger that the diagnosis will be “over called”, based on endoscopic 
appearances. This has potentially important clinical implications. Dr Joe Geraghty gave a 
presentation concerning the endoscopy appearances related to Helicobacter colonisation.  
 
Lesion recognition training 
Endoscopy performance does not rely solely on having the necessary technical skills: it is 
important that endoscopists can also recognise the pathology encountered. To assist this 
process a “Lesion Recognition Quiz” was devised, comprising 50 endoscopic images with 
associated questions.  This was up-loaded to the CIU computer with a link from the desktop.   
 
Research 
Research activities during this visit have been described elsewhere in Dr Joe Geraghty’s 
report.  
 

 
 



Other endoscopy-related activities 
Squamous cell carcinoma of the oesophagus is very common in Malawi and there is a great 
demand for self-expanding metal-mesh stents for palliation of this condition. The previous 
supply of stents (provided as part of a research project) had been exhausted prior to this 
visit. Dr O’Toole brought 17 stents with him and supervised placement of 12 of these during 
the course of the visit.  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dr O’Toole places a donated oesophageal wallstent 
 
Meetings and future planning 

Several planning meetings were held to explore possible directions for future visits. Helpful 
meetings were held with the Hospital Director, the Head of Dept Surgery (Dr Mkandawire), 
Head of Dept Medicine (Dr Theresa Allain) and the Postgraduate Dean (Dr Kamija Phiri). 
There was general support for the development of an endoscopy training centre at QECH 
although staffing and funding issues remain problematic.  
  

Overall reflections and recommendations 
Once again both visitors enjoyed their time in Blantyre. Living conditions in the Wellcome 
guest house were very comfortable. A great deal was accomplished in 2 weeks (despite 
intermittent internet access and frequent power cuts!). Having visited QECH before, Dr 
O’Toole found it much easier to get started on the job in hand straight away. This suggests 
that it would probably be more efficient for future training to be conducted by someone 
already familiar with the hospital and style of working.  
 

The CIU endoscopy unit is developing quickly and clearly benefiting from the links with 
Liverpool. The main challenges for the future are: 

1) To increase the government nursing levels on the unit to support its activity 
2) To increase the involvement of the Medical Department in endoscopy at QECH 
3) To improve the efficiency of endoscope decontamination, perhaps employing a 

simple automatic processor 
4) To improve the number and quality of endoscopes available for gastroscopy 
5) To find a source for more oesophageal stents 
6) To make endoscopy training at QECH sustainable and maintain practice standards 

even after the German surgeons have left 



7) To establish endoscopy as an official option within the curriculum for surgical and 
medical training at the Medical College, University of Malawi 

8) To achieve greater recognition for the contribution that gastrointestinal endoscopy 
makes to medical provision within QECH and across the country 

9) To ensure that medical and surgical officers who are given training in endoscopy can 
continue to use these skills in their subsequent placements 

10)  To support Malawian endoscopy training and service provision outside QECH in 
other Central Hospitals in the country 

 

Recommendations for further visits and future development 
Future basic skills courses should follow more closely the JAG training model.  

 Trainees should all be at a similar level.  

 There should be time in the programme for didactic teaching and simulator work as 
well as hands-on practice.  

 Lists should be tailored to trainees, avoiding cases requiring therapeutic 
interventions.  

 

Training for other hospital in Malawi: A number of trainees from Lilongwe expressed 
interest in attending this workshop. Endoscopy is also being undertaken at Muzuzu and 
Zomba. It should be possible to bring together a group of 6 trainees, all at a similar stage, for 
a JAG-style Basic Skills UGI course to be delivered at QECH by a UK JAG trainer. The local 
team could attend as observers with a view to running this course themselves in the future.  
 

One of the stipulations for attending a JAG course in Britain is that the trainee should have 
access to training (from a suitably trained trainer) for a further 6 months after the course. 
This is a well-founded principle and is just as important in Malawi as in the UK. At present 
there are unlikely to be many properly trained endoscopy trainers in outlying hospitals. A 
future visit could therefore include a Train the Gastroscopy Trainers (TGT) course in 
Blantyre, aimed at senior endoscopists from Zomba, Liliongwe and Muzuzu. It would be 
beneficial to make an assessment of each outlying site including equipment, case load, 
staffing and skill-base in endoscopy and decontamination. 
 

In time, further out-reach work from Blantyre to these hospitals could support the 
development of more advanced endoscopy including stent placement and variceal rubber 
band ligation. QECH Blantyre would, in effect, be acting as a National Endoscopy Training 
Centre and official recognition of this fact might increase the status of the CIU, possibly 
allowing it to attract more funding from within the country and overseas.  
 

Several other UK endoscopy centres are establishing links with hospitals in Africa. The 
British Society of Gastroenterology (BSG) has expressed willingness to provide funding for 
some of these endoscopy training initiatives. In addition, some quite advanced endoscopy 
practice is already being undertaken in relatively isolated mission hospitals in other African 
countries (such as the work of Dr Russell White at Tenwek Hospital, Kenya). It is important 
that there is good communication and coordination between the various projects in this 
area. A preliminary meeting and a BSG workshop have been arranged, with support for the 
endoscopy section, the International secretary, and the president, to develop a 
“consortium” of BSG-affiliated endoscopy groups involved in training in Africa. This will be 
supported by the International Health Links Centre at the Liverpool School of Tropical 
Medicine, and will help to: 

 Develop and refine appropriate models for endoscopy training in resource-limited 
regions of Africa. 

 Share and disseminate ideas and strategies that work. 



 Create links between endoscopy centres in different African countries. 

 Encourage and coordinate financial support from industry, the BSG and charitable 
organisations. 

 Facilitate development of appropriate technological solutions to the equipment and 
decontamination problems presented by running an endoscopy unit in a resource-
limited African hospital. 

 

 

 



 

APPENDIX A:  Trainer evaluation graphical outputs from Training Tools  
 

 

 


